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(cyclomethycaine  and  thenylpyramine,  Lilly) 
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antihistamine  . , Histadyl®  ...  2 Gm. 

topicai  anesthetic  . Surfacaine®  . . 0.5  Gm. 
adsorptive  and 

protective  cover  . Titanium  Dioxide  . 5 Gm. 

The  Surfadil  coating  also  acts  as  a translucent 
"shield”  to  deflect  the  sun’s  rays. 
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ELI  LILLY  AND  COMPANY  • 


Available  in  spillproof,  unbreakable  plastic 
containers  of  75  cc.  and  in  pint  bottles. 


Histadyl®  (thenylpyramine,  Lilly) 
Surfacaine®  (cyclomethycaine,  Lilly) 
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one  child  has  epilepsy... 

even  her  companions  might  not  know— if 
her  seizures  are  controlied  with  medication 

. . nowadays  our  approach  should  be,  as  far  as  possible,  to  protect 
the  patient  with  sufficient  medicine  and  allow  him  to  live  as  much 
as  possible  the  life  of  a normal  child.”^  Under  proper  medical  care, 
epileptic  children  may— and  should  — participate  in  the  general  phys- 
ical activities  of  their  normal  playmates.^ 
for  clinically  proved  results  in  control  of  seizures 

® SODIUM  KAPSEALS®  outstanding  performayice 
in  grand  mal  and  psychomotor  seizures:'* In 
the  last  15  years  new  anticonvulsant  agents 
have  come  into  clinical  use  but  they  have 
not  replaced  diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent 
for  a variety  of  reasons."'^  DILANTIN  sodium  {diphenylhydantoin  sodium, 
Parke-Davis)  is  available  hi  several  forms  including  Kapseals  of  0.03  Gm. 
and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

Other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  mal  and  psychomotor  seizures:  PHELANTIN®  Kapseals  (Dilantin 
100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.), 
bottles  of  100' for  the  petit  mal  triad:  milontin®  Kapseals,  (phensuximide, 
Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per 
k cc.,  16-ounce  bottles.  CELONTIN®  Kapseals  (methsnximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Liter  at  lire  supplying  details  of  dosage  and  administration  available  on  request . 
Bibliography:  (1)  Scott,  J.  S.,  & Kellaway,  E;  M.  Clin.  North  America  42:415  (March)  1958. 
(2)  Ganoug,  L.  D.,  in  Green,  J.  R.,  & Steelman,  H.  F. : Epileptic  Seizures,  Baltimore,  Williams  & 
Wilkins  Company,  1956,  pp.  98-102.  (3)  Bray,  E F. : Pediatrics  23:151,  1959.  264  60 
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In  “escaping”  rheumatoid  arthritis.  After  gradually  “escaping"  the  ther- 
apeutic effects  of  other  steroids,  a 52-year-old  accountant  with  ar- 
thritis for  five  years  was  started  on  Decadron,  1 mg. /day.  Ten  months 
later,  still  on  the  same  dosage  of  Decadron,  weight  remains  constant, 
she  has  lost  no  time  from  work,  and  has  had  no  untoward  effects.  ^ 
is  in  clinical  remission.* 


New  convenient  b.  i.d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 


Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

From  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 

DecadroR(« 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  INC.,  West  Point,  Pa« 
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Clarence  E.  Yount,  Jr.,  M.D.  (Prescott). 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION,  1959-60 

President  Mrs.  Hiram  Cochran 

35  Camino  Espanol,  Tucson 

President-Elect  Mrs.  Robert  Cummings 

5830  East  Arcadia  Lane,  Phoenix 

1st  Vice-President  Mrs.  Robert  Stratton 

1916  Sixth  Avenue,  Yuma 

2nd  Vice-President  Mrs.  William  Bishop 

211  South  Third  Street,  Globe 

Treasurer  Mrs.  Richard  Hausmann 

2639  East  Eighth  Street,  Tucson 

Recording  Secretary  Mrs.  Paul  Jarrett 

501  East  Pasadena,  Phoenix 

Corresponding  Secretary  Mrs.  Herbert  Welsh 

3337  East  Terra  Alta,  Tucson 

Director  (1  year)  Mrs.  Melvin  Phillips 

829  Flora  Street,  Prescott 

Director  (1  year)  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Director  (2  years) '''s.  Theodore  Harper 

175  South  Third  Street,  Globe 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

IN  PHOENIX  CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 
IN  TUCSON  CONTACT 


RONALD  DEITRICH 

725  East  Broadway  MAin  3-0583 


STATE  COMMITTEE  CHAIRMEN,  1959-60 

Chaplain  Mrs.  James  Moore 

305  West  Granada,  Phoenix 

Bulletin  Mrs.  Sidney  Kemberling 

5833  South  Wilshire  Drive,  Tucson 

Civil  Defense  Mrs.  Stanford  Farnsworth 

4125  North  Jokaka  Drive,  Scottsdale 

Community  Service  Mrs.  Seymore  Silverman 

7425  North  Ironwood  Drive,  Phoenix 

Finance  Mrs.  John  Bennett 

185  Sierra  Vista.  Tucson 


Historian  Mrs.  Henry  Hough 

225  Yavapai  Drive,  Prescott 

Legislation  Mrs.  George  Leih 

248  South  Third  Street,  Globe 

Medical  Education  Fund  . . Mrs.  Roy  Young 

Box  1058,  Flagstaff 

Mental  Health  Mrs.  Hubert  Estes 

6911  Soyaluna  Place,  Tucson 

Newsletter  Mrs.  John  Clymer 

201  West  Flyn  Lane,  Phoenix 

Nominating  Mrs.  Melvin  Phillips 

829  Flora  Street,  Prescott 

Paramedical  Careers  Mrs.  Robert  Mason 

7645  North  Sixth  Avenue,  Phoenix 

Parliamentarian  Mrs.  Melvin  Phillips 

829  Flora  Street,  Prescott 

Publicity  Mrs.  Christopher  Guarino 

6710  Opatas  Place,  Tucson 

Revisions  Mrs.  Jesse  Hamer 

1819  North  Eleventh  Avenue,  Phoenix 

Safety  Mrs.  Jay  Sitterly 

206  West  Hunt  Street,  Flagstaff 

Student  Nurse  Loan  Fund  Mrs.  Juan  Fonseca 

2505  Indian  Ridge,  Tucson 

Today’s  Health Mrs.  Lewis  Winter 

6637  North  Twelfth  Place,  Phoenix 


COUNTY  PRESIDENTS  AND  OFFICERS,  1959-60 
COCONINO  COUNTY 

President  Mrs.  John  Currin 

110  W.  Birch  Ave.,  Flagstaff 

Vice-President  Mrs.  John  F.  Kahle 

2412  N.  Talkington,  Flagstaff 

Secretary  Mrs.  James  Wenzel 

2143  N.  Navajo  Drive,  Flagstaff 

Treasurer  Mrs.  Kent  O.  Hanson 

1210  W.  Davis  Way,  Flagstaff 

GILA  COUNTY 

President  Mrs.  Robert  Horan 

Box  1296,  Miami 

Vice-President  Mrs.  Albert  Lambrecht 

Box  1296,  Miami 

Secretary-Treasurer  Mrs.  George  Leih 

248  South  Third  Street,  Globe 


MARICOPA  COUNTY 

President  . . Mrs.  Thomas  Rowley 

114  South  Miller  Street,  Mesa 

President-Elect  Mrs.  Shaw  McDaniel 

114  East  Tuckey  Lane,  Phoenix 

1st  Vice-President  Mrs.  Richard  Johns 

508  West  Rose  Lane,  Phoenix 

Recording  Secretary  Mrs.  Fred  Holmes 

4201  North  15th  Drive  West,  Phoenix 

Treasurer  Mrs.  Robert  Gullen 

5003  North  22nd  Street,  Phoenix 


PIMA  COUNTY 

President  Mrs.  Max  Costin 

2648  East  Fourth  Street,  Tucson 

President-Elect  Mrs.  Fred  Landeen 

4747  East  Ft.  Lowell  Road,  Tucson 

1st  Vice-President  Mrs.  Earl  Baldwin 

3320  North  Martin  Street,  Tucson 

Recording  Secretary  Mrs.  Wesley  Fee 

7-5  Calle  Primorosa,  Tucson 

Treasurer  Mrs.  Seymour  Shapiro 

5433  East  Eighth  Street,  Tucson 


YAVAPAI  COUNTY 

President  Mrs.  Ray  Inscore 

Box  1511,  Prescott 

Vice-President  Mrs.  Ernest  Geever 

539  Hassayampa  Drive,  Prescott 

Secretary  Mrs.  Melvin  Phillips 

829  Flora  Street,  Prescott 

Treasurer  Mrs.  Harry  Southworth 


1007  Copper  Basin  Road,  Prescott 


YUMA  COUNTY 

President  Mrs.  James  Volpe,  Jr. 

1801  Sixth  Avenue,  Yuma 

Vice-President  Mrs.  Paul  Slosser 

701  Eighth  Avenue,  Yuma 

Secretary  Mrs.  John  Burleigh 

Rt.  3,  Box  160,  Yuma 

Treaiurer  Mrs.  Abe  Podolsky 

1601  Fifth  Avenue,  Yuma 
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Diagnostic 

Quandaries 


Colitis?  Gall  Bladder  Disease? 
Chronic  Appendicitis? 

Rheumatoid  Arthritis?  Regional  Enteritis? 


19^ 


DISEASE  that  is  frequently 
overlooked  in  solving  diag- 
nostic quandaries  is  amebiasis. 
Its  symptoms  are  varied  and 
contradictory,  and  diagnosis  is  extremely 
difficult.  In  one  study,  56%  of  the  cases 
would  have  been  overlooked  if  the  routine 
three  stool  specimens  had  been  relied  on.^ 

Another  study  found  96%  of  a group 
of  150  patients  with  rheumatoid  arthritis 
were  infected  by  E.  histolytica.  In  15  of 
these  subjects,  nine  stool  specimens  were 
required  to  establish  the  diagnosis.- 

Webster  discovered  amebic  infection  in 
147  cases  with  prior  diagnoses  of  spastic 
colon,  psychoneurosis,  gall  bladder  dis- 
ease, nervous  indigestion,  chronic  appen- 
dicitis, and  other  diseases.  Duration  of 
symptoms  varied  from  one  week  to  over 
30  years.  In  some  cases,  it  took  as  many 
as  six  stool  specimens  to  establish  the 
diagnosis  of  amebiasis.^ 

Now  treatment  with  Glarubin  provides 
a means  of  differential  diagnosis  in  sus- 
pected cases  of  amebiasis.  Glarubin,  a 
crystalline  glycoside  obtained  from  the 
fruit  of  Simarouba  glauca,  is  a safe,  effec- 
tive amebicide.  It  contains  no  arsenic, 
bismuth,  or  iodine.  Its  virtual  freedom 
from  toxicity  makes  it  practical  to  treat 


suspected  cases  without  undertaking  dif- 
ficult, and  frequently  undependable,  stool 
analyses.  Marked  improvement  following 
administration  of  Glarubin  indicates  path- 
ologically significant  amebic  infection. 

Glarubin  is  administered  orally  in  tablet 
form  and  does  not  require  strict  medical 
supervision  or  hospitalization.  Extensive 
clinical  trials  prove  it  highly  effective  in 
intestinal  amebiasis. 

Glarubin* 

TABLETS 

specific  for  intestinal  amebiasis 

Supplied  in  bottles  of  40  tablets,  each 
tablet  containing  50  mg.  of  glaucarubin. 

Write  for  descriptive  literature,  bibli- 
ography, and  dosage  schedules. 

1.  Cook,  J.E.,  Briggs,  G.W.,  and  Hindley,  F.W.;  Chronic  Ame- 
biasis and  the  Need  for  a Diagnostic  Profile,  Am.  Praet.  and  Dig. 
of  Treat.  <?:1821  (Dee.,  1955). 

2.  Rinehart,  R.E.,  and  Marcus,  H.:  Incidence  of  Amebiasis  in 
Healthy  Individuals,  Clinic  Patients  and  Those  with  Rheumatoid 
Arthritis,  Northwest  Med.,  .54:708  (July,  1955). 

3.  Webster,  B.H.:  Amebiasis,  a Disease  of  Multiple  Manifesta- 
tions, Am.  Praet.  and  Dig.  of  Treat.  9:897  (June,  1958). 

*U.S.  Pat.  No.  2,864,745 

THE  S.E.  M ASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  . KANSAS  CITY  . SAN  FRANCISCO 


Of  course,  women  like  “Premarin” 


rxiHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 
The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


Vvhole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  't 

16,  N.  Y.  • Montreal,  Canada  “ 
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Demethylchlortetracycline  Ledcrle 


pathogen 


sensitivity 


In  addition  to  the  expected  broad- 
spectrum  range  of  effectiveness, 
Declomycin  has  demonstrated  ac- 
tivity against  strains  of  Pseudomo- 
nas, Proteus  and  ^ aerogenes  un- 


1.  Finland,  M.;  Hirsch,  H.  A.,  and  Kunin,  C. 
M.:  Read  at  Seventh  Annual  Antibiotics  Sym- 
posium, Washington,  D.  C.,  November  5, 
1959.  2.  Hirsch,  H.  A.;  Kunin,  C.  M.,  and 
Finland,  M.:  Miinchen.  med.  Wchnschr.  To  be 
published.  3.  Roberts,  M.  S.;  Seneca,  H.,  and 
Lattimer,  J.  K.:  Read  at  Seventh  Annual 
Antibiotics  Symposium,  Washington,  D.  C., 


/ 


/ 


Capsules,  150  mg.  — Pediatric  Drops.  60 
mg./cc.  — New  Syrup,  cherry-flav 
mg./5  cc.  tsp.,  in  2 fl.  oz.  bottle 
per  lb.  daily  in  four  divided  dose; 


November  5,  1959.  4.  Vineyard,  J.  P.;  Hogan, 
J.,  and  Sanford,  J.  P.:  Ibid. 


GREATER  ACTIVITY. ..  FAR  LESS  ANTIBIOTIC  ...  SUSTAINED-PEAK  CONTROL  ...  "EXTRA-DAY”  PROTECTION  AGAINST  RELAPSE 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Unless  your  practice  is  limited  to 
bacteriology  ...  or  your  patients 
are  all  in  the  upper  income 
brackets . . . you  have  doubtless  re- 
ceived complaints  about  the  cost 
of  the  medication  you  prescribe. 


what  your  patient 
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gives... and  gets 

Some  of  these  complaints  can  probably  be  dismissed  lightly  as 
coming  from  cranks,  who  would  complain  about  your  fee  for  a 
midnight  house  call  to  save  the  life  of  a dying  child.  Others,  how- 
ever, are  made  seriously  by  thoughtful  patients  and  deserve  an 
answer  in  kind.  You  know  what  the  patient  gets  from  his  phar- 
macist because  you  have  prescribed  it.  Do  you  also  know  that 
the  average  cost  of  a prescription  is  about  $3.00?  Only  about  one 
in  100  costs  $10.00  or  more,  and  3 out  of  5 of  the  prescriptions 
are  under  $3.00.  These  figures  are  based  on  retail  prices.  They 
include  the  manufacturer’s  research,  development,  and  manu- 
facturing costs  and  all  distribution  costs  of  the  wholesale  and  the 
retail  druggist.  Only  you  and  your  patients  can  judge  whether 
today’s  drugs  at  these  prices  represent  a fair  quid  pro  quo,  an 
equitable  balance  between  what  is  given  and  what  is  received. 

This  message  is  brought  to  you  by  ijS  producers  of  prescription  drugs  as 
a service  to  the  medical  profession  and  in  the  same  spirit,  it  is  carried 
by  this  publication.  For  additional  information,  please  write  Pharmaceu- 
^ tical  Manufacturers  Association,  /.///  A'  Street,  N.U'.,  Washington  y,  D.C. 
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for  dryness  and  itching,  prickly  heat  and  rash 
intertrigo,  insect  bites,  other  summer  skin  discomforts 


SARDO  acts  promptly  to  help  restore  needed 
natural  oil  and  moisture'  to  dry,  itchy  skin,  by 
helping  to  re-establish  the  normal  lipid-aque- 
ous balance.  Thus  SARDO  eases  irritation, 
soothes,  softens,  brings  sustained  comfort. 

USED  IN  THE  BATH,  SARDO  releases  millions 
of  microfine  water-dispersible  globules*  to  pro- 
vide an  emollient  suspension  which  enhances 
your  other  therapy  ...  in  prickly  heat,  intertrigo. 


insect  bites,  skin  dryness  and  itch  of  atopic  der- 
matitis, eczematoid  dermatitis,  senile  pruritus, 
soap  dermatitis,  etc.' 


Patients  appreciate  pleasant,  convenient,  easy- 
to-use  SARDO.  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 


Write  for  QoMtp^  and  literature  . . . 

Sardeau,  Inc. 


© 1959  ’Patent  Pending,  T.  M. 
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hastens  recovery 


Geigy 


It  is  always  wise  to  recognize  that  depres- 
sion may  be  an  underlying  factor. . .that 
Tofranil  may  speed  recovery  in  "hypochon- 
driasis”; in  convalescence  when  recovery 
is  inexplicably  prolonged;  in  chronic  illness 
with  dejection;  in  the  menopausal  patient 
whose  emotional,  disturbances  resist 
hormone  therapy;  and  in  many  other  com- 
parable situations  in  which  latent  depres- 
sion may  play  a part. 


Detailed  Literature  Available  on  Request. 


Tofranir,  brand  of  imipramine  hydrochloride, 
tablets  of  25  mg.  Ampuls  for  intramuscular 
administration,  25  mg.  in  2 cc.  of  solution. 


In  many  seemingly  mild  physical  disorders 
an  element  of  depression  plays  an 
insidious  etiologic  or  complicating  role. 

Because  of  its  efficacy  as  an  antidepres- 
|sant,  coupled  with  its  simplicity  of  usage, 
Tofranil  is  admirably  adapted  to  use  in  the 
home  or  office  in  these  milder  "depression- 
complicated”  cases. 


Geigy,  Ardsley,  New  York 


whenever  depression 
complicates  the  picture 


Tofranil 

brand  of  imipramine  HCi 


A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


NASAL  SPRAY 


Supplied  in  leakproof, 
pocket  size 

squeeze  bottles  of  20  cc. 


ABORATORIES 

New  York  18,  N.  Y. 


Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 

(reserpine  ciba)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  Is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 


for 

the 

tense 

and 

nervous 

patient 


Despite  the  introduction  in  recent  years  of  “new  and  dif- 
ferent” tranquilizers,  Miltown  continues,  quietly  and. 
steadfastly,  to  gain  in  acceptance.  Generically  and  under 
the  various  brand  names  by  which  it  is  distributed, 
meprobamate  (Miltown)  is  prescribed  by  the  medical 
profession  more  than  any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a knoivn  drug, 
evaluated  in  more  than  750  published  clinical  reports.  Its 
few  side  effects  have  been  fully  reported;  there  are  no 
surprises  in  store  for  either  the  patient  or  the  physician. 
It  can  be  relied  upon  to  calm  anxiety  and  tension  quickly 
and  predictably. 


Usual  dosage : One  or  two 
400  mg.  tablets  t.i.d. 

Supplied : 400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets. 


Miltown 

meprobamate  (Wallace) 

WALLACE  laboratories  / New  Brunstvick,  N.  J. 


* TRADE- MARK 


CM -2053 
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when  that  early  Monday  morning  telephone 
call  is  from  a weekend  do-it-yourselfer 

. and  this  morning,  Doctor,  my  back 
is  so  stiff  and  sore  I can  hardly  move.” 

now. ..there  is  a way  to  prompt,  dependable 
relief  of  back  distress 

the  pain  goes  while  the  muscle  relaxes 


POTENT  — rapid  relief  in  acute  conditions 


SAFE  — for  prolonged  use  in  chronic  conditions 


notable  safety — extremely  low  toxicity;  no  known 
contraindications;  side  effects  are  rare; 
drowsiness  may  occur,  usually  at  higher  dosages 


rapid  action,  sustained  effect  — starts  to  act 
quickly,  relief  lasts  up  to  6 hours 


easy  to  use— usual  adult  dosage  is  one  350  mg. 
tablet  3 times  daily  and  at  bedtime 


supplied  — as  350  mg.,  white,  coated  tablets, 
bottles  of  50;  also  available  for  pediatric  use: 
250  mg.,  orange  capsules,  bottles  of  50 


WALLACE  LABORATORIES,  New  Brunswick,  New  Jersey 


(CARISOPRODOL  WALLACE) 


t potassium  phenethicillin 


(MS 


(Potassium 

higher  peak  blood  levels 
than  with  potassium  peniciUin  V 

higher  initial  peak  blood  levels  o-ralh/ 
than  with  intramuscular  penicillin  G 

increased  dosage  increases 
serum  levels  proportionally 

superior  to  other  penicillins 
in  killing  many  staph  strains  in  vitro 

A dosage  form  to  meet  the  individual 
requirements  of  patients  of  all  ages 
in  home,  office,  clinic  and  hospital: 

Syncillin  Tablets— 250  mg. . . . Syncillin  Tablets— 125  mg. 

Syncillin  for  Oral  Solution— 60  ml.  bottles— when  reconstituted, 

125  mg.  per  5 ml. 

Syncillin  Pediatric  Drops  —1.5  Gm.  bottles.  Calibrated  dropper 

delivers  125  mg. 

Complete  information  on  indications,  dosage  and  precautions  is 
included  in  the  ofBcial  circular  accompanying  each  package. 


Penicillin-152) 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  RARELY  CONSTIPATES — excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE;  1 tablet  every  6 hours.  May  be  habit-forming.  Federal  law 
permits  oral  prescription. 

Each  Percodan"  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  phenacetin,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
Percodan  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Percodan  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  ARC 

FOR  PAIN 


!j 
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doctors 

caring  for  infants 
and  children 


homogenized  milk  tastes  like  homog- 
enized milk  is  homogenized  milk  — - 
pre-digested  with  enzymes 


It  is  the  new  pour-and-feed  method 
of  feeding  for  infants.  Because  it  has 
had  proteolytic  enzymes  added  at  the 
time  of  pasteurization,  it  possesses, 
enzyme  activity  as  great  as  mother’s 
milk.  Enzylac  can  be  fed  to  newborns 
and  preemies  without  diluting  or  boil- 
ing. it  is  hypo-allergenic,  too. 


Enzylac 

Bibliography  upon  request  to: 

Medical  Dairy  Products,  Inc. 

Suite  812.  Guaranty  Bank  Building 
Phoenix,  Arizona 


available  soon  through  local  dairies  so  you 
can  Rx  a milk— not  a medicine 


produced  by 


, 

me^iGAl 

paiRv 

pRooucts 

* me 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


lUNIIUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


Raise  the  Pain  Threshold 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  >/«  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 


Phenacetin  3 gr (194  mg.) 

Phenobarbital  % gr. (16.2  mg.) 

Hyoscyamine  sulfate  .....  (0.031  mg.) 


obms 


; Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
. . , synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 
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on  the  hook? 

How  many  times  have  you  heard  a patient  speak  thusly?  He  just  doesn't  have 
the  ready  cash  he  needs  for  medical  care  — and  his  only  alternative  is  to  go 
on  the  hook  for  it,  that  is  if  he  doesn't  have  Blue  Cross-Blue  Shield  — the  plan 
endorsed  and  sponsored  by  general  hospitals  and  doctors  like  yourself. 

Of  course,  57  million  people  do  have  Blue  Cross-Blue  Shield  and  don't  have  to 
ever  think  about  going  on  the  hook,  which  is  a pleasant  afterthought. 


svjmbols  of  fine  care 


^^The  concept  of  treating  hypertension  with  a potent  oral  diuretic  in  combination 
with  one  or  more  of  the  sympathetic  depressant  drugs  is  a new  one. 
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Gentlemf.n;  Please  send  me  a complimentary  supply  of 
Salutensin  Tablets. 


Dr. 

Street 

City Zone State 

Signature 

Send  coupon  to:  Bristol  Laboratories,  Syracuse,  New  York. 


Salutensin  samples  available  on  request. 

s 

I 
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NEW 


For  the  ‘^multi-system  disease  HYPERTENSION... 

■apeutic  antihypertensive.. 


SALUTEN8IN 


TM 


Hydroflumethiazide  • Reserpine  • Protoveratrine  A 


exieiision  often  requires  a multi-therapeutic  approach  for  satisfactory 
ortipiK;  dcoee  clinically  proven  antihypertensives.  These  components 
ni^s  to  offer  greater  therapeutic  benefits  while  minimizing  the  risk  of 
1 drug  therapy  at  maximally  effective  doses.  The  components  in 
. ■ 

■ '.v> 

t^ntihypertensive  agent  postulated  to  lower  elevated  blood  pres- 
n pressor  mechanism 50  mg. 

i^orelaxant  effects,  which  have  been  described -as  a “chemical 
0.125  mg. 

ive.dyog’*^  which  is  "well  tolerated”  in  combination  with  rauwolfia;^  a cen- 
physiologic,  hemodynamic  reversal  of  hypertension”  s.,.. 0.2  mg. 

ension;  hy^l;eisive  cmiiovascular  disease;  insufficient  response  to  a single  or  dual 
^e^  ^atial  or  complete  replacement  of  potentially  more  toxic  agents. 

l^Li  beeped  cautiously  in  hypertensive  patients  with  renal  insufficiency,  particularly  if  such  patients 


adult  dose  1 tablet  twice  daily.  Detailed  information  on  dosage  and  precautions  in  official  package 
^^^vailable  on  request. 

,y:  Bottles  of  60  scored  tablets. 


A sustained-action  foundation  drug  for  an  antihypertensive  regimen 


saLuro 

sustained-action  hydroflumethiazide  ‘Bristol’ 


Saluron  is  an  economical,  well-tolerated  salutensive  agent  — saluretic  and  antihypertensive  — for  tise  as  a 
foundation  drug  in  the  treatment  of  hypertension.  In  mild  to  moderate  hypertension.  Saluron  often  is 
adequate  by  itself.  It  has  been  described  as  “a  distinct  advantage  in  the  manifestations  of  hypertension” s 
and  “a  marked  advancement  in  the  field  of  diuretic  therapy.”  ? 

Dosage:  Usually  1 tablet  daily.  Full  information  in  official  package  circular. 

Suiu'Ly;  Scored  50-mg.  tablets,  bottles  of  50, 

BRISTOL  LABORATORIES,  Syracuse,  New  York 


A most  appetizing  help  for 
patients  where  a cholesterol 
depressant  diet  is  prescribed 


Wesson’s  Chicken  Cook  Book 
FREE  in  quantities 
for  your  distribution  to  patients 


The  enticing  variety  of  dishes  offered  in  "iOi  Glorious  Ways  to 
Cook  Chicken’  can  help  make  a restricted  regimen  less  monotonous 
and  encourages  the  patient’s  compliance  with  it. 

The  high  poly-unsaturated  fat  content  of  poultry — prepared  in 
poly-unsaturated  Wesson — makes  it  a special  help  to  those  on 
cholesterol  depressant  diets.  Happily,  too,  chicken  is  moderate  in 
calories,  universally  popular  and  one  of  the  most  economical 
protein  foods  in  the  grocery  today. 

Recipes  for  Chicken  Rosemary,  Sesame,  Jambalaya,  Pilaf,  etc., 
teach  scores  of  new  ways  to  enhance  chicken  with  herbs  and 
spices,  new  combinations  with  fruits  and  vegetables,  how  to  use 
sauces  and  seasonings  wisely  and  well.  Careful  consideration  has 
been  given  to  the  choice  of  ingredients  to  keep  saturated  fats 
to  a minimum. 

Where  a vegetable  (salad)  oil  is  medically 

recommended  for  a cholesterol  depressant  regirnen, 
Wesson  is  unsurpassed  by  any  readily  available  brand. 


CHICKEN  SESAME-with  its  crunchy  nutlike  flavor  from  the  Indies-is  typical  of  the  glorious  eating  contained  in  this  new  Wesson  cook  book 


WESSON'S  IMPORTANT  CONSTITUENTS 

Wesson  is  100%  cottonseed  oil . . . 
winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  25-30% 

Phytosterol  (predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherols  0.09-0.12% 


Never  hydrogenated— completely  salt  free 

Each  pint  of  Wesson  contains  437-524  Int.  Units  of  Vitamin  E 


Send  coupon  for  quantity  needed  for  your  patients. 

The  Wesson  People,  210  Baronne  Street, 

New  Orleans  12,  La. 

Please  send  me  . . . free  copies  of  the  Wesson  cook  book 
"101  Glorious  Ways  to  Cook  Chicken." 

Name 

Address 

City Zone State 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  II  patients  with  peptic  ulcer* 
4.$v  4.9  4.9 

' ,4.1  * ' 


of 

peptic 

ulcer 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes 


New  PDCni 

MAI  IITantacid 

UIIL/tl 

nflLIN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo*  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  byan  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulceragastritisi  gastric  hyperacidity 


clears  ringworm  orally  regardless  of  duration 
or  previous  resistance  to  treatment 

spares  the  patient — embarrassment  of  epilation  and 
skulleaps,  difficulty  and  ineffectiveness  of  topical 
medications,  potential  hazard  of  x-ray  treatments 
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access  to  the  hospital  and  medical  records  in- 
volved. When  he  wrote  his  letter  to  the  panel, 
the  claimant  waived  for  the  purposes  of  the  pan- 
el only  his  confidential  relationship  with  the  doc- 
tor involved  and  waived  his  privilege  as  to  any 
hospital  and  medical  records  affecting  the  claim. 
So  the  panel  has  had  the  benefit  of  all  the  writ- 
ten material  available. 

When  the  parties  have  finished,  the  panel 
takes  the  facts  before  it  under  consideration,  and 
attempts  to  answer  the  question;  “Is  there  in 
the  facts  presented  any  subtsantial  evidence  of 
malpractice,  as  that  term  is  defined  by  the  Ari- 
zona Supreme  Court?”  Now,  notice  please,  that 
we  do  not  undertake  to  answer,  “Is  there  any 
malpractice?”  We  undertake  to  answer,  “Is  there 
any  substantial  evidence  of  malpractice?”  If  it 
answers  that  question  “No”,  then  the  panel  goes 
no  further.  But  if  it  answers  that  question  “Yes”, 
it  undertakes  to  answer  a second  question,  which 
is:  “Is  there  in  the  facts  presented  any  substan- 
tial evidence  of  substantial  injury  arising  out  of 
the  malpractiee?”  “Is  there  any  substantial  evi- 
dence” again  — not,  “Is  there  any  injury”  . . . 
but,  “Is  there  any  evidence  of  it?”  The  panel 
then  writes  its  answers  to  these  questions,  to  the 
parties  involved,  answering  “Yes”  or  “No”.  Now 
the  theory  of  the  plan  is  this:  That  if  the  panel 
answers  “No”  to  both  questions,  the  attorney  in- 
volved will  not  file  the  case  in  court,  at  least  in 
the  absence  of  strong  over-riding  considerations, 
and  that  he  will  at  least  view  the  panel’s  deci- 
sion in  the  greatest  professional  good  faith  , . 
on  the  other  hand,  if  the  panel  answers  the  ques- 
tions “Yes”,  the  medical  society  undertakes  to  co- 
operate with  the  claimant  in  producing  compe- 
tent medical  testimony  to  help  him  prepare  for 
trial,  and  to  help  him  in  trial. 

Now,  that’s  all  there  is  to  the  plan.  It  was  the 
product  of  about  two  years  of  prior  co-operative 
effort  between  the  Bar  Association  and  the  Med- 
ical Society  in  Tucson,  and  I think  that  prob- 
ably a climate  of  at  least  reasonable  co-operation 
is  necessary  before  a plan  like  this  can  even  be 
started.  We  were  lucky  there,  in  that  by  and 
large,  and  barring  the  usual  individual  things 
that  happen  from  time  to  time,  the  relationship 
between  the  two  professional  groups  there  has 
been  a healthy  one.  In  1954,  a committee  was 
formed  by  the  Bar  Association  to  co-operate  with 
the  Medical  Society  in  all  kinds  of  medical  le- 
gal problems,  and  in  that  same  year,  the  Medi- 


cal Society  formed  its  own  medico-legal  com- 
mittee. Since  1954,  the  two  committees  have 
worked  together  as  one  joint  committee  in  many 
medico-legal  problems.  We  have  adopted  in  1955 
what  you  in  Phoenix  know  as  the  Phoenix  Plan, 
or  the  Cincinnati  Plan,  spelling  out  the  obliga- 
tions of  the  professional  witness  and  spelling  out 
the  duties  of  the  lawyer  toward  his  doctor  wit- 
ness. That  predated  the  adoption  in  1957  of  this 
Screening  Panel  Plan  that  I’m  telling  you  about. 

We  were  pretty  well  satisfied  that  the  thing 
that  was  most  on  the  doctor’s  mind  all  the  time 
was  the  problem  of  malpractice.  It  has  been  the 
filing  of  malpractice  claims  that  has  caused 
most  of  what  friction  there  is  between  the  two 
professional  groups.  And  in  Tucson,  we’ve  never 
had  any  really  serious  problem.  We  get  maybe 
four  to  six  cases  filed  a year.  But  that’s  too  many 
for  the  doctors,  and  they  have  a point. 

We  were  pretty  well  persuaded,  after  looking 
the  country  over  for  about  two  years,  that  there 
wasn’t  any  satisfactory  plan  then  in  existence. 
This  plan  that  I’ve  told  you  about  in  the  begin- 
ning was  the  result  of  the  co-operative  effort 
between  the  Bar  Association  and  the  Medical 
Society  to  try  to  find  some  answer  to  this  prob- 
lem of  malpractice  claims. 

If  I may,  I would  like  to  read  to  you  what  the 
purposes  of  the  plan  are,  because  I want  to 
make  a point  that  is  too  often  not  made.  I’d  fike 
to  read  it,  right  from  the  plan  itself.  The  first 
two  paragraphs  of  the  plan  are  as  follows: 

“The  fundamental  purposes  of  this  plan  are 
two-fold,  on  the  one  hand  to  prevent  where  pos- 
sible the  filing  in  court  of  actions  against  phy- 
sicians and  their  employees  for  professional  mal- 
practice in  situations  where  the  facts  do  not  per- 
mit at  least  a reasonable  inference  of  malprac- 
tice, and,  on  the  other  hand  (I  emphasize  this) 
to  make  possible  the  fair  and  equitable  disposi- 
tion of  such  claims  against  physicians  as  are  or 
reasonably  may  be  well-founded. 

“Both  professional  groups  recognize  that  the 
mere  filing  of  a malpractice  action  in  court, 
however  unjustified  medically  it  may  be,  causes 
substantial  harm  to  the  reputation  and  the  prac- 
tice of  the  physician  concerned.  Both  groups 
recognize  at  the  same  time  that  persons  having 
legitimate  and  meritorious  grievances  against 
physicians  have  heretofore  often  encountered 
the  greatest  difficulty  in  substantiating  their 
claims  with  expert  testimony  in  court.” 
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I read  this  to  you  to  emphasize  what  must  be 
emphasized,  particularly  before  medical  groups. 
The  purposes  of  the  plan  are  two-fold.  The  plan 
does  not  exist  to  prevent  the  filing  of  malprac- 
tice claims.  It  exists  to  prevent,  if  possible,  the 
filing  of  medically  unjustifiable  malpractice 
claims  and,  equally,  to  insure  that  if  the  claim 
is  justified  the  claimant  will  get  a “fair  shake” 
in  court  with  medical  testimony. 

Now,  does  the  plan  work?  I can’t  tell  you.  I 
can  tell  you  what  we’ve  had.  The  plan  was 
adopted  in  1957  in  February,  by  the  Pima  Coun- 
ty Bar  Association,  and  in  May  of  that  year,  by 
the  Medical  Society  there.  Since  the  panel  start- 
ed to  function  in  May  of  1957,  we  have  had  14 
claims  that  have  been  referred  to  me,  since  I 
happen  to  be  the  Bar  Association’s  chairman.  Of 
those  14  claims,  four  have  been  withdrawn  be- 
fore the  matter  even  got  before  the  panel.  And 
in  all  four  cases,  the  plaintiff’s  attorney,  once  he 
got  into  the  panel  procedures,  did  enough  check- 
ing to  find  out  that  he  didn’t  have  a case.  Of  the 
remaining  ten,  four  have  been  withdrawn  from 
the  panel’s  consideration  before  a decision  was 
actually  reached.  In  one  of  those  cases,  the 
claimant  withdrew  the  claim  because  he  recog- 
nized, after  doing  considerable  work  with  it  be- 
fore the  panel,  that  it  didn’t  have  any  medical 
or  legal  merit.  And  in  the  other  three,  all  of 
which  appeared,  interestingly  enough,  to  be  jus- 
tified claims,  the  claim  was  settled  during  the 
course  of  the  panel’s  proceedings  by  the  attor- 
neys for  the  claimant  and  the  defendant  doctor. 
No  lawsuit  was  ever  filed.  Six  claims  have  actu- 
ally gone  to  decision  before  the  panel.  Of  those 
six,  five  have  been  decided  for  the  defendant 
doctor,  one  for  the  claimant.  This  sounds  at 
first  blush  as  though  the  panel  were  heavily 
weighted  in  favor  of  the  defendant.  It  isn’t  true. 
Nationally,  the  figures  show  that  fewer  than 
one-eighth  of  all  malpractice  claims  that  are  ac- 
tually filed  in  court  actually  result  ultimately  in 
a money  recovery  for  the  plaintiff.  The  doctors 
win  more  than  seven-eighths.  Of  the  six  that  we 
have  had,  the  doctors  have  won  five. 

You  may  be  interested  to  know  that  there 
have  been  two  lawsuits  filed  since  May  of  1957 
against  doctors  for  malpractice.  One  of  those 
was  the  claim  that  the  panel  favorably  passed 
upon,  and  one  was  a claim  that  the  panel  did 
not  favorably  pass  on  but  rejected.  The  lawyer 
filed  anyway.  There  have  been  two  claims,  there- 


fore, filed  in  court  with  all  the  attendant  news- 
paper publicity  and  television  publicity  in  Tuc- 
son, where  as  we  believe  that  at  least  fourteen 
claims  would  have  been  filed  had  the  panel  not 
been  in  existence  at  all. 

You  may  interested  to  know  where  medically 
these  claims  come  from.  One  was  against  a spe- 
cialist in  eye,  ear,  nose  and  throat  work.  Three 
were  against  specialists  in  internal  medicine. 
Five  were  against  surgeons,  either  specialized  or 
general  surgeons,  and  five  were  against  general 
practitioners.  Of  the  six  that  actually  went 
through  to  a panel  decision,  three,  or  50%,  were 
against  general  practitioners. 

There  are  three  principal  sources,  in  our  ex- 
perience. (Please  recognize,  as  I’m  sure  you  do, 
that  our  experience  is  pretty  limited,  but  I think 
it’s  fair  sampling  of  the  kind  of  thing  that  will 
cause  you  trouble. ) Surgery  — either  faulty  pro- 
cedures or  faulty  techniques  — is  one  of  the  prin- 
cipal sources  of  malpractice  claims.  Desertion, 
interestingly  enough,  by  failure  to  respond  to  a 
telephone  call,  or  by  failure  to  attend  the  pa- 
tient when  you  ought  to  be  attending  to  him  is 
the  most  common  single  source  of  malpractice 
claims  in  our  experience.  We  have  had  three 
claims  arising  solely  out  of  this  desertion,  failure 
to  attend,  and  one  in  which  it  was  collaterally 
involved  to  a very  important  degree.  I think, 
however,  that  the  one  you  ought  to  be  most  con- 
cerned about  isn’t  either  of  these.  It’s  the  one 
that  is  now  causing  us  the  most  difficulty,  and 
the  one  which  I am  presuaded  is  going  to  cause 
you  in  the  medical  profession  the  greatest  diffi- 
culty in  the  years  ahead.  That  is  the  failure  to 
warn  your  patient  of  the  ppsible  consequences, 
however,  remote,  of  the  procedure  or  therapy  or 
drug  with  which  you  are  treating  him.  You  can 
reduce  this  thing  to  absurdities.  On  the  one 
hand,  the  plaintiff  says  “Well,  now,  if  I had 
known  that  a particular  operative  procedure 
might  conceivably  result  in  permanent  paralysis 
I would  never  have  consented  to  that  particular 
procedure,  however  justified  medically  in  my 
case  it  might  have  been.”  And  he’s  got  a point. 
On  the  other  hand,  the  doctor  replies,  “We  have 
to  fight  one  war  at  a time.  We  have  to  treat  the 
man’s  present  condition  with  whatever  proce- 
dures or  techniques  or  drugs  are  best  fitted  to 
the  treatment  of  that  condition.  And  if  we  have 
to  go  ahead  and  warn  every  patient  of  all  the 
remote,  highly  speculative  and  highly  contin- 


382 


Arizona  Medicine 


July,  1960 


gent  possible  consequences  of  everything  we  do, 
not  only  will  we  never  treat  a patient,  but  the 
actual  warning  may  in  more  cases  than  not  do 
more  harm  than  the  therapy  itself  would  have 
done.” 

I think  that  among  the  doctors  who  have  par- 
ticipated in  Tucson  on  the  panel  and  who  are 
closely  allied  to  this  Pima  County  Plan,  so-called, 
it  is  this  kind  of  case  that  is  causing  the  most 
loss  of  sleep.  And  it’s  a real  problem.  I don’t 
know  what  you’re  going  to  do  about  it.  I don’t 
know  that  there  is  any  answer. 

The  problem  is  with  you.  The  failure  to  warn 
has  caused  three  cases  to  be  brought  before  the 
panel  out  of  fourteen.  One  of  those  cases  is  one 
which  subsequently  went  on  to  court  and  is 
pending  in  the  Superior  Court  of  Pima  County 
now  against  the  doctor,  a drug  corporation  and 
various  assorted  paramedical  personnel.  And 
since  I’m  involved  in  it,  I can’t  comment  on  it 
except  to  tell  you  that  it  is  pending.  This,  over 
the  nation  right  now,  should  be  the  greatest  sin- 
gle cause  of  medico-legal  concern  to  the  medi- 
cal profession. 

I might  point  out  to  you  that  in  most  of  the 
claims  that  have  come  before  us,  practically 
without  exception,  the  claim  itself,  that  is,  the 
claimant’s  dissatisfaction  with  the  doctor,  has 
been  caused  directly  or  indirectly  by  some  re- 
mark made  by  either  medical  or  paramedical 
personnel.  Now,  it  figures,  gentlemen,  there  is 
probably  going  to  be  a malpractice  suit  filed, 
whatever  the  merits  of  it,  if  the  man  who  has 
just  performed  an  operation  walks  out  of  the 
operating  room  and  in  the  presence  of  the  claim- 
ant’s husband  says,  “Boy,  I sure  botched  that 
one!”  And  it  also  follows  that  there’s  going  to  be 
a claim  — against  somebody  — if  the  first  time 
you  examine  a new  patient  you  say  to  that  pa- 
tient, “My  good  God,  what  butcher  has  been 
treating  ou?”  Now,  neither  of  those  are  fictitious 
illustrations,  amazing  as  it  may  sound  to  you. 
They  have  already  occurred  within  the  very  lim- 
ited experience  of  our  panel.  You  can  trace  every 
claim,  with  few  exceptions,  to  ill-advised  re- 
marks gratuitiously  made  by  medical  and  para- 
medical personnel. 

What  can  you  do  to  avoid  a malpractice  law- 
suit? The  only  frank  answer  I can  give  you  is  — 
be  lucky.  I only  know  one  good  malpractice 
story,  and  I keep  hopefully  telling  it  in  the 
thought  that  some  of  you  may  not  have  heard 


it  from  Dr.  Chesser,  of  Tucson,  which  I think 
illustrates  this  point.  There  was  a doctor  up  in 
Burlington,  Vermont,  named  Smith,  who  had 
practiced  there  for  many  years  and  was  a pillar 
of  the  medical  community.  He  had  a patient  in 
the  advanced  stages  of  a degenerative  disease. 
The  patient  was  a hard-headed  Yankee  and  a 
realist  and  wanted  to  know  what  was  going  to 
happen  to  him.  The  doctor  told  him  that  he  was 
going  to  die,  and  very  shortly.  The  plaintiff  was 
a man  who  wanted  his  affairs  to  be  meticulously 
in  order,  and  he  said,  “All  right,  but  when?”  The 
doctor  said,  “You’re  going  to  die  in  a month.” 
So  the  New  England  farmer  went  out  and  had 
a tombstone  prepared  on  which  were  engraved 
his  name,  the  date  of  his  birth  and  the  date  of 
his  anticipated  death.  And  the  day  of  his  antici- 
pated death  came  and  went.  Because  Dr.  Smith’s 
skill  had  kept  him  alive  over  the  month,  he  sued 
Dr.  Smith  in  malpractice  for  the  value  of  the 
ruined  tombstone,  since  the  date  had  come  and 
gone,  and  the  stone  could  no  longer  be  used. 
The  case  went  to  trial  before  a jury,  and  the 
claimant  won  the  value  of  the  tombstone.  I have 
said  before  that  the  only  way  to  avoid  malprac- 
tice claims  is  to  be  lucky.  Now,  as  it  happens, 
in  that  case.  Dr.  Smith  was  a highly  intelligent 
man,  and  from  that  day  forth  in  Burlington, 
when  Dr.  Smith  said  you  were  going  to  die,  you 
died. 

I commend  it  your  attention. 

Has  the  Pima  County  Plan  worked?  I can’t 
give  you  an  answer.  We  do  think  that  in  the  two 
years  plus  that  we  have  worked  with  it,  it  hasn’t 
yet  failed.  Whether  it  will  work  over  an  extend- 
ed period  of  time,  we  frankly  don’t  know.  We 
think  it  may.  Thank  you. 

Question  from  the  floor:  I have  reference  to, 
you  mean,  that  once  the  doctor  has  accepted 
the  patient,  then  he  is  responsible  for  the  par- 
ticular telephone  call  or  that  he  is  too  busy  and 
can’t  get  there. 

Mr.  Lesher:  Yes,  sir. 

Questioner:  But,  I would  like  this  clarifica- 
tion — if  the  patient  calls  the  doctor  and  gives 
symptoms  of  the  child  — and  the  doctor  has 
never  seen  that  child  — and  refuses  to  give  any 
advice  unless  the  mother  brings  the  child  to  the 
office.  This  is  not  desertion? 

Mr.  Lesher:  I would  have  to  make  a two-step 
conclusion  there.  One,  I think  is  justified.  The 
conclusion  is  that  in  that  case  the  patient-physi- 
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cian  relationship  had  never  been  established. 
That’s  a question  of  fact  entirely.  From  the  cir- 
cumstances that  yon  gave  me,  I’d  say  probably 
there  had  never  been  this  relationship  estab- 
lished. And  I can  tell  yon  as  a matter  of  law, 
that  if  that  is  true,  if  the  relationship  of  doctor 
and  patient  has  never  been  established,  then 
yon  cannot  be  gnilty  of  malpractice  in  any  form 
toward  that  particular  patient. 

Question:  Suppose  the  doctor  had  seen  this 
child  six  months  before  so  that  the  doctor-pa- 
tient relationship  had  been  established,  and  now 
six  months  later,  the  mother  calls  and  wants  ad- 
vice over  the  phone  — for  a eondition  which 
had  nothing  to  do  with  the  condition  for  which 
the  doetor  saw  the  child  patient  six  months  be- 
fore. And  the  doctor  says,  'T’m  sorry,  but  I can’t 
advise  you  over  the  phone.  Unless  you  bring  the 
child  in,  I will  not  give  you  any  advice.”  Then 
the  mother  does  not  bring  the  child  in  ...  . Can 
you  answer  that? 

Mr.  Lesher:  I can  tell  you  that  the  exact  fact 
situation,  except  that  the  patient  was  not  a child 
(it  was  a mature  man  with  a heart  condition) 
has  come  before  the  panel.  The  difficulty  with 
things  like  this  is  that  they  are  questions  of  fact, 
and  you  have  a tendency  to  get  conflicting  ver- 
sions of  the  evidenee.  And,  one  thing  that  this 
panel  can’t  do  is  sit  as  a jury.  If  this  panel  starts 
sitting  as  a jury,  you’re  dead,  gentlemen,  be- 
cause no  plaintiff’s  lawyer  in  his  right  mind  is 
going  to  submit  his  medico-legal  case  to  a jury 
eomposed  wholly  of  physicians.  It  sits,  more  or 
less,  . . . and  I don’t  know  how  familiar  this 
language  will  be  to  you  ...  it  sits  in  a position 
analagous  to  that  of  a trial  judge  ruling  on  a 
motion  for  a directed  verdict.  Now,  that’s  the 
best  I can  do  for  you.  In  your  particular  case, 
the  chances  are  that  there  was  no  physician-pa- 
tient relationship  established.  But  more  impor- 
tantly, in  that  situation,  even  had  there  been  a 
physician-patient  relationship,  it  doesn’t  neces- 
sarily follow  that  the  refusal  to  treat  over  the 
telephone  is  malpractice.  As  a matter  of  fact,  it 
may  be  malpractice  to  treat  over  the  telephone. 
That  is  the  opinion  of  many,  I think  of  most 
medical  men  that  I know,  and  I’ve  heard  on  the 


subject.  Even  when  you  establish  the  relation- 
ship — if  you  give  me  as  a matter  of  fact  that 
the  person  who  calls  is  the  doctor’s  patient  — 
you  still  have  this  question:  Is  it  malpractiee  to 
do  what  the  doctor  did?  Is  it  a deviation  from 
the  accepted  standard  of  care  in  the  commun- 
ity? Now,  generally,  from  what  you  tell  me,  I 
would  say  you  were  probably  going  to  get  the 
answer  from  your  doctors  that  that  is  not  a devi- 
ation from  the  standard.  Yon  don’t  have  a mal- 
practice case  just  because  you  have  the  relation- 
ship existing.  There  must  also  be,  in  addition, 
the  crucial  fact  that  the  doctor  has  done  some- 
thing he  should  not  have  done,  or  he  has  omitted 
to  do  something  that  he  should  have  done,  and 
what  he  should  or  should  not  have  done  de- 
pends on  the  standard  of  medical  practice  in  his 
own  community. 

Question:  In  the  work  that  you  have  done  so 
far,  have  yon  run  into  the  problem  of  very  eom- 
plete  hospital  records  being  used  against  the 
doctor  himself? 

Mr.  Lesher:  Yes,  sir. 

Questioner:  I ask  you  this  because  very  com- 
plete hospital  records  sometimes  ehange  for  a 
man  testifying  against  himself  when  he  writes 
that  record  and  isn’t  it  a known  fact  if  you  avoid 
writing  anything  down  on  a record  as  the  hospi- 
tal requires  you  to  do  that  you  might  actually 
save  yourself  a lawsuit  on  oeeasion? 

Mr.  Lesher:  I ean  conceive  of  circumstances 
in  which  that  is  true,  sir,  but  I will  tell  you  this. 
Our  experience  has  been  that  the  greatest  safe- 
guard to  the  careful  and  conscientious  doctor  is 
the  maintenance  of  complete  and  adequate  rec- 
ords. Now  I would  say  to  you  “If  you  are  a bad 
doctor,  for  heaven’s  sake,  don’t  keep  records!” 
On  the  other  hand,  if  you  have  done  your  job 
medically,  and  the  plaintiff’s  case  against  you  is 
hearsay,  as  it  usually  is,  or  misinformation,  as  it 
very  often  is,  then  the  maintenance  of  complete 
records,  not  only  in  the  hospital  but  in  your  of- 
fice, is  the  greatest  safeguard  you  can  have.  Our 
panel  has  thrown  out  more  cases  against  doctors 
simply  because  the  doctors’  records  indicated 
specifically  and  clearly  that  there  wasn’t  any 
claim,  than  for  any  other  reason. 


The  total  investment  in  property  and  endowment  of  America’s  schools, 
churches,  hospitals,  and  other  gift  supported  institutions  now  totals  $48  billion 
according  to  The  American  Association  of  Fund-Raising  Counsel,  Inc. 
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W 

*•  HEN  MacCarty,  in  the  1920’s,  was  busy 
studying  the  cytology  of  malignant  cells,  and 
Broders  was  searching  for  examples  of  what  he 
was  later  to  call  “in  situ  carcinoma,”  pathologists 
were  not  ready  for  the  concept  that  cancer 
without  roots”  was  an  entity.  It  remained  for 
Papanicolaou,  in  the  early  1940’s,  to  prove  that 
carcinoma  cells  which  had  been  shed  or  exfolia- 
ted from  malignant  neoplasms  growing  on  a free 
surface  could  be  identified  as  such  by  a study 
of  smears  made  from  the  zone  of  involvement. 
Most  important  was  his  demonstration  that  ma- 
terial shed  from  in  situ  tumors  was  fully  as  di- 
agnostic as  that  obtained  from  the  surfaces  of 
advanced  lesions. 

This  was  a new  method  that  could  be  used  for 
the  detection  of  early  malignant  lesions,  and  a 
stampede  for  the  discovery  of  such  tumors  en- 
sued. Every  conceivable  bodily  orifice  was 
swabbed,  scraped,  washed,  siphoned,  aspirated, 
brushed  or  massaged  for  its  maximal  yield  of 
exfoliated  cells,  some  of  which  might  be  malig- 
nant. Studies  were  conducted  in  which  the  ef- 
ficacy of  smears  was  compared  with  that  of  bi- 
opsy. The  problems  of  “false  positive”  and  “false 
negative”  smears  were  much  discussed.  Theo- 
retic and  actual  relationships  between  in  situ 
and  clinical  carcinomas  were  explored  statisti- 
cally and  otherwise.  Terms  like  “pro  cancer” 
were  born  in  an  attempt  to  explain  the  occur- 
rence of  “suspicious”  smears  of  dubious  cellular 
parentage.  A sifting  of  much  literary  chaff  from 
this  exploratory  period  reveals,  among  other 
grains  of  truth,  the  fact  that  cervical  carcinomas 

"Read  at  the  meeting  of  the  Arizona  Division  of  the  American 
Cancer  Society,  Phoenix,  Arizona,  January  14  to  16  I960 
fThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a part  of  the 
Graduate  School  of  the  University  of  Minnesota. 


can  be  detected  through  a study  of  smears,  and 
that  such  studies  give  almost  100  per  cent  posi- 
tive results  during  the  in  situ  stages  of  such 
lesions. 

THE  IN  SITU  CONCEPT 
The  poor  results  attending  attempts  to  cure 
malignant  tumors  of  the  cervix  are  known  to  all. 
The  outlook  is  such  that  perhaps  one  woman  in 
five  who  is  suffering  from  this  dread  disease  has 
a life  expectancy  of  10  years.  In  this  country 
alone,  some  18,000  women,  many  of  them  young, 
die  annually  from  its  effects.  Yet  many  investi- 
gators are  convinced  that  each  overt  carcinoma 
of  the  cervix  is  preceded  by  an  in  situ  stage  last- 
ing from  5 to  20  years.  An  imposing  number  of 
these  lesions  have  been  followed  by  design  or 
by  accident  from  the  in  situ  stages  into  the  in- 
vasive and  fatal  forms;  in  situ  and  invasive  cer- 
vical carcinomas  have  been  observed  side  by 
side;  patients  whose  in  situ  cervival  carcinomas 
have  been  treated  by  minor  operations,  such  as 
cauterization  or  conization,  have  invasive  carci- 
noma so  rarely  in  later  years  that  the  existence 
of  a sequential  relationship  appears  inescapable. 
For  doubting  Thomases,  the  fact  remains  that  5 
per  cent  of  the  invisible  cervical  cancers  discov- 
ered by  the  use  of  smears  prove  to  be  dangerous 
infiltrating  growths  when  subjected  to  complete 
e.xamination  at  the  time  of  hysterectomy. 

SMEAR  VERSUS  BIOPSY 
I believe  that  there  is  no  comparison  between 
the  efficacy  of  smears  and  that  of  routine  biopsy 
methods  in  discovering  early  carcinoma  of  the 
cervix.  From  1932  to  1946  at  the  Mayo  Clinic, 
where  the  entity  of  in  situ  carcinoma  was  named 


Vol  17,  No.  7 


Arizona  Medicine 


385 


and  described  and  where  we  were  perhaps  per- 
forming unnecessary  biopsies  in  the  search  for 
such  lesions,  my  colleagues  and  I found  32  cases. 
During  the  year  1959  alone,  using  smears  in  a 
screening  procedure  on  the  same  cross  section 
of  clinic  patients,  we  uncovered  no  less  than  160 
cases.  Currently,  six  of  every  1000  normal-ap- 
pearing cervices  prove  to  be  cancerous  when  ex- 
amined cytologically. 

The  detection  of  these  early  lesions,  which 
are  eminently  curable  by  more  or  less  conserva- 
tive surgical  procedures,  is  no  longer  an  expen- 
sive program  capable  of  being  undertaken  only 
in  large  and  well-equipped  medical  clinics.  Ev- 
ery doctor’s  office  can,  and  should  be,  a cancer- 
detection  center  in  which  the  making  of  cervical 
smears  is  an  integral  part  of  all  routine  pelvic 
examinations.  It  is  a test  concerning  which  bet- 
ter-informed patients  are  well  aware.  To  deny 
it  to  them,  and  possibly  to  others  as  well,  is  per- 
haps to  neglect  an  extremely  useful  laboratory 
examination  for  malignant  tumors. 

The  comments  thus  far  have  been  confined  to 
carcinoma  of  the  uterine  cervix.  What  about  the 
detection  of  malignant  tumors  of  the  endometri- 
um or  even  the  vulva  by  cytologic  study  of 
smears?  It  is  my  opinion  that,  in  attacking  the 
problem  of  carcinoma  of  the  cervix  in  the  man- 
ner to  be  described,  one  is  achieving  the  great- 
est possible  yield  of  positive  results,  considering 
the  time  and  effort  required  to  maintain  a large 
screening  program.  Carcinomas  of  the  uterine 
fundus  are  rarely  asymptomatic;  they  occur  in 
older  women,  and  their  routine  detection  by 
curettage  leads  to  a satisfactory  rate  of  cure, 
since  the  lesions  usually  are  well  differentiated 
and  slowly  growing.  The  early  discovery  of  ma- 
lignant tumors  of  the  vulva,  vagina,  fallopian 
tubes  and  ovaries  likewise  does  not  depend  on 
a study  of  smears. 

TECHNIC  OF  MAKING  SMEARS 

A satisfactory  and  efficient  method  of  making 
smears  directly  from  the  cervix  rather  than  from 
the  vaginal  pool  is  as  follows.  The  instructions 
to  the  patient  are  simple.  She  should  be  directed 
not  to  take  a douche  during  the  24-hour  period 
before  the  smears  are  made.  Any  procedure  that 
washes  away  desquamated  cells  is  bound  to  in- 
crease, however  slightly,  the  likelihood  that 
these  cells  will  not  find  their  way  to  the  smeared 
slide. 

The  following  directions  should  be  carefully 


observed  by  the  clinician: 

1.  Do  not  use  lubricant  on  the  speculum,  since 
the  presence  of  extraneous  material  on  the 
smeared  slide  makes  examination  of  the  latter 
impossible.  The  speculum  may  be  warmed  and 
moistened  with  tap  water. 

2.  Gently  wipe  excessive  secretions  from  the 
external  cervical  os  with  a cotton  applicator. 

3.  Using  firm  pressure,  rotate  the  special 
wooden  spatula  around  the  external  os,  being 
certain  to  obtain  scrapings  from  the  squamoco- 
lumnar  junction. 

4.  Smear  the  scrapings  quickly  and  evenly  on 
a glass  slide  and,  without  a second’s  delay,  im- 
merse the  slide  in  a jar  of  fixative  (95  per  cent 
alcohol  or  an  ether-alcohol  mixture).  Under  no 
circumstances  permit  the  secretions  to  dry  on 
the  slide  prior  to  fixation. 

5.  Label  the  slide  and  container  accurately.  If 
the  slide  is  to  be  mailed  out  of  town,  allow  15  to 
20  minutes  for  fixation.  If  it  is  to  be  examined 
locally,  transport  it  immersed  in  the  fixative  un- 
til it  is  ready  for  staining. 

6.  For  maximal  yield,  make  smears  on  all  wom- 
en more  than  25  years  of  age  and  from  those 
younger  women  who  have  abnormal-appearing 
cervices.  Avoid  taking  smears  while  the  patient 
is  actively  menstruating. 

7.  Do  not  biopsy  the  cervix  at  this  time.  Above 
all,  carefully  unplug  the  office  cautery. 

The  materials  needed  for  making  cervical 
smears  are  indicated  in  the  accompanying  figure. 


Equipment  needed  for  making  cervical  smears  for  cytologic  study. 


ROLE  OF  THE  PATHOLOGIST 
The  further  processing  and  the  interpretation 
of  the  smears  belong  in  the  province  of  the  path- 
ologist, whose  role  in  the  detection  program  is 
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predicated  on  three  assumptions,  namely  that  he 

(1)  believes  in  the  entity  of  in  situ  carcinoma, 

(2)  is  familiar  with  the  interpretation  of  smears 
and  (3)  has  help.  Each  of  these  items  requires 
clarification. 

It  is  utterly  useless  and  twice  as  confusing  to 
embark  on  a screening  program  using  smears  to 
detect  early  carcinoma  of  the  cervi.x  if  tissue 
taken  at  biopsy  from  patients  with  positive  re- 
sults of  cytologic  study  of  smears  is  diagnosed 
routinely  as  showing  chronic  cervicitis,  dys- 
plasia, metaplasia  or  basal  cell  hyperactivity.  In 
situ  carcinomas,  uncovered  by  the  smear  tech- 
nic, should  comprise  95  per  cent  of  the  total.  It 
is  thus  well  to  be  sure  of  the  man  behind  the 
microscope. 

Difficulties  concerning  pathologists  who  may 
be  unfamiliar  with  interpretation  of  smears  are 
being  overcome  by  the  American  Board  of  Path- 
ology, whose  requirements  are  such  that  its  dip- 
lomates  must  be  familiar  with  cytologic  meth- 
ods. Many  of  the  older  pathologists,  through 
self-teaching,  careful  study  of  the  voluminous 
literature  and  attendance  at  courses  on  exfolia- 
tive cytology,  have  learned  how  to  become  key 
members  of  the  screening  team. 

The  problem  of  help  for  a busy  pathologist 
continues  as  the  biggest  stumbling  block  in  in- 
stituting these  valuable  screening  programs. 
Each  cell  in  every  slide  must  be  individually 
viewed  and  appraised,  and  a minimum  of  15 
minutes  is  required  to  screen  a single  slide.  Mak- 
ing two  slides  on  each  patient  merely  doubles 
the  magnitude  of  the  task  without  adding  sig- 
nificantly to  the  positivity  of  the  end  results. 
Cytologic  examination  of  25  to  30  slides  by  one 
person  each  day  approaches  the  maximum  of 
visual  endurance. 

The  use  of  trained  technicians  as  cytologic 
scanners  provides  the  most  logical  solution  to 
this  bottleneck.  After  three  months  of  special 
training,  such  technicians  are  capable  of  stain- 
ing and  scanning  smears  at  the  rate  of  5000  per 
year.  About  4800  of  these  routine  smears  will  be 
unequivocally  normal.  An  additional  100  will 
contain  cells  that  the  technician  has  marked  and 
that  will  cost  the  pathologist  many  hours  of  toil 
and  sweat  before  he  gingerly  consigns  them  to 
the  negative  category.  There  let  them  rest  while 
the  remaining  100  smears  are  considered. 

It  is  well  to  re-emphasize  at  this  point  that 
all  these  smears  are  being  taken  from  cervices 
that  are  for  the  most  part  grossly  normal.  Phy- 


sicians should  not  waste  time  and  effort  by  tak- 
ing smears  from  lesions  that  appear  to  be  neo- 
plastic and  for  the  diagnosis  of  which  routine 
biopsy  methods  alone  are  indicated.  Only  at  the 
initiation  of  the  program  does  one  need  to  ac- 
cumulate data  from  smears  on  known  clinically 
malignant  lesions.  Interestingly  enough,  smears 
made  from  such  tumors,  which  are  frequently 
infected  and  necrotic,  are  often  less  clearly  posi- 
tive for  malignant  cells  than  are  preparations 
made  from  the  in  situ  precursors. 

EURTHER  STUDIES 

Let  us  return  to  the  worrisome  residue  of  100 
smears.  These  will  be  reported  variously  as  be- 
ing “positive”  or  “suspicious”  for  malignant  cells. 
The  follow-up  task  of  uncovering  the  tissue 
source  of  these  cells  goes  back  to  the  physician 
and  his  examining  table.  Using  Lugol’s  solution 
as  an  aid  in  delineating  the  squamocolumnar 
junctional  zone,  the  area  in  which  most  cervical 
carcinomas  have  their  beginnings,  he  removes 
from  this  zone  two  to  four  pieces  of  tissue  cut 
deeply  enough  to  ensure  proper  orientation 
when  they  are  embedded  in  paraffin.  These 
pieces  of  tissue  are  placed  in  a small  bottle  con- 
taining a 10  per  cent  solution  of  formaldehyde 
and  are  sent  to  the  laboratory.  The  taking  of 
tangential  “shavings”  in  lieu  of  such  visible 
wedges  is  to  be  condemned.  Minor  bleeding  may 
occur  at  this  point,  but  anyone  e.xperienced 
enough  to  perform  cervical  biopsy  knows  how  to 
bring  about  its  arrest  without  committing  the 
unpardonable  sin  of  using  the  office  cautery  at 
this  juncture.  If  study  of  the  smear  gives  posi- 
tive results,  carcinoma  of  the  cervix  is  almost 
certainly  present.  However,  the  clinician  may 
have  missed  it  in  the  biopsy  samples.  To  cauter- 
ize the  cervix  at  this  point  is,  in  many  instances, 
to  destroy  the  very  evidence  that  one  is  attempt- 
ing so  carefully  to  assemble. 

In  perhaps  50  of  these  100  worrisome  cases, 
the  pathologist  within  24  hours  reports  the  dis- 
covery of  carcinoma,  apparently  in  situ,  in  the 
material  obtained  at  biopsy  in  the  physician’s 
office.  In  25  additional  cases,  he  may  be  satis- 
fied that  the  presence  of  basal  cell  hyperactivity 
accounts  adequately  for  what  he  has  reported 
previously  on  the  smear  as  suspicious  cells. 
While  happy  in  these  instances  that  office  biopsy 
was  performed  and  the  expense  of  hospitaliza- 
tion for  conization  avoided,  he  probably  will 
recommend  that  these  25  patients  be  followed 
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with  yearly  examinations  of  smears.  Perhaps  in 
one  or  two  patients  he  may  find  that  the  in- 
visible carcinoma  was  in  fact  an  infiltrating 
lesion;  again,  these  patients  have  been  saved  the 
expense  of  a surgical  operation,  for  irradiation 
may  be  the  treatment  of  choice  for  such  early  but 
infiltrating  cancers.  In  the  remaining  group  of 
about  25  patients,  he  finds  nothing  at  this  stage 
to  explain  the  positive  smears. 

Conization  Biopsy  and  Further  Treatment.  — 
The  75  to  77  patients  whose  cervices  require 
further  and  immediate  investigation  are  hos- 
pitalized for  conization  biopsy.  This  includes 
the  50  to  52  patients  whose  specimens  disclosed 
carcinoma  and  the  25  in  whom  biopsy  failed  to 
reveal  the  source  of  the  “positive”  smears.  Here, 
a word  of  caution  must  be  addressed  to  the 
surgeon.  Some  of  the  carcinomas  in  this  latter 
group  of  patients  are  so  small  that  they  have 
been  missed  during  office  biopsy.  Too  vigorous 
scrubbing  of  the  cervix  during  the  course  of 
preoperative  preparation  of  the  vagina  may 
cause  the  pinhead  malignant  focus  to  find  a 
resting  place  in  the  hamper  of  soiled  linen 
rather  than  under  the  objective  of  the  micro- 
scope. Similarly,  the  preliminary  performance  of 
an  utterly  useless  and  uninformative  dilation 
and  curettage  at  this  juncture  definitely  is  con- 
traindicated. What  the  pathologist  is  seeking 
in  these  cases,  sometimes  prayerfully,  is  a gen- 
erous cone  of  cervical  tissue  undisturbed  by  any 
preliminary  manipulations.  This  cone  should 
extend  from  a base  at  least  1 cm.  beyond  the 
squamocolumnar  junctional  zone  to  an  apex  at 
the  endometrial  cavity.  It  should  be  removed 
in  one  piece  with  a sharp  scalpel.  Under  no 
circumstances  should  the  cone  be  procured  by 
a curet  or  other  instrument  designed  to  “piece- 
meal” the  tissue. 

In  our  laboratory,  because  of  the  routine  use 
of  fresh  frozen  sections,  we  can  cut,  stain,  mount 
and  examine  material  from  12  sections  of  these 
cones  in  as  many  minutes  and  report  the  findings 
to  the  surgeon.  If  the  frozen-section  technic  is 
not  available,  it  may  be  necessary  to  defer  diag- 
nosis for  24  hours  or  more  until  the  material 
has  been  prepared  by  the  paraffin  method.  In 
either  instance,  the  pathologist  may  be  expected 
to  discover  one  or  more  foci  of  cervical  car- 
cinoma in  the  vast  majority  of  cases.  More  than 
90  per  cent  of  the  lesions  will  be  in  situ;  thus, 
if  conization  of  the  cervix  happens  to  be  the 


surgeon’s  favored  treatment,  the  patient  will 
not  need  another  operation.  Some  surgeons  have 
had  the  experience  of  encountering  recurrent 
carcinoma  in  situ  after  such  minor  sacrifice  of 
tissue  and,  therefore,  may  elect  to  perform 
vaginal  hysterectomy.  About  5 per  cent  of  the 
conized  lesions  will,  surprisingly  enough,  reveal 
early  carcinomatous  infiltration,  and  the  prob- 
lem of  radiation  therapy  versus  radical  hysterec- 
tomy will  present  itself.  Residual  neoplasm  will 
not  be  detected  in  the  surgically  removed  cone 
in  perhaps  25  per  cent  of  the  cases  in  which 
biopsy  done  in  the  office  revealed  carcinoma 
in  situ.  There  are  various  reasons  for  this;  the 
tissue  taken  for  biopsy  included  all  of  the  tumor, 
the  cervix  perhaps  was  touched  with  the  cautery 
to  control  bleeding,  the  uterus  was  curetted  prior 
to  conization,  or  the  pathologist  perhaps  did  not 
examine  the  cone  thoroughly  enough. 

Curettage.  — Finally,  subsequent  curettage  is 
necessary  for  those  patients  in  whom  negative 
results  are  obtained  on  both  biopsy  and  examina- 
tion of  the  excised  cone.  This  must  be  done  in 
order  to  rule  out  the  possibility  of  endometrial 
carcinoma  before  the  smear  is  finally  and  sor- 
rowfully classified  in  the  categories  of  “false 
positive”  or  “false  suspicious.”  It  is  a rare  path- 
ologist who  does  not  harbor  both  these  skeletons 
in  his  closet. 

SUMMARY  AND  CONCLUSIONS 

Routine  study  of  cervical  smears  enables  path- 
ologists to  detect  an  extremely  high  proportion 
of  cervical  carcinomas  when  they  are  in  an 
asymptomatic,  early  and  eminently  curable 
stage. 

Incipient  malignant  tumors  of  the  uterine 
fundus,  by  contrast,  give  warning  symptoms. 
Study  of  smears  from  the  vaginal  pool  for  the 
detection  of  early  fundal  carcinoma  is  some- 
what superfluous,  and  the  method  misses  as 
many  as  20  per  cent  of  the  more  dangerous 
cervical  lesions. 

The  pathologist  who  reports  results  of  study 
of  all  cervical  smears  as  either  positive  or  nega- 
tive is  missing  as  many  as  20  per  cent  of  early 
lesions,  which  should  have  been  discovered  after 
they  had  been  placed  in  a category  labeled 
“suspicious  cells  present.” 

These  early  unsuspected  lesions  are  extremely 
diminutive,  and  the  hunt  for  them  must  be  con- 
ducted as  a cooperative  venture,  with  observance 
of  seemingly  unimportant  details. 
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Cerebral  Cysticercosis  * 

Dr.  Guillermo  Hernandez  Hernandez 


NEUROLOGICAL  ASPECTS 

C EREBRAl^  cysticercosis,  a disease  found  only 
in  man  and  not  easily  identifiable  clinically, 
reaches,  in  certain  classes  in  Mexico,  a rather 
constant  frequency  thus  creating  a considerable 
number  of  patients.  This  disease  predominates 
among  the  rural  and  lower  middle  classes  be- 
cause of  the  prevailing  poor  hygiene.  The  ma- 
jority of  the  patients  reported  here  were  seen 
in  the  Neurological  Service  of  the  Civil  Hospital 
in  Guadalajara. 

To  briefly  review  the  method  of  contamination 
and  the  life  cycle  of  this  parasite  we  must  re- 
member that  it  is  taken  into  the  body  by  the 
ingestion  of  water,  other  liquids,  or  solids  which 
are  contaminated  with  the  embryos  of  the  taenia 
solium  which  have  been  excreted  by  individuals 
who  are  actually  infected.  After  being  ingested 
and  subsequent  to  their  absorption  from  the 
gastrointestinal  tract,  these  embryos,  or  ova, 
undergo  their  transformation  into  a cystic  larval 
stage  in  whichever  organ  they  lodge,  particularly 
in  the  muscles  and  nervous  system.  The  reason 
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for  this  predilection  is  not  understood.  Once 
established  in  the  nervous  system  they  are  desig- 
nated as  Cysticercosis  Cellulosae,  to  whom  man 
plays  the  role  of  definitive  host.  Autoinfestation 
is  also  possible  when  an  individual  swallows  his 
own  infested  excretion  because  of  poor  hygiene 
habits.  The  Cysticercosis  Cellulosae  varies  in  size 
from  2 to  30  mms.,  with  a very  thin,  translucent 
membrane  which  allows  visualization  of  the 
colorless  fluid  within  the  cyst.  In  the  interior 
of  the  latter  it  is  possible  to  see  the  scolex  with 
its  crown  of  hooks  in  an  invaginated  position. 
The  Cysticercosis  may  present  itself  in  any  of 
the  following  forms:  Cystic,  Racemos  or  Calci- 
fied. 

Cerebral  cysticereosis  is  more  common  in  the 
male  sex  in  a ratio  of  1.3  to  1.  It  is  most  fre- 
quent between  the  second  and  fourth  decades; 
however,  it  oceasionally  is  seen  in  infancy. 
Several  statistical  studies  have  been  condueted 
in  various  parts  of  Mexico,  and  their  conclusions, 
with  slight  differences,  coincide. 

Recently  the  Department  of  Pathology  of  the 
General  Hospital  in  Mexico  City  made  a survey 
of  1770  routine  autopsies  in  which  the  following 
incidence  of  intracranial  space-occupying  lesion 
was  reported: 
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Table  1 


Series  of  1770  autopsies  (Dr.  R.  Perez  Tamayo) 


Total  No.  of 

% of  total 

% of  space- 

% of  pseudo 

Type  of  Lesion 

Unclassified  space 

Cases 

series 

occupying  lesion 

tumors 

occupying  lesion  .... 

. . 147 

8.3% 

100% 

— 

True  neoplasms  . . 

. . 63 

3.5% 

42.8% 

— 

Pseudo  tumors  .... 

. . 84 

4.7% 

57.1% 

— 

Cerebral  Cysticercosis 

. . 44 

2.4% 

29.9% 

53.3% 

We  can  conclude  from  this  study  that  nearly  one-half  of  the  space  occupying  lesions  of  the 
central  nervous  system  were  of  a pseudo-tumoral  nature  and  of  these  approximately  one-half 
showed  signs  of  cysticercosis.  The  rest  of  the  pseudo-tumoral  lesions  were  made  up  of  tuber- 
culomas, abscesses,  vascular  lesions,  and  one  case  of  cerebral  hemorrhage. 

In  the  study  of  44  cases  of  cerebral  cysticercosis  the  following  localizations  arc  reported. 


Table  2 


Localization  No.  of  cases 

Cerebral  hemisphere 28 

Cerebellum 5 

Fourth  ventricle 5 

Aqueduct  of  Sylvius  and 

fourth  ventricle  1 

Meninges 1 

Elsewhere  in  central  nervous  system  4 


% of  toted  cases  of 
Cerebral  cysticercosis 

63.6% 

11.3% 

11.3% 

2.3% 

2.3% 

9.1% 


In  our  own  series  consisting  of  15  cases  treated  surgically  and  verified  by  pathological  studies 
we  classified  the  following  localizations  and  types. 


Localization 

Table  3 
Racemose 

Cystic 

Calcified 

Total 

Hemisphere  

0 

2 

3 

5 

Fourth  ventricle  

0 

3 

0 

3 

Fourth  ventricle  aqueduct  . . . . 

4 

2 

0 

6 

Cerebellum 

0 

1 

0 

1 

Grand  total 

15 

The  clinical  manifestations  may  be  purely  neurological,  exclusively  psychiatric,  or  more  fre- 
quently a combination  of  both  types.  In  this  discussion  we  will  discuss  the  neurological  mani- 
festations only. 

The  symptomatology  ordinarily  is  in  relation  to  the  localization,  the  form  in  which  it  presents 
itself  and  the  number  of  parasitic  elements.  It  would  be  convenient  therefore  to  make  an  anatom- 
ical-elinical  classification  which  will  help  us  to  interpret  the  signs  and  symptoms  of  the  disease. 
We  believe  that  the  classification  which  we  have  followed  in  relation  to  the  localization  of  the 
parasite  is  very  useful  and  practical. 


Table  4 


.\nalomical-Clinical  Classificaiion 
Cerebral  cysticercosis 
(Dr.  R.  del  Cuteo) 

Cerebral  parenchymatous  cysticercosis 

Ventricular-subarachnoid  cerebral  cysticercosis  


T I Nodular 

■Localized 

Dessiminated 


This  classification  establishes  two  fundamental  forms;  the  cerebral  parenchymatous  cysticercosis 
and  the  ventricular-subarachnoid  cerebral  cysticercosis.  Although  we  may  find  variations  in  each 
of  these  groups,  there  is  a certain  constancy  in  their  clinical  pictures  which  helps  to  distinguish 
one  from  the  other. 
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In  the  cerebral  parenchymatous  form  the 
parasites  reach  the  cerebral  substance  through 
the  cerebral  arteries  and  acting  as  foreign  bodies 
they  produce  an  inflammatory  reaction  in  the 
surrounding  tissues.  As  their  localization  usually 
is  in  the  cortex  of  the  cerebral  hemisphere  one 
of  the  first  manifestations  of  their  presence  is  a 
focal  epilepsy.  Cerebral  parenchymatous  cysti- 
cercosis  may  manifest  itself  in  two  ways,  the 
localized  cerebral  parenchymatous  form  in  which 
the  invasion  is  made  by  a small  number  of 
parasites,  and  the  disseminated  parenchymatous 
form  which  is  most  frequent  in  children  and  in 
which  the  parasites  are  discovered  by  simple 
x-ray  studies  of  the  cranium  which  shows  them 
up  as  multiple  nodular  ealcifications,  which  may 
be  cortical  or  subcortical,  in  both  cerebral  hemis- 
pheres. In  these  cases  we  note  a predominance 
of  manifestations  of  intracranial  hypertension 
with  intermittent  headaches,  visual  impairment 
together  with  incipient  stages  of  papilledema, 
vomiting,  ete.  At  the  same  time  we  may  have 
mental  derangement,  visual  and  auditory  hal- 
lucinations and  in  the  later  stages  of  the  disease, 
stupor  and  delirium. 

The  localized  parenchymatous  cysticercosis 
may  exhibit  two  forms:  Nodular  and  cystic.  The 
nodular  form  presents  palpable  or  visible  para- 
sitie  nodules  situated  on  the  cerebral  cortex.  Its 
usual  clinical  manifestation  is  in  the  form  of 
focal  convulsive  attacks  which  are  persistent  and 
very  resistant  to  treatment.  In  many  cases  we 
can  confirm  the  existence  of  a cortical  epileptic 
focus. 

In  the  cystic  form  the  parasites  are  in  a large 
subcortical  vesticle,  having  its  own  membrane, 
which  is  thin  and  easily  separated  from  the 
cerebral  tissue  in  which  it  lies.  The  vesicle 
contains  liquid  and  is  full  of  cysticercus  cysts 
and  concretions  of  calcified  material.  As  the 
vesicle  increases  in  size  it  may  cause  manifesta- 
tions similar  to  a cerebral  tumor  with  radio- 
logical and  clinical  signs  which  lead  us  to  be- 
lieve in  the  existence  of  such  a tumor.  The 
clinical  picture  may  be  one  of  cranial  hyper- 
tension or  one  of  localization,  these  cases  being 
more  likely  to  exhibit  mental  disturbances. 

Finally,  we  have  the  ventricular-subarachnoid 
cerebral  cystieercosis  in  which  the  embryos  of 
the  parasite  probably  reach  the  brain  through 
the  intraventricular  choroid  plexus  arteries.  They 


float  into  the  ventricular  cavity  and  later  from 
the  ventricular  system  they  migrate  to  the  sub- 
arachnoid spaces  at  the  base  of  the  brain,  thus 
blocking  the  ventricular  system  at  the  level  of 
its  natural  narrow  channels  (foramen  of  Monro, 
aqueduct  of  Sylvius,  etc.).  At  the  same  time 
their  presenee  in  the  basal  cysterns  produces  an 
inflammatory  reaction  with  an  arachnoiditis  and 
an  impairment  of  the  absorption  of  the  spinal 
fluid,  thus  favoring  the  persistence  of  the  block 
and  an  increase  in  hydrocephalus.  With  these 
alterations  in  the  spinal  fluid  circulation  it  is 
easy  to  see  that  the  symptomatology  is  that  of 
increased  intraeranial  pressure  with  progressive 
internal  hydrocephalus  which  may  become  in- 
termittently acute.  Under  these  conditions  there 
may  exist  also  cerebellar  symptoms  and  paresis 
of  various  cranial  nerves  due  to  the  basal  arach- 
noiditis. This  type  of  lesion,  in  our  experience, 
and  in  the  experience  of  other  authors,  is  the 
most  frequent  and  its  evolution  tends  to  be 
more  rapid  than  in  the  other  varieties.  The  pre- 
dominant clinical  manifestations  consist  of 
visual  changes,  severe  headaches  which  may  be 
intermittent  at  first  and  later  become  continuous, 
vomiting  and  eventually  mental  changes  such 
as  amnesia,  disorientation,  psychomotor  retarda- 
tion and  depressive  pictures  which  are  almost 
dementias.  The  cerebellar  disturbances  are  main- 
ly in  equilibrium  and  gait.  Tremors  are  frequent 
as  are  the  lesions  of  some  of  the  cranial  nerves. 

From  what  has  just  been  said  we  can  see  that 
there  is  no  one  easily  identifiable  clinical  picture 
and  that  the  different  forms  we  have  described 
may  exist  simultaneously  in  the  same  patient. 

However,  in  the  last  variety  described,  the 
symptomatology  is  more  or  less  constant  and  we 
can  suspect  its  presence  when  we  realize  that 
the  intracranial  pressure  and  posterior  fossa 
changes  are  usually  seen  in  the  adult  patient. 
In  the  other  form,  the  parenchymatous,  we  have 
arrived  at  the  conclusion  that  every  adolescent 
patient  arriving  to  adulthood  with  delayed  ap- 
pearance of  convulsive  crises  and  who  at  the 
same  time  comes  from  an  environment  hygien- 
ically  deficient  most  certainly  is  a victim  of  this 
serious  parasitosis. 

The  paraclinical  diagnostic  aids  used  in  this 
disease  are  a great  help  and  do  not  differ  much 
from  the  methods  used  in  other  diseases  of  the 
central  nervous  system.  First  of  all  we  have 
the  dynamic  and  chemical  study  of  the  spinal 
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fluid  which  includes  the  complement  fixation 
reaction  of  Dr.  Nieto,  a laboratory  test  very  spe- 
cific for  this  disease  and  which  gives  us  a low 
percentage  of  false  positives.  Modifications  in 
the  spinal  fluid  such  as  an  increase  in  proteins, 
diminished  glucose,  pleocytosis,  (principally 
lymphocytic),  and  in  many  cases  a notable  pres- 
ence of  eosinophiles,  may,  in  the  presence  of  the 
before-mentioned  symptomatology,  make  us 
think  of  a cysticercosis.  Also,  among  the  routine 
examinations  we  do  on  these  patients  is  the 
simple  x-ray  study  of  the  cranium  which  may 
illustrate  the  presence  of  calcified  lesions,  single 
or  multiple,  on  the  cerebral  cortex  or  in  the 
cerebral  parenchyma,  or  radio-opaque  images 
whieh  resemble  tumors. 

A negative  electroencephalographic  examina- 
tion in  a patient  who  has  localized  convulsive 
manifestations  in  our  medium  makes  us  think 
that  the  parasite  is  present.  Sometimes,  but  not 
frequently,  there  may  be  cortical  dysrhythmic 
alterations. 

In  those  cases  in  which  the  dominant  mani- 
festations of  cerebral  lesions  are  intracranial 
hypertension  with  or  without  convulsive  mani- 
festations or  with  manifestations  of  the  cerebellar 
type,  the  best  diagnostic  aid  is  ventriculography, 
which  will  show  the  existenee  of  a large,  usually 
obstructive  hydrocephalus,  and,  occasionally,  the 
intraventricular  visualization  of  the  parasitic 
vesicles  fastened  to  the  ventricular  walls. 

If  there  are  no  contra-indications  of  increased 
intracranial  pressure  in  patients  having  con- 
vulsive manifestations  with  a possible  systicercus 
etiology,  the  use  of  the  pneumoencephalograph 
by  one  of  the  approved  methods  is  very  accurate 
as  it  can  illustrate  any  displaeement  or  ven- 
tricular modification  caused  by  the  parasite’s 
presence. 

TREATMENT 

The  treatment  of  this  disease  is  far  from 
satisfactory  and  in  many  cases  we  must  be  con- 
tent to  see  only  a slight  improvement  in  the 
patient’s  condition. 

Considering  that  the  disease  is  transmissible, 
the  best  and  most  efficient  treatment  would  be 
the  prophylaxis  by  means  of  the  application  of 
adequate  hygienic  measures. 

From  a therapeutic  standpoint  there  have  been 


described  a number  of  curative  methods  using 
antiparasitic  medicines  such  as  oleoresin  of 
aspidium,  antimony  and  I-diethyl-carbamyl-4- 
methyl  piperzaine  (Hetrazan)  all  of  which  give 
equivocal  results.  The  use  of  anticonvulsants  is 
indicated  when  seizures  constitute  a major  symp- 
tom. Some  have  advised  the  use  of  Roentgen 
therapy  due  to  its  anti-inflammatory  properties 
more  than  for  its  possible  action  over  the  para- 
site. 

Finally,  the  surgical  therapy  of  this  disease 
offers  one  more  method  which  can  be  used  in 
these  patients  and  the  results,  although  variable, 
are  acceptable.  Its  indication  would  have  to  be 
determined  for  each  case  and  there  would  be 
some  who  would  not  benefit  from  any  surgical 
treatment. 

In  general,  by  surgery  we  would  attempt  to 
extirpate  the  parasitic  formations  which  by  their 
localization  give  manifestations  of  cerebral  in- 
jury which  we  have  already  noted  and  which 
by  means  of  paraclinical  investigation  have  been 
clearly  identified  in  their  cortical,  sub-cortical 
or  subarachnoid  location. 

Thus,  for  example,  in  a case  in  which  there 
e.xist  manifestations  of  a focal  epilepsy  once 
that  we  have  vertified  the  existence  and  localiza- 
tion of  the  parasites  we  should  do  a surgical  in- 
tervention with  the  object  of  removing  the  para- 
sites, if  possible,  which  are  causing  the  cerebral 
lesion. 

In  other  occasions,  when  there  are  signs  and 
symptoms  or  cranial  hypertension  by  obstructive 
hydrocephalus  due  to  the  presence  of  the  para- 
site in  the  ventricular  system  we  should  use  one 
of  the  surgical  drainage  shunt  procedures  now 
in  use. 

When  we  see  that  the  cysterna  magna  is  not 
obstructed  we  do  a ventricular-cysternal  shunt 
(Torkildsen)  which  has  given  us  good  results. 
If  it  is  not  possible  to  do  this  we  do  one  of  the 
other  drainage  operations  such  as  a ventricular- 
pleural,  ventricular -peritoneal,  etc.,  considering 
beforehand  the  limitations  of  these  methods  and 
taking  into  consideration  also  the  possibility  of 
a block  due  to  the  presence  of  parasites. 

Recently  in  some  cases  with  this  type  of 
alteration  an  attempt  has  been  made  to  use  the 
continuous  ventricular  drainage  temporarily  mak- 
ing use  of  the  ventriculostomy  used  for  the  air 
studies.  Some  authors  have  reported  an  improve- 
ment in  their  patients  using  this  method. 
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ASPECTOS  NEUROLOGICOS 

A CISTICERCOSIS  Cerebral,  padecimiento 
singular  en  el  hombre,  de  dificil  identificacion 
clinica,  alcanza,  en  ciertos  medios  de  nuestro 
pais,  una  frecuencia  constante  que  determina 
un  considerable  numero  de  pacientes.  Predomina 
esta  enfermedad  en  el  medio  rural  por  razones 
de  carencia  de  higiene  y se  localiza  como  es 
natural  enlos  micleos  de  poblacion  de  escarsos 
recursos  economicos,  de  los  que  proceden  la 
mayor  parte  de  los  enfermos  que  acuden  a la 
consulta  neurologica  del  Hospital  Civil  de 
Cuadalajara,  en  donde  casi  la  totalidad  de  los 
casos  ban  sido  vistos. 

Recordaremos  brevemente  que  este  padeci- 
miento se  adquiere  con  la  ingestion  de  agua  o 
ciertos  alimentos  contaminados  con  los  em- 
briones  de  la  tenia  solium  que  excretan  los 
individuos  con  esta  parasitosis.  Estos  embriones 
al  desarrollarse  adquieren  la  forma  quistica 
larvaria  y al  pasar  la  barrera  intestinal  son  con- 
ducidos  por  el  torrente  sanguineo  hacia  difer- 
entes  partes  del  cuerpo,  principalmente  musculos 
y cerebro.  Lo  mas  frecuente  es  encontrarlos  tan 
solo  en  una  de  estas  dos  localizaciones  sin 
saberse  la  razon.  Una  vez  situados  en  el  tejido 
cerebrabse  les  designa  con  el  nombre  de  Cisti- 
cerco  celulosae,  del  cual  el  hombre  viene  a ser  el 


huesped  definitive.  Puede  haber  una  verdadera 
autoinfestacion  al  ingerir  el  individuo  embriones 
de  su  propio  parasito  despues  de  la  defecacion, 
por  no  observar  reglas  precisas  de  higiene.  El  Cis- 
ticerco  celulosae  se  presenta  en  forma  quistica  de 
de  dimensiones  variables,  desde  2 a 3 mm.  a 2 a 
3 cmts.  con  una  membrana  delgada,  translucida, 
que  permite  ver  el  contenido  liquido  claro  e 
incoloro  del  quiste.  En  su  interior  se  observa, 
invaginado,  el  escolex  con  su  corona  de  ganchos. 
El  citicerco  puede  adoptar  cualquiera  de  las  si- 
guientes  formas:  Quistico,  Racemoso  o Calcifi- 
cado. 

La  Cisticerosis  Cerebral  es  mas  comun  en  el 
sexo  masculino  en  una  relacion  aproximada  de 
1.3  a 1.  Es  mas  frecuente  entre  la  segunda  y la 
cuarta  decadas  de  la  vida,  aunque  tambien  oca- 
sionalmente  se  la  encuentra  en  la  infancia.  Dis- 
ponemos  actualmente,  aunque  en  forma  aislada, 
de  numerosas  experiencias  estadisticas  en  nues- 
tro pais,  y las  conclusiones  de  los  diferentes  ob- 
servadores  con  escasas  diferencias,  son  coinci- 
dentes. 

No  hace  mucho  en  la  Unidad  de  Patologia  del 
Hospital  General  de  la  Cuidad  de  Mexico,  se 
llevo  a cabo  una  revision  de  1770  autopsias  en 
casos  no  seleccionados  de  ambos  sexos,  con  los 
siguientes  resultados : 
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Tabla  1 


Serie  de  1770  autopsias  (Dr.  R.  Perez  Tamayo) 


Tipo  de 

Total 

% de  la 

% de  lesiones 

% de  lesiones 

Lesion  de  casos 

Total  de  lesiones 

serie  total 

ocupantes 

pseudotumorales 

ocupantes  

...  147 

8.3% 

100% 

— 

Lesiones  tumorales  . . . 
Lesiones 

. . . 63 

3.5% 

42.8% 

— 

pseudotumorales  . . . . 

...84 

4.7% 

57.1% 

— 

Cisticercosis  cerebral 

...  44 

2.4% 

29.9% 

53.3% 

Por  tanto  puede  decirse  que  en  esta  serie  cerca  de  la  mitad  de  los  cases  de  lesiones  ocupantes 
del  nervioso  central  fueron  de  naturaleza  pseudotumoral  y de  estas  aproximadamente  la  mitad  pre- 
sentaron  Cisticercosis.  Las  otras  lesiones  pseudotumorales  se  constitnyeron  en  tuberculomas,  absces- 
os,  lesiones  vasculares  y un  caso  de  hemorragia  cerebral. 

En  los  44  cases  de  cisticercosis  de  esta  serie  tenemos  las  siguientes  localizaciones: 


Tabla  2 


Localizacion  Numero  de  casos 

Hemisferios  cerebrates  28 

Cerebelo  5 

Cuarto  ventriculo 5 

Acueducto  de  Silvio  y cuarto  ventriculo 1 

Meninges  1 

Otros  lugares  del  sistema  nervioso 4 


% lolal  de  casos  de 
cisticercosis  cerebral 

63.6% 

11.3% 

11.3% 

2.3% 

2.3% 

9.1% 


En  nuestra  experiencia  con  15  casos  tratados  quirurgicamente  y comprobados  por  estudios  ana- 
tomopatologicos,  hemos  dado  con  las  siguentes  localizaciones: 


Tabla  3 

Localizacion 

Racemoso 

Quistico 

Calcificado 

Total 

Hemisferios  

0 

2 

3 

5 

4°  ventriculo  

0 

3 

0 

3 

Acueducto  y 4°  ventriculo  . . . . 

4 

2 

0 

6 

Cerebelo  

0 

1 

0 

1 

Total  

15 

Siendo  de  todos  conocida  la  manera  de  infestacion  parasitaria  en  el  hombre  asi  como  las  vias  de 
acceso  del  parasito  al  sistema  nervioso  central,  creemos  de  mas  utilidad  pratica  tratar  de  esbozar  un 
cuadro-clinico  que  nos  ayude  a su  identificacion,  tarea  por  lo  demas  dificil,  por  ser  tan  pocos  sus 
rasgos  caracteristicos. 

El  Cisticerco  puede  adoptar  cualquiera  de  las  formas  siguientes:  Quistica,  Racemosa  y Calcifi- 
cada. 

En  terminos  generales  las  manifestaciones  clinicas  pueden  ser  puramente  neurologicas,  exclusiva- 
mente  psiquiatricas  o bien,  lo  que  es  mas  frecuente,  la  coexistencia  de  ambos  tipos  de  alteraciones 
en  un  mismo  enfermo.  Nos  limitaremos  a analizar  las  primeras. 

La  sintomatologia  esta  relacionada  con  la  localizacion  del  parasito,  forma  y numero  de  elemen- 
tos  parasitarios.  Conviene  por  lo  tanto  establecer  una  clasificacion  anatomo-clinica  que  nos  ayude 
a interpretar  los  signos  y sintomas  de  este  padecimiento.  La  clasificacion  que  nosotros  hemos  se- 
guido  en  relacion  con  la  localizacion  del  parasito  y por  su  utilidad  practica  es  la  siguiente: 


Tabla  4 

Clasificacion  Anatomo-clinica 
cisticercosis  cerebral 
(Dr.  R.  del  Cueto) 

Cisticercosis  cerebral  ventriculo-subaracnoidea  Localizada  Qufg'tica 

Cisticercosis  cerebral  parenquimatosa Diseminada 

Esta  clasificacion  establece  dos  formas  fundamen tales : La  cisticercosis  cerebral  parenquimatosa 
y la  cisticercosis  cerebral  ventriculo-subaracnoidea.  Ann  cuando  se  pueden  producir  variantes  en 
ambos  grupos,  existe,  cierta  constancia  en  los  cuadros  clinicos  que  los  distingue  el  uno  del  otro. 


En  la  forma  Cerebral  Parenquimatosa  los  par-  vecinal,  y como  su  localizacion  preferente  es  en 
asitos  alcanzan  la  substancia  cerebral,  por  via  la  corteza  de  los  hemisferios,  la  epilepsia  focal 
sanguinea  arterial  y se  sitiian  como  cuerpos  ex-  es  uno  de  los  principales  resultados.  Esta  varie- 
trahos  produciendo  una  reaccion  inflamatoria  dad  puede  presentarse  de  dos  maneras:  la  forma 
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Cerebral  Parenquimatosa  localizada,  en  la  cual 
la  invasion  lo  es  por  un  escaso  numero  de  para- 
sites, y la  forma  Parenquimatosa  Diseminada, 
mas  frecuente  en  los  nines  en  donde  algunas 
veces  se  deseubren  los  paratistos  en  estudios  ra- 
diofrafieos  simples  del  eraneo  con  multiples  cal- 
cificaciones  nodulares  corticales  o bien  subcor- 
ticales  en  ambos  hemisferios  cerebrales.  En  estos 
casos  predominan  las  manifestaciones  Craneo- 
Hipertensivas  con  cefaleas  intermitentes,  trastor- 
nos  vi  suales  en  relacion  con  grades  incipientes 
de  edema  papilar,  vomitos,  etc.  Asi  mismo  puede 
haber  trastornos  mentales,  alucinaciones  visu- 
ales  y auditivas  y,  en  las  ultimas  etapas  del  pade- 
cimiento,  estupor  y delirio. 

La  variedad  de  Cisticercosis  Parenquimatosa 
Localizada  puede  presentarse  en  dos  formas: 
Nodular  y Quistica.  La  primera  de  estas  presenta 
nodulos  parasitarios  palpables  o visibles,  situa- 
dos  sobre  la  corteza  cerebral  cuya  manifestacion 
clinica  habitual  es  en  forma  de  ataques  convul- 
sivos  focales,  persistentes  y en  particular  rebel- 
des  a todo  tratamiento.  En  algunos  casos  puede 
confirmarse  la  existencia  de  un  foco  Epileptoge- 
no  Cortical. 

La  Parenquimatosa  Localizada  que  se  presen- 
ta en  forma  quistica  muestra  a los  parasitos  for- 
mando  una  gran  vesicula  subcortical,  con  mem- 
brana  propia,  delgada  y facilmente  disecable  del 
tejido  cerebral,  donde  se  aloja.  El  contenido  que 
es  liquido,  se  llena  con  un  gran  numero  de  quis- 
tes  de  cisticerco  y formaciones  de  un  material  cal- 
cificado.  A1  crecer  en  tamano  pueden  originar  las 
manifestaciones  propias  de  un  tumor  cerebral 
con  signos  radiologicos  y clinicos  que  hacen  pen- 
sar  en  la  existencia  de  este.  El  cuadro  clinicos 
puede  ser  craneo-hipertensivo  o de  localizacon 
siendo  estos  casos  mas  susceptibles  para  presen- 
tar  trastornos  en  la  esfera  mental. 

Por  ultimo  en  la  cisticercosis  cerebral  ventri- 
culo-subarancnoidea  los  embriones  del  parasito 
llegan  al  encefalo  por  via  de  las  arterias  de  los 
Plexos  Coroideos  Intraventriculares,  pasan  a la 
cavidad  de  estos  en  cuyo  interior  flotan  en  el 
liquido  cefalorraquideo  para  mas  tarde  movili- 
zarse  en  el  sistema  ventricular  e ir  a situarse  en 
los  espacios  subaracnoideos  de  la  base  del  ence- 
falo y asi  bloquear  el  sistema  ventricular  al  nivel 
de  sus  estrecheces  naturales,  agujeros  de  Mon- 
ro, acueducto  de  Silvio,  etc.  Ademas,  su  presen- 
cia  en  las  cisternas  basales  produce  una  reaccion 
inflamatoria  con  la  consiguiente  Aracnoiditis  y 
una  dificultad  para  la  absorcion  del  liquido  cef- 


alorraquideo, lo  que,  en  union  del  bloqueo,  hace 
aumentar  la  Hidrocefalia.  Con  estas  alteraciones 
encefalicas  es  facil  pensar  que  la  sintomatologia 
obedezca  a un  aiimento  de  la  Presion  Intracran- 
eal  con  una  Hidrocefalia  interna  de  tipo  pro- 
gresivo  la  cual  puede  agudizarse  en  forma  inter- 
mitente.  En  estas  condiciones  existen  ademas  al- 
teraciones de  tipo  cerebeloso  asi  como  ataque  a 
diversos  pares  craneales  por  el  proceso  de  la  ar- 
acnoiditis basal.  Esta  forma  de  presentacion  de 
las  lesiones,  en  nuestra  propia  experiencia  y en 
la  de  otros  autores  es,  con  mucho,  la  mas  fre- 
cuente y su  evolucion  tiende  a ser  mas  rapida 
que  en  las  otras  variedades.  Predominan  como 
manifestaciones  clinicas  las  modificaciones  vis- 
uales,  cefalea  intensa  que  puede  ser  intermitente 
en  un  principio  para  hacerse  continua  posterior- 
mente,  vomitos  y,  por  ultimo,  trastornos  en  la 
esfera  mental,  tales  como  amnesia,  desorienta- 
cion,  bradipsiquia,  y cuadros  depresivos  casi  de- 
menciales.  Los  trastornos  cerebelosos  se  encuen- 
tran  principalmente  en  relacion  con  el  equilibrio 
y la  marcha.  El  temblor  uni  o bilateral  fino  es 
frecuente,  tanto  como  la  lesion  de  algunos  pares 
craneales. 

Como  puede  observarse  de  lo  expuesto,  no  ex- 
iste  un  cuadro  clinico  facilmente  identificable  y 
las  diferentes  formas  de  presentacion  que  hemos 
enumerado  pueden  existir  en  un  mismo  enfermo. 

Sin  embargo,  en  esta  ultima  variedad,  la  sin- 
tomatologia es  mas  o menos  constante  y pode- 
mos  sospechar  la  naturaleza  del  padecimiento, 
tomando  en  cuenta  que  las  alteraciones  cranio- 
hipertensivas  y de  fosa  posterior  se  estan  pre- 
sentando  generalmente  en  un  individuo  adulto. 
En  las  otras  formas,  las  parenquimatosas,  hemos 
llegado  a la  conclusion  que  todo  enfermo  en  la 
adolescencia  o que  ha  llegado  a la  vida  adulta 
con  crisis  convulsivas  de  aparicion  tardia  y que 
por  otro  lado  proviene  de  un  medio  higienica- 
mente  dificiente,  pueden  ser  casi  seguramente 
portadores  de  esta  grave  parasitosis. 

En  cuanto  al  diagnostico  paraclinico  de  esta 
enfermedad  diremos  que  es  de  una  gran  ayuda 
y en  poco  difiere  de  los  metodos  usados  en  otro 
tipo  de  padecimiento  del  sistema  nervoso  cen- 
tral. Destaca  en  primer  lugar,  el  estudio  dina- 
mico  y quimico  del  L.C.R.  por  ofrecer  la  opor- 
tunidad  de  practicar  la  reaccion  de  fijacion  de 
complemento  del  Dr.  Nieto,  prueba  de  labora- 
torio  con  mayor  especificidad  en  el  diagnostico 
de  esta  condicion  patologica  y que  ofrece  ade- 
mas un  porcentaje  muy  bajo  de  falsa  positividad. 
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Modificaciones  tales  como  aumento  de  protem- 
as,  disminucion  de  la  glueosa,  aumento  do  celu- 
las,  principalmente  linfoeitos,  y,  en  ocasiones, 
eosinofilos,  pueden  hacernos  pensar  en  union  de 
la  sintomatologia  ya  citada,  en  un  proceso  cis- 
ticercosico. 

Ademas,  entre  los  examenes  que  rutinariamen- 
te  practicamos  a estos  enfermos  esta  el  Estudio 
Radiografico  simple  de  eraneo,  el  cual  puede 
mostrar  lesiones  ealcificadas,  iinicas  o multiples, 
sobre  la  corteza  eerebral  o en  el  espesor  del 
parenquima  cerebral,  o bien  imagenes  radiopa- 
cas  considerables  que  semejan  un  tumor. 

La  negatividad  en  el  examen  Electronencefal- 
ografico  en  presencia  de  un  paciente  con  mani- 
festaciones  convulsivas  localizadas,  hace  pensar, 
en  nuestrao  medio,  en  la  existencia  del  parasito. 
En  ocasiones,  aunque  no  es  lo  frecuente,  puede 
haber  alteraciones  en  el  registro  electroencefalo- 
grafico. 

En  los  casos  cuyas  manifestaciones  dominantes 
de  sufrimiento  encefalico  scan  de  hipertension 
craneal  con  o sin  manifestaciones  convulsivas  o 
de  tipo  cerebeloso,  la  mejor  ayuda  en  el  diag- 
nostico,  la  tenemos  en  la  Ventriculografia  cere- 
bral, demostrando  esta  la  existencia  de  una  gran 
hidrocefalia  generalmente  obstructiva,  y en  oca- 
siones la  visualizacion  intraventricular  de  las 
vesiculas  parasitarias  sujetas  a las  paredes  de 
los  ventriculos. 

No  existiendo  contraindicaciones  de  tipo  cra- 
nio-hipertensivo  y en  presencia  de  individuos 
con  manifestaciones  convulsivas  y sospecha,  eti- 
ologica  de  cisticerosis,  el  uso  de  la  Nuemoence- 
falografia  por  uno  u otro  metodo  es  bastante  efi- 
caz,  ya  que  nos  puede  aclarar  en  relacion  con 
este  padecimiento  cualquier  desplazamiento  o 
modificacion  ventricular  originados  por  la  pre- 
sencia del  parasito. 

TRATAMIENTO 

El  tratamiento  de  esta  grave  afeccion  dista 
mucho  de  ser  satisfactorio  y en  muchos  casos  de- 
bemos  contentarnos  con  observar  tan  solo  una 
mejoria  en  el  enfermo. 

Consideramos  que  tratandose  de  un  padeci- 
miento transmisible,  el  mejor  o mas  eficaz  trata- 
miento sera  la  profilaxis  mediante  la  aplicacion 
de  ordenadas  normas  de  higiene. 

Desde  el  punto  de  vista  terapeutico,  se  ban 
intentado  diferentes  metodos  curativos  a base  de 
medicamentos  antiparasitarios,  tales  como  el 
Helechd  Mach6,  Antimonio  y ultimamente  el 
I-dietil  Carbamil-4-metilpiperazina  (Hetrazan), 


desgraciadamente  con  malos  resultados.  El  uso 
de  anticonvulsivantes  esta  indicado  en  algunos 
casos  llengando  en  ocasiones  a dominar  las  man- 
ifestaciones convulsivas.  Algunos  ban  aconsejado 
el  uso  de  Roentgenterapia  por  sus  propiedades 
antiflamatorias  mas  que  por  la  accion  que  esta 
pueda  tener  sobre  el  parasito. 

Finalmente,  la  terapeutica  quirurgica  de  esta 
grave  afeccion  ofrece  un  recurso  mas  con  el  cual 
debemos  contar  en  el  manejo  de  estos  enfermos 
y los  resultados  de  su  aplicacion,  aunque  varian, 
son  aceptables.  La  indicacion  sera  individual 
para  cada  caso  y algunos  que  no  puedan  ser  ben- 
eficiados  con  esta  terapeutica. 

En  terminos  generales,  por  este  medio  quir- 
urgico  trataremos  de  extirpar  las  formaciones 
parasitarias  que,  por  su  localizacion,  den  cual- 
quiera  de  las  manifestaciones  de  sufrimiento 
cerebral  que  ya  bemos  citado  y que,  mediante  el 
uso  de  los  diferentes  medios  de  investigacion 
paracbnica,  bayan  sido  perfectamente  identifi- 
cadas  sea  su  situacion  cortical,  subcortical  o 
subaracnoidea. 

Asi,  en  el  caso  de  existir  manifestaciones  de 
epilepsia  focal,  debera  practicarse  la  interven- 
cion  quirurgica  con  objeto  de  extirpar,  de  ser 
posible,  los  parasitos  causantes  de  la  lesion  cere- 
bral una  vez  que  se  ba  comprobado  la  existencia 
y localizacion  de  estos  por  los  medios  ya  descri- 
tos. 

En  otras  ocasiones,  cuando  existan  signos  y 
sintomas  de  craniobipertension  por  bidrocefalia 
obstructiva,  debido  a la  presencia  del  parasito 
dentro  del  sistema  ventricular,  debemos  usar 
cualquiera  de  los  procedimientos  quiriirgicos  de 
tipo  derivativo  ya  conocidos. 

Nosotros  en  particular,  cuando  observamos 
cierta  integridad  anatomica  y funcional  en  la 
cisterna  magma,  practicamos  la  derivacion  ven- 
triculocistemal  (Torkildsen)  con  buenos  resulta- 
dos. De  no  ser  posible  esto,  intentamos  alguno 
de  los  otros  metodos  de  derivacion,  como  ven- 
triculo-pleural,  ventriculo-peritoneal,  etc.,  con- 
tando  de  antemano  con  los  inconvenientes  que 
acompanan  a estos  metodos,  y tomando  en  cuen- 
ta,  ademas,  la  mayor  posibilidad  en  un  bloqueo 
por  la  presencia  de  los  parasitos. 

A ultimas  fecbas  se  ba  intentado  en  algunos 
casos  con  esta  tipo  de  alteracion  el  drenaje 
ventricular  continuo  temporalmente,  aprove- 
cbando  la  ventriculostomia  usada  para  el  estu- 
dio de  aire.  Algunos  autores  informal!  mejoria  en 
los  enfermos  asi  tratados. 
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1 N A recent  report  by  Simkin  and  Wallace(l), 
it  was  shown  that  benzphetamine*  in  doses  of 
25  to  50  mgm.  thrice  daily  before  meals  induced 
progressive  weight  loss  in  each  of  five  four-week 
periods.  In  contrast,  the  group  given  matching 
placebo  tablets  enjoyed  a moderate  weight  loss 
in  the  first  four-week  period  only.  All  subjects 
were  advised  to  adhere  to  a 1,000  calorie  diet. 
Side  effects  were  similar  in  the  drug  and  control 
groups  except  that  there  was  a definitely  greater 
incidence  of  hunger  in  the  latter.  It  was  the  au- 
thors’ conclusion  that  most  of  the  side  effects  in 
both  groups  were  in  reality  the  symptoms  of 
obese  patients  undergoing  semi-starvation  on 
low  calorie  diets. 

It  is  the  purpose  of  this  paper  to  report  our 
experiences  with  benzphetamine  hydrochloride 
in  terms  of  appetite  suppression,  side  effects, 
and  its  freedom  from  influence  on  fasting  blood 
sugar  concentrations  and  blood  pressures  in  nor- 
mal subjects. 


MATERIALS  AND  METHODS 

Benzphetamine  or  ( + ) N-benzyl-N,  a-dime- 
thylphenethylamine  hydrochloride  has  the  fol- 
lowing structural  formula  ( dextro  form ) : 


It  was  synthesized  in  the  laboratories  of  The 
Upjohn  Company  and  the  following  data  were 
provided  in  the  Upjohn  brochure  on  the  drug. 
The  acute  LD^o  in  mice  by  the  intraperitoneal 
route  was  153  mg. /Kg.  Orally  it  was  227.  In  rats 
the  acute  LDso,  orally,  was  160  mg./Kg.  Groups 
of  ten  adult  rats,  five  male  and  five  female,  re- 
ceived 0,  3,  10  and  30  mg./Kg.  of  benzpheta- 
mine by  intubation  once  daily  for  32  days.  Males 
on  all  dosage  levels  and  the  females  on  the  30 
mg./Kg.  level  gained  less  weight  than  the  con- 


*The  trade  name  for  benzphetamine  is  Didrexf^ 
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trols.  Drug  related  lesions  were  not  observed  on 
gross  or  microscopic  examination  at  the  end  of 
the  tests. 

Groups  of  three  dogs  were  given  oral  doses  of 
benzphetamine  of  0,  0.3,  1 and  3 mg. /Kg.  daily 
for  37  days.  No  clinieal  signs  related  to  drug 
toxicity  were  observed.  Blood  chemistry,  uri- 
nalyses and  kidney  and  liver  function  values 
were  within  normal  limits  throughout  and,  again, 
no  gross  or  microscopic  lesions  observed  ap- 
peared to  be  drug-related. 

A group  of  eight  dogs  was  used  to  study  anor- 
exigenic  activity.  Food  was  available  to  them  at 
all  times.  First  they  were  given  1 mg. /Kg.  benz- 
phetamine orally  twice  daily  for  four  weeks  with 
the  result  that  5.3  Kg.  weight  loss  was  found  for 
the  group  (22.0  per  cent  inhibition  of  weight 
gain).  Following  a suitable  rest  period,  they 
were  given  10  mg. /Kg.  phenmetrazine  orally 
twice  daily  for  four  weeks.  The  aggregate  weight 
loss  was  5.6  Kg.  at  the  end  of  that  time. 

In  the  light  of  these  encouraging  data^  human 
tolerance  was  cautiously  determined  and  it  was 
found  that  200  mg.  in  adults,  as  a single  dose, 
caused  only  some  transitory  jitteriness.  When 
given  in  divided  doses,  however,  80  mg.  thrice 
daily  was  reported  to  be  subjectively  well  tol- 
erated (240  mg.).  Appropriate  laboratory  stud- 
dies  showed  no  drug  effect  on  blood,  urine,  renal 
or  hepatic  functions. 

Preliminary  efficacy  trials  in  obese  patients 
indicated  that  in  the  range  of  30-80  mg.,  given 
thrice  daily  before  meals,  appreciable  weight 
loss  might  be  expeeted.  Because  of  the  many 
variables  involved,  it  was  then  essential  to  study 
the  drug  in  controlled  trials,  which  are  the  sub- 
ject of  this  report. 

A.  Controlled  Weight  Loss  Study 

Fifty  overweight  but  otherwise  healthy  male 
subjects  were  randomly  divided  into  two  equal 
groups.  They  ranged  in  age  from  25  to  67  years 
and  were  from  eight  to  105  pounds  over  their 
estimated  ideal  weights.  The  25  control  subjects 
averaged  36.0  pounds  overweight  with  aggregate 
excess  of  901  pounds.  The  24  (one  was  trans- 
ferred during  the  study)  subjects  who  received 
the  drug  had  an  aggregate  excess  poundage  of 
993,  with  a sample  average  of  41.4  pounds. 

Scored  placebo  and  50  mg.  benzphetamine 
tablets  of  similar  appearance  were  taken,  under 
supervision,  thrice  daily,  20  to  40  minutes  before 
meals  for  28  days.  There  were  no  dietary  re- 


strictions. 

Participants  in  this  study  had  blood  pressure 
determinations,  urinalyses  and  hemoglobin  de- 
terminations (Beckman  method)  prior  to  and  at 
the  conclusion  of  four  weeks’  medication.  Body 
weight  was  recorded  at  weekly  intervals.  Infor- 
mation concerning  subjective  side  effects  was 
elicited  at  frequent  intervals. 

B.  Controlled  Dosage  Comparisons 

Forty  obese  men  were  randomly  divided  into 
groups  of  ten.  One  group  was  given  one-half  tab- 
let of  one  coded  preparation,  another  a whole 
tablet  thrice  daily  before  meals  for  seven  days. 
The  other  two  groups  were  given  one-half  or  a 
whole  tablet  of  the  other  coded  preparation  at 
the  same  time.  Diet  was  unrestricted  in  all 
groups. 

The  first  six  days  each  subject  was  asked  daily 
to  volunteer  information  as  to  subjective  side 
effects.  At  the  end  of  the  seven-day  study  each 
was  asked  specific  questions  concerning  changes 
in  appetite,  sleep  pattern,  mood  and  other  symp- 
toms which  might  have  been  drug-induced. 

Each  man  was  weighed  before  and  at  the  con- 
clusion of  the  study. 

C.  Effect  on  Blood  Sugar 

Twenty-one  other  normal  men  were  given  sin- 
gle doses  of  200  mg.  (four  tablets)  while  in  tlie 
fasting  state.  Blood  glueose  determinations 
(Hoffman  method(2)  were  done  at  intervals. 
Resulting  curves  were  compared  with  those  ob- 
tained in  18  experiments  in  which  placebos  had 
been  used  and  with  those  following  one-gram 
doses  of  tolbutamide  (Orinase).  The  latter  rep- 
resented 69  runs  in  12  experiments. 

RESULTS 

A.  Controlled  Weight  Loss  Study 

Detailed  data  concerning  control  and  drug 
groups  are  given  in  Tables  1 and  2.  During  the 
four-week  period  weight  change  in  the  25  con- 
trol subjects  was  a gain  of  28  poimds,  an  aggre- 
gate loss  of  25.  There  was,  then,  no  evidence  of 
appetite  suppression. 

In  the  treatment  group  of  24  subjects  there 
was  a net  loss  of  178  pounds  during  the  four 
weeks,  versus  a gain  of  only  nine.  The  loss  in  the 
aggregate  totaled  169  pounds  or  1.75  pounds  per 
patient  per  week.  Only  three  subjects  failed  to 
lose  some  weight.  Loss  in  the  other  21  ranged 
from  three  to  16  pounds  with  a mean  loss  of 
seven  pounds  per  subject  during  the  study. 
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Table  1 

Data  on  Subjects  Given  Benzphetamine 


Subject 
No.  Age 

Est.  Pounds  First 
Overweight  Week 

Weight  Loss  or  Gain 

Second  Third 

Week  Week 

Fourth 

Week 

Overall 

Change 

1. 

57 

46 

—3 

0 

0 

0 

—3 

2. 

35 

35 

+4 

—1 

0 

+2 

+5 

3. 

59 

45 

—3 

+3 

—1 

—2 

—3 

4. 

35 

40 

—4 

—1 

—2 

0 

—7 

5 

55 

32 

—6 

+ 1 

0 

—1 

—6 

6. 

48 

38 

—1 

—1 

—2 

—2 

—6 

7. 

45 

33 

7 

+3 

—3 

—2 

—9 

8 

48 

77 

—3 

0 

—1 

—2 

—6 

9. 

44 

80 

—8 

—2 

—5 

—1 

—16 

10. 

33 

43 

—5 

—4 

—3 

+2 

—10 

11. 

35 

20 

—1 

+6 

—3 

+ 1 

+3 

12. 

34 

32 

—8 

(transferred) 

13. 

36 

50 

—5 

0 

—1 

+3 

—3 

14. 

39 

38 

—5 

+ 1 

—1 

—3 

—8 

15. 

32 

30 

—8 

+ 1 

—4 

—3 

—14 

16. 

67 

59 

—3 

+3 

—3 

—2 

—5 

17. 

33 

18 

—10 

+2 

—1 

—1 

—10 

18. 

33 

69 

+2 

—3 

+3 

—1 

+ 1 

19. 

32 

16 

—7 

—1 

—1 

—5 

—14 

20. 

32 

28 

—4 

—1 

—2 

—3 

—10 

21. 

38 

60 

—8 

—2 

—2 

—4 

—16 

22. 

25 

48 

—5 

—4 

—3 

+3 

—9 

23. 

40 

8 

—3 

—2 

+2 

—3 

—6 

24. 

42 

20 

—6 

0 

—2 

—2 

—10 

25. 

32 

60 

—5 

+1 

—3 

0 

—7 

993 

Pounds  lost 

—110 

—22 

—43 

—37 

—178 

Pounds  gained 

+6 

+21 

+5 

+ 11 

+9 

Difference 

—104 

—1 

—38 

—26 

—169 

Table  2 

Data  on  Subjects  Given  Placebo 

Subject 

No. 

Age 

Est.  Pounds  First 
Overweight  Week 

Weight  Loss  or  Gain 

Second  Third 

Week  Week 

Fourth 

Week 

Overall 

Change 

1. 

41 

45 

—1 

+ 1 

—2 

+3 

+ 1 

2. 

55 

105 

—4 

+4 

—1 

—2 

—3 

3. 

35 

15 

+1 

+ 1 

+7 

—5 

+4 

4. 

36 

44 

+ 1 

+2 

—2 

—2 

—1 

5. 

47 

42 

0 

0 

—1 

+1 

0 

6. 

26 

44 

—1 

+ 1 

0 

—1 

—1 

7. 

32 

70 

+ 1 

+5 

0 

+ 1 

+7 

8. 

29 

45 

—5 

+3 

—1 

+ 1 

—2 

9. 

26 

20 

—4 

+4 

0 

+3 

+3 

10. 

23 

0 

+ 1 

+ 1 

—2 

0 

11. 

32 

35 

+ 1 

—1 

+2 

—1 

+ 1 

12. 

64 

25 

0 

+2 

—1 

—2 

—1 

13. 

33 

33 

0 

—1 

—1 

—1 

—3 

14. 

39 

30  . 

+1 

+ 1 

—2 

+ 1 

+ 1 

15. 

59 

9 

—1 

—2 

+ 1 

+ 1 

—1 

16. 

38 

22 

+1 

+ 1 

+ 1 

+2 

+5 

17. 

32 

21 

—3 

+3 

0 

+ 1 

+ 1 

18. 

26 

40 

—3 

+2 

—1 

—1 

—3 

19. 

35 

30 

0 

—4 

+3 

+ 1 

0 

20. 

34 

55 

+ 1 

0 

+2 

—2 

+ 1 

21. 

26 

23 

—3 

0 

+2 

+ 1 

0 

22. 

25 

20 

—1 

+ 1 

+2 

—1 

+1 

23. 

33 

40 

—5 

—1 

0 

0 

—6 

24. 

48 

49 

—2 

+ 1 

—1 

—1 

—3 

25. 

47 

16 

+ 1 

+2 

+3 

—3 

+3 

901 

Pounds  lost 

—33 

—9 

—13 

—24 

+28 

Pounds  gained 

+8 

+35 

+24 

+ 16 

—25 

Difference 

—25 

+26 

+ 11 

—8 

+3 
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No  significant  alterations  in  blood  pressures 
were  noted.  Prior  to  the  study  blood  pressure  in 
the  24  drug  subjects  averaged  138.0/96.3  ( range 
168-102/136-78 ) . At  the  conclusion  of  the  28-day 
study  mean  blood  pressure  was  135.8/97.1 
(range  184-110/134-68).  These  were  remark- 
ably similar  to  the  placebo  group  data.  Prior  to 
the  study,  blood  pressure  for  the  25  men  av- 
eraged 136.3/91.4  (range  170-102/128-84).  At 
the  end  the  mean  pressure  was  129.4/94.8  (range 
156-104/110-82).  Similarly,  no  significant 
changes  were  noted  in  before-and-after  urinaly- 
ses or  hemoglobin  levels  in  drug  or  control 
groups. 

The  subjective  effects  or  side  effects  noted 
during  the  study  by  members  of  treatment  and 
control  groups  are  presented  in  Table  3.  Im- 
paired appetite  was  reported  twice  in  the  con- 
trol-group and  in  21  of  the  24  receiving  the  drug. 
Central  nervous  system  stimulation,  usually  lim- 
ited to  the  first  day  or  two,  was  noted  by  two 
control  subjects,  and  by  15  receiving  the  drug. 
Several  of  these  reported  mood  elevation  but 
only  three  of  the  24  men  getting  the  drug  were 
“nervous”.  Others  commented  that  they  slept 
better,  were  “calmed  down”  or  that  they  needed 
less  sleep. 

B.  Controlled  Dosage  Comparisons 

On  the  basis  of  the  Simkin- Wallace  report  we 
had  not  anticipated  that  over  half  the  subjects 
given  150  mgm.  benzphetamine  daily  would 
have  symptoms  of  central  nervous  system  stimu- 
lation. To  study  this  further,  ten  men  were  given 
50  mgm.,  ten  received  25  mgm  thrice  daily  be- 
fore meals,  and  corresponding  placebo  groups 
were  carefully  observed.  Results  have  been  sum- 
marized in  Tables  4 and  5. 

Nineteen  of  the  20  men  given  benzphetamine 
lost  weight  in  amounts  ranging  from  0.5  to  nine 
pounds  during  the  week.  The  aggregate  loss  for 
the  20  men  was  50  pounds.  In  the  placebo 
groups,  weight  loss  was  enjoyed  by  six  of  20,  in 
amounts  ranging  from  0.5  to  9.5  pounds.  Aggre- 
gate gain  was  nine  pounds.  These  results  resem- 
bled those  in  the  first  controlled  trial  and  sug- 
gested that  25  mgm.  doses  might  be  as  efficaci- 
ous as  50  mgm.  ones. 

In  Table  5 are  presented  results  of  the  inter- 
views. Both  dosage  regimens  of  the  drug  gave 
excellent  appetite  suppression.  Both  induced 
stimulation  which  tended  to  be  dose-size-related. 
Men  complained  of  difficulty  in  getting  to  or 


staying  asleep  tlie  first  night  or  two.  The  stimu- 
lation was  not  “jitteriness”  but  rather  a calm, 
clear-headed  alertness  which  was  not  unpleas- 
ant. It  was  especially  noteworthy  that  in  spite  of 
interference  with  sleep,  none  complained  of  be- 
ing tired  in  the  mornings. 

C.  Effect  on  Blood  Sugar 
Blood  sugar  levels  following  single  200  mg. 
doses  of  benzphetamine  in  fasting  normal  sub- 
jects did  not  differ  significantly  from  those  in 
similar  subjects  given  plaeebos.  The  following 
tabulation  gives  the  adjusted  average  blood  sug- 
ar levels  as  per  cent  of  the  placebo  group  aver- 
age: 

Time  Benzphetamine  Tolbutamide 

200  mg.;  21  subjects  1 Gm.;  69  “runs” 


0 

100% 

100% 

20  minutes 

99.5 

— 

40  minutes 

99.2 

— 

I hour 

97.6 

91.6 

2 hours 

100.3 

88.2 

4 hours 

102.8 

88.3 

6 hours 

100.8 

91.0 

8 hours 

100.3 

92.0 

10  hours 

101.5 

93.5 

These  data  are  shown  graphically  in  Figure  1. 

At  this  dosage  level  definite  jitteriness  was 
noted  consistently. 

DISCUSSION 

Total  weight  loss  in  both  the  four- week  and 
the  seven-day  studies  was  significantly  greater 
in  the  men  given  the  drug  than  in  those  receiv- 
ing placebo  tablets.  Of  34  given  50  mgm.  thrice 
daily  before  meals,  all  but  three  lost  weight.  At 
the  25  mgm.  level,  nine  of  ten  did  so.  This 
seemed  remarkable  for,  in  contrast  to  the  bulk 
of  reported  studies  on  anorexigenic  agents,  no 
dietary  restrictions  were  advised.  Several  of  the 
men  at  both  dosage  levels  commented  that  they 
“filled  up  on  less”,  “were  not  hungry”  or  “less 
food  satisfies”. 

Aside  from  appetite  suppression,  the  only  fre- 
quently encountered  side  effect  seemed  to  be 
difficulty  in  getting  to  or  staying  asleep  the  first 
few  nights  of  the  study.  In  spite  of  this,  none 
complained  of  being  tired.  The  stimulation  was 
not  a jitteriness;  rather,  the  men  were  alert  and 
clear-headed,  with  mood  elevation  in  some.  It 
was  significant  that  blood  pressure  in  control  and 
treatment  groups  showed  no  difference  from 
baselines  after  28  days’  ingestion  of  150  mgm.  of 
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Side  Effects 


Table  3 


25  Subjects 
Placebo 


Impaired  Effects  2 

Interference  with  sleep  2 

Mood  elevation  1 

Increased  appetite  3 

Dizziness 

Nervousness 

Dry  mouth 

Slept  better  1 

Needs  less  sleep 

Increased  urination  1 

Nausea  1 

Headache  . 1 

Increased  sweating 

Calmed  him  down 

Constipation 

Tired  feelings  in  legs 


, Usually  limited  to  first  night  or  two  of  treatment. 


Benzphetamine 
24  Subjects 

21 

15j 

6 

3 

3 

2 

1 

1 


1 

1 

1 

1 


Weight  Change  in  40  Men 
1.  Benzphetamine 

Vz  tablet  (25  mg.)  t.i.d.,  ac. 

1.  203.0  to  200.5  lb. 

2.  232.0  to  230.5  lb. 

3.  208.5  to  206.0  lb. 

4.  189.0  to  180.0  lb. 

5.  224.0  to  219.5  lb. 

6.  185.0  to  183.0  lb. 

7.  203.0  to  199.5  lb. 

8.  229.0  to  233.0  lb. 

10.  207.0  to  203.5  lb. 


Table  4 

Given  Benzphetamine  or  Placebo  for  One  Week 

1 tablet  (50  mg.)  t.i.d.,  ac. 
—2.5  lb.  185.0  to  184.0  lb. 

—1.5  lb.  234.0  to  231.0  lb. 

—2.5  lb.  259.0  to  258.0  lb. 

—9.0  lb.  242.0  to  241.5  lb. 

—4.5  lb.  186.0  to  185.5  lb. 

—2.0  lb.  240.5  to  236.5  lb. 

—3.5  lb.  213.0  to  212.0  lb. 

+4.0  lb.  208.0  to  204.5  lb. 

—3.5  lb.  234.0  to  227.5  lb. 


Loss 

Gain 

Balance 

2.  Placebo 

tablet  t.i.d.,  ac. 

1.  184.0  to  188.0  lb. 

2.  260.0  to  259.5  lb. 

3.  192.5  to  194.5  lb. 

4.  204.5  to  203.5  lb. 

5.  216.0  to  217.5  lb. 

6.  192.0  to  193.0  lb. 

7.  193.5  to  192.5  lb. 

8.  184.5  to  187.5  lb. 

9.  182.5  to  184.0  lb. 

10.  178.5  to  181.0  lb. 


—31.5  lb. 
+ 4.0  lb. 
—27.5  lb. 


+4.0  lb. 
-0.5  lb. 
+2.0  lb. 
-1.0  lb. 
+ 1.5  lb. 
+ 1.0  lb. 
-1.0  lb. 
+3.0  lb. 
+ 1.5  lb. 
+2.5  lb. 


1 tablet  t.i.d.,  ac. 

199.0  to  201.5  lb. 

212.5  to  213.5  lb. 

204.0  to  201.0  lb. 

160.0  to  158.0  lb. 

210.5  to  214.0  lb. 

208.0  to  209.0  lb. 

178.5  to  169.0  lb. 

206.5  to  209.0  lb. 

192.0  to  192.0  lb. 

178.5  to  178.5  lb. 


-1.0  lb. 
-3.0  lb. 
-1.0  lb. 
-0.5  lb. 
-0.5  lb. 
-4.0  lb. 
-1.0  lb. 
-3.5  lb. 
-6.5  lb. 


-22.5  lb. 

+u  lb. 
-22.5  lb. 


+2.5  lb. 
+ 1.0  lb. 
-3.0  lb. 
-2.0  lb. 
+3.5  lb. 
+ 1.0  lb. 
-9.5  lb. 
+2.5  lb. 
0 lb. 
0 lb. 


Loss 

Gain 

Balance 


- 2.5  lb. 
+ 15.5  lb. 
+ 13.0  lb. 


-14.5  lb. 
+ 10.5  lb. 
- 4.5  lb. 


Table  5 

Symptoms  and  Effects  Reported  Following  Benzphetamine  and  Placebo 


Except  for  appetite 


Didrex 

25  mg.  50  mg. 


Appetite  Loss  9 10 

Food  Intake  Loss  9 10 

Sleep  Better  l 

Sleep  Worse  5 8 

More  Alert  2 

Calmer  l 

Headaches  l 3 

Increased  Urination  i 

Increased  Sweating  i 

Light-headed  2 


Nausea,  Upset  Stomach 
Loose  Stools 
Bloating 

Abdominal  Cramping 

Dry  Mouth  1 

Ltgs  Ache,  First  Night  1 


Placebo 

V2  tab.  1 tab. 
1 1 

2 
2 

2 2 


3 1 

1 

1 

1 

1 


suppression,  these  effects  were  usually  limited  to  the  first  day  or  two  of  study. 
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PERCENT  OF 
PLACEBO  AVERAGE 


Time  !n  Hours 


benzphetamine.  Especially  noteworthy  was  the 
finding  that  large  single  doses  (200  mgm.)  did 
not  modify  fasting  hlood  sugar  curves.  These 
data  suggest  the  drug  will  he  useful  in  ohese 
patients  also  hypertensive  or  diabetic. 

Although  central  nervous  system  stimulation 
was  not  prominent  in  the  study  of  Simkin  and 
Wallace,  it  may  be  that  patient-selection  would 
explain  this.  They  studied  patients  attending  an 
obesity  clinic,  and  it  may  be  that  they  had  de- 
veloped tolerance  to  the  amphetamine  group  of 
drugs.  In  contrast,  the  men  in  this  study  had  in 
no  case  been  given  medication  for  weight  re- 
duction in  the  recent  past. 

It  seems  probable  that  the  selective  stimula- 
tion of  the  nervous  system  without  effect  on 
blood  pressure,  as  seen  in  our  data,  is  desirable. 
Patients  at  once  know  they  are  being  given  a 
potent  medication,  an  important  part  of  the  psy- 
chologic support  required  to  continue  a weight 
reduction  program.  Change  • of  dietary  habits 


may  be  facilitated  by  a drug  which  “gives  a 
boost”,  so  to  speak.  It  was  noteworthy  that  even 
after  less  sleep  than  usual,  the  men  did  not  feel 
tired.  And  in  most  cases  interference  with  sleep 
was  limited  to  the  first  night  or  two. 

Finally,  it  should  be  kept  in  mind  that  a rigid 
regimen  was  followed  in  these  studies.  In  prac- 
tice it  would  probably  be  wise  to  modify  dosage 
according  to  the  needs  of  each  particular  pa- 
tient. Giving  one-half  or  one  tablet  in  mid-morn- 
ing at  the  outset  might  well  suppress  appetite 
until  bedtime  when  stimulation  would  have  di- 
minished. The  daily  dosage  could  then  be  modi- 
fied from  time  to  time  according  to  individual 
requirements.  This  approach  is  currently  under 
study. 

SUMMARY 

Three  attributes  of  the  appetite  suppressant 
drug,  benzphetamine  hydrochloride  (Didrex®) 
were  studied. 

I.  Appetite  suppression  and  weight  loss  com- 
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parisons  of  drug  and  placebo  were  done  in  49 
obese  men  over  a four-week  period  and  in  40 
men  for  one  week.  Good  appetite  suppression 
was  obtained  with  25  mgm.  and  50  mgm.  doses 
given  thrice  daily  before  meals.  Although  there 
were  no  dietary  restrictions,  significantly  greater 
weight  loss  occurred  in  the  groups  given  25  or 
50  mgm.  doses  than  in  the  control  subjects. 

2.  Central  nervous  system  stimulation  was  fre- 
quently seen  at  both  dosage  levels  as  shown  by 
interference  with  getting  to  or  staying  asleep  the 
first  night  or  two  of  both  studies.  This  should 
readily  be  controlled  by  appropriate  flexible  dos- 
age regimens.  It  is  significant  that  blood  pres- 
sure determinations  done  before  and  after  150 
mgm.  of  drug  daily  for  four  weeks  showed  no 
significant  differences  from  each  other  or  from 
the  control  figures.  Urinalyses  and  hemoglobin 
determinations  likewise  were  not  altered.  These 


July,  1960 

data  suggest  the  drug  may  safely  be  used  in 
obese  patients  with  hypertension. 

3.  Blood  sugar  curves  in  21  normal  adult  males 
were  the  same  following  placebo  and  after  sin- 
gle 200  mgm.  doses  of  benzphetamine.  These 
data  suggest  the  drug  will  be  helpful  to  the 
obese  diabetic. 

Thus  benzphetamine  appears  to  fulfill  the  es- 
sential criteria  for  a useful  agent  in  the  manage- 
ment of  obesity  in  uncomplicated  cases  as  well 
as  in  those  complicated  by  hypertension  or  by 
diabetes  mellitus. 
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PLEA  TO  AN  M.D.  (ANY  M.D.)* 

Summer,  1960 

The  doctor  is  a worthy  gent; 

His  patients  claim  he’s  heaven-sent. 

The  man  is  knowing,  erudite; 

But,  holy  cats!  He  just  can’t  write! 

The  surgeon’s  hands  are  deft  and  skilled; 

The  surgeon’s  head  is  know-how  filled. 

Yet  why  — since  he’s  so  doggoned  bright  — 
Cannot  the  surgeon  learn  to  write? 

Dear  sons  of  old  Hipprocrates, 

Pray  hear  a troubled  nurse’s  pleas : 

Remember  that  the  gals  in  white 
Have  got  to  read  the  stuff  you  write! 

Your  physicals  and  histories. 

Like  Dead  Sea  Scrolls,  are  mysteries; 

Your  order  sheets  make  nurses  squint; 

So  please,  dear  sire,  write  right  — or  print! 

— Ceilia  Hargrove,  R.N. 

"Reprinted  from  RN  magazine,  March,  1960,  by  permission. 
Copyright  1960,  The  Nightingale  Press,  Inc.,  Oradell,  N.  J. 
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Uterine  Prolapse  in  the  Young 

Nulliparous  Female* 

A POSSIBLE  CONTRIBUTING  FACTOR 
Donald  W.  deCarle,  M.D. 

San  Francisco,  California 


Two  case  reports  illustrate  the  fact  that  the 
anthropoid  pelvis  may  he  a causative  factor  in 
uterine  prolapse. 


I N 1947,  H.  O.  JONES,  of  Chicago,  presented 
a comprehensive  discussion  on  the  subject  of 
uterine  prolapse.  In  it,  he  dealt  primarily  with 
the  multiple  problems  associated  with  uterine 
prolapse  in  general  but  emphasized  those  re- 
lated to  such  a complication  in  the  young  nul- 
liparous woman.  In  order  to  stress  the  latter, 
he  presented  the  case  history  of  a young  musical 
comedy  star  who  did  acrobatic  dancing.  A part 
of  the  dance  consisted  of  being  tossed  over  a 
high  wall  near  the  back  of  the  stage.  During 
one  of  these  particularly  strenuous  dances,  she 
was  suddenly  conscious  of  something  protruding 
from  her  vaginal  orifice.  On  examination,  this 
proved  to  be  a eompletely  prolapsed  uterus. 

Aceording  to  Jones,  the  immediate  eause  of 
this  eondition  was  the  trauma  resulting  from 
being  repeatedly  tossed  over  the  wall.  The  im- 
ponderables in  this  ease,  in  his  opinion,  how- 
ever, were  the  faetors  whieh  allowed  a proei- 
dentia  to  oeeur  in  this  partieular  young  lady. 
What  was  equally  disturbing  was  the  selection 
of  an  appropriate  operative  proeedure  whieh 
would  satisfaetorily  replaee  this  young  lady’s 
uterus  so  that  she  might  resume  her  work  with 

“Presented  before  the  Ogden  Surgical  Society  meeting.  May  20, 
1959.  (Reprod)iced  through  cooperation  with  the  ROCKY  MOUN- 
TAIN MEDICAL  JOURNAL) 


a minimum  loss  of  time.  Still  more  important 
was  the  seleetion  of  a proeedure  whieh  would 
in  no  way  interfere  with  normal  intereourse 
or  a sueceeding  pregnaney. 

Diffieulties  surrounding  this  problem  and  the 
high  pereentage  of  indifferent  operative  results 
in  patients  with  this  eomplication  were,  in  the 
opinion  of  this  operator,  due  to  failure  in  find- 
ing and  properly  evaluating  all  the  initiating 
factors  relating  to  prolapsus  uteri. 

Investigation 

Impressed  by  the  work  of  this  author  and 
beeause  of  the  general  failure  to  improve  the 
treatment  of  these  patients  in  a substantial 
number  of  those  operated,  further  investigation 
was  deemed  justified.  No  aetual  effort  to  invade 
this  highly  controversial  field  was  made,  how- 
ever, until  some  five  years  ago. 

It  was  the  original  intent  of  this  investiga- 
tion to  diseover  a more  intelligent  approaeh, 
if  possible,  to  the  problem  of  treatment  in  an 
effort  to  increase  the  number  of  patients  with 
uterine  prolapse  who  eoukl  be  suceessfully 
operated.  As  a means  of  aeeomplishing  this  end, 
it  was  thought  advisable  first  to  review  and 
whenever  possible  to  re-evaluate  all  faetors 
known  to  date  whieh  could  contribute  in  any 
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way  to  this  condition,  especially  in  the  young 
nulliparous  female.  In  the  seeond  place,  it  was 
felt  equally  essential  to  search  for  any  further 
etiologie  agents  which  could  conceivably  have 
been  previously  overlooked. 

With  these  objectives  in  view  and  on  con- 
sideration of  the  first  of  these  problems  through 
a cursory  review  of  the  voluminous  literature 
relative  to  all  and  sundry  phases  of  the  subject, 
one  is  impressed  with  the  lack  of  unanimity  of 
opinions  both  as  to  the  underlying  anatomie  as 
well  as  to  the  causative  factors  of  uteric  pro- 
lapse. 

It  was  only  at  the  end  of  the  last  eentury 
that  the  controversy  in  regard  to  the  various 
pelvic  structures  relative  to  the  etiology  of 
uterine  prolapse  was  supposedly  definitely 
settled.  This  was  aecomplished  mainly  through 
the  efforts  of  two  investigators  in  the  field, 
namely  Watkins  and  Wertheim.  It  was  their 
opinion  that  the  only  tissue  structures  believed 
to  be  of  any  marked  value  in  relation  to  support 
of  the  pelvic  organs,  namely  fascia  formations 
and  the  pelvic  musculature,  were  of  equal  im- 
portance. 

Uterine  ligaments 

Since  that  time,  however,  the  entire  subject 
of  anatomy  and  tissue  structure  as  it  relates 
to  uterine  prolapse  has  again  become  contro- 
versial. As  an  example,  the  relative  value  of 
the  so-called  ligaments  and  other  fascial  struc- 
tures has  again  been  challenged.  Their  im- 
portance to  pelvic  support,  according  to  certain 
of  the  authors,  has  been  erroneously  based  upon 
three  concepts.  The  first  of  these  maintained 
the  existence  of  sheath-like  condensations  around 
the  various  pelvic  organs.  According  to  the  in- 
vestigations, chiefly  of  Bell,  Goff,  Koster,  Lisa, 
Ricci,  Thom  and  Kron,  these  condensations  are 
not  to  be  found.  As  to  the  second  of  these  con- 
cepts, Koster,  Goff  and  Berglas,  and  Rubin, 
among  others,  contend  they  have  satisfactorily 
proved  that  the  so-called  ligaments  of  the  pelvis 
do  not  contain  similarly  described  concentra- 
tions of  connective  tissue.  Finally,  this  same 
group  of  investigators  state  that  the  last  of  these 
concepts  which  maintained  the  fixation  of  the 
fascial  connective  tissue  to  the  boney  pelvic 
walls  has,  in  their  opinion,  never  been  satis- 
factorily proved. 

Still  another  example  is  the  result  of  the  work 
of  Berglas  and  Rubin.  By  an  x-ray  procedure 


known  to  them  as  myography,  they  believe  that 
they  have  shown  conclusively  the  greater  im- 
portance of  the  musculo-pelvic  floor.  This,  in 
their  opinion,  is  particularly  true  of  the  levator 
muscles  referred  to  by  them  as  the  levator  plate. 
It  is  their  contention  that  potential  prolapse 
depends  primarily  upon  any  change  in  the  so- 
called  normal  anatomic  relationship  between  the 
uterus  and  this  levator  plate. 

Finally,  as  early  as  1917,  attention  was  first 
diverted  by  Finley  from  the  faseial  and  muscular 
structures  as  the  exelusive  sources  of  factors 
contributing  to  procidentia.  Since  then,  it  has 
become  a more  or  less  generally  accepted  opinion 
that  prolapse,  especially  in  the  nulliparous 
woman,  can  also  be  associated  with  various 
bony  deficiencies  of  the  pelvis  and  especially 
those  of  the  lower  lumbar  and/or  the  upper 
sacral  spine.  These  may  include  all  lesions  from 
the  mildest,  such  as  spina  bifida  occulta  and 
meningocele,  to  the  more  severe,  associated  with 
extrophy  of  the  bladder. 

Other  structures 

Thus,  to  date,  it  would  seem  that  all  sup- 
portive structures,  namely  muscular,  fascia,  and 
bony,  are  all  involved  in  varying  degrees  in 
the  mechanism  contributing  to  the  failure  of 
adequate  support  of  the  pelvic  organs. 

What  is  even  more  essential  to  the  solution 
of  this  problem  is  the  recognition  and  proper 
evaluation  of  all  factors  and  forces  which  have 
sufficiently  modified  these  same  tissue  struc- 
tures to  the  point  that  they  no  longer  give 
proper  support  to  the  pelvic  organs  in  general 
and  the  uterus  in  particular.  As  recently  as  1955, 
Stearns,  among  the  various  workers  in  this  field, 
stated  that  there  were  multiple  agents  of  equal 
importance  involved  as  causes  of  this  condi- 
tion. The  three  most  common,  in  his  opinion, 
were,  first,  constitutionally  inadequate  support- 
ing tissue;  seeond,  age  with  its  attending  trophic 
changes;  and  third,  trauma,  especially  that  of 
labor.  To  these  Jacobi  adds  still  a fourth,  namely 
nutritional  deficiencies. 

C onstitutional  predisposition 

As  opposed  to  the  opinion  of  these  two,  as 
well  as  that  of  many  other  investigators  in  this 
field,  von  Graff  believes  there  is  only  one  single, 
underlying  causative  faetor  in  the  etiology  of 
uterine  prolapse.  In  the  discussion  of  this  sub- 
ject, published  in  1933,  he  states  that  procidentia, 
whenever  it  occurs,  depends  primarily  on  what 
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he  calls  “individual  constitutional  disposition.” 
This  he  qualifies  as  a functional  inefficiency  of 
the  mesodermal  structures  whose  inherent  “con- 
stitution” is  “definitely  determined  for  each  in- 
dividual at  the  moment  of  fusion  of  her  parental 
germinal  cells.”  This,  in  other  words,  accounts 
for  the  marked  variation  in  behavior  in  different 
individuals  in  the  presence  of  the  same  identical 
physiologic  event.  For  example,  von  Graff  points 
out  that  as  opposed  to  the  nulliparous  woman 
with  procidentia,  there  are  numerous  women 
who  may  have  had  up  to  10  or  even  more  de- 
liveries with  no  evidence  of  uterine  descensus. 

According  to  this  theory  of  von  Graff,  all 
other  causative  factors  as  cited  by  Stearns,  Jacobi 
and  others,  such  as  trauma,  age,  and  nutritional 
deficiencies,  are  initiating  agents  only  of  uterine 
prolapse.  They  favor  the  development  of  de- 
scensus exclusively  in  those  individuals  who 
possess  such  functional  inefficiency  of  the  meso- 
dermal structures. 

Based  upon  this  reasoning,  von  Graff  divides 
all  women  with  uterine  prolapse  into  four  main 
groups  according  to  age  and  to  intensity  of 
this  deficiency.  The  first  of  these  groups  and 
the  one  of  primary  interest  in  this  discussion 
includes  virgins  and  all  other  nulliparous  women 
with  prolapse.  Among  these,  he  recognizes  cer- 
tain stigma  as  evidence  of  mesodermal  inef- 
ficiency. They  include  spina  bifida  occulta  along 
with  displacements  of  the  uterus,  and  various 
manifestations  of  enteroptosis.  Also  included  in 
this  group  are  certain  general  structural  types 
identified  by  him. 

Of  all  the  theories  offered  to  date  as  to  the 
factors  underlying  uterine  prolapse,  that  of  von 
Graff,  based  upon  congenital  inadequacy,  would 
seem  to  offer  the  most  logical  explanation  of 
this  condition,  especially  as  applied  to  the  nulli- 
parous female. 

As  previously  stated,  it  became  the  second 
objective  of  this  investigation  to  search  for  any 
other  contributory  agents  which  might  possibly 
have  been  previously  overlooked.  It  was  hoped 
by  this  means  also  to  discover  further  evidence 
which  might  be  found  helpful  in  either  proving 
or  disproving  von  Graff’s  theory  of  mesodermal 
incompetence.  This  study,  as  will  become  ap- 
parent, is  still  in  its  incipiency.  It  must,  there- 
fore, be  considered  in  the  nature  of  a preliminary 
report  only. 

Although  as  a result  of  Finley’s  discovery. 


x-ray  of  the  lower  spine  had  become  an  estab- 
lished procedure  in  the  routine  study  of  uterine 
prolapse,  especially  in  the  nulliparous  woman,  a 
comparative  few  had  been  shown  to  have  any 
evidence  of  bony  defection  of  this  type.  It  was 
decided,  therefore,  to  study  the  bony  stnicture 
of  the  pelvis  in  its  entirety. 

The  initial  investigation  was  a complete  x-ray 
study  of  the  bony  pelves  of  two  patients  who 
presented  unusual  problems.  Their  case  histories 
are  herewith  given  in  detail. 

CASE  REPORTS 

Case  1:  Miss  M.  A.,  a nulliparous  young 
woman  aged  29,  was  first  seen  because  of  pelvic 
discomfort.  Physical  examination  was  essentially 
negative,  except  that  the  patient  herself  pre- 
sented a picture  of  a female  with  general  bony 
structure  definitely  larger  than  average.  Ex- 
amination of  the  pelvis  showed  an  ovarian  cyst 
with  a freely  movable  3°  retroversion  of  the 
fundus  and  general  pelvic  relaxation.  After  a 
period  of  observation  of  some  18  months,  sur- 
gery was  decided  upon  because  of  enlargement 
of  the  cyst  with  symptoms  suggestive  of  torsion 
of  the  pedicle.  Unfortunately,  because  of  the 
pelvic  symptoms,  uterine  suspension  was  at- 
tempted at  the  time  of  surgery.  It  was  noted 
that  the  pelvis  was  unusually  large  with  extra 
long,  rudimentary  sacro-uterine  ligaments.  Im- 
brication of  the  latter  was  done,  however,  along 
with  a modified  Gilliam  suspension.  Within  two 
months  of  the  operation,  all  pelvic  symptoms 
had  returned.  A recurrence  of  the  retroversion 
with  evidence  of  marked  descensus  was  found. 
X-ray  at  this  time  showed  no  occult  spina  bifida. 
Study  of  the  pelvis  tiself,  however,  showed  a 
large  anthropoid  type  of  pelvis.  A subsequent 
Manchester  type  of  procedure  with  amputation 
of  a markedly  elongated  cervix  was  carried  out. 
All  symptoms  and  findings  again  returned  within 
a few  months  after  this  second  operation. 

Case  2:  Mrs.  A.  J.,  a nulliparous  married 
woman,  when  first  seen  at  the  age  of  26,  com- 
plained of  some  vaginal  discomfort.  A markedly 
elongated  cervix  with  a freely  movable  retro- 
verted  uterus  with  some  evidence  of  prolapse 
was  found  on  vaginal  examination.  This  patient 
conceived  shortly  thereafter  and  delivered  at 
term  without  difficulty.  Although  the  cervix  was 
found  to  protrude  and  descensus  was  more 
marked,  surgery  was  deferred.  Following  a sec- 
ond term  pregnancy,  wlien  the  prolapse  was 
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increased  and  because  of  an  active  chest  lesion 
which  precluded  more  pregnancies,  a vaginal 
hysterectomy  was  done.  The  patient  was  then 
31  years  of  age.  X-ray  of  this  pelvis  also  showed 
a type  of  pelvis  similar  to  that  found  in  the  first 
patient.  ( Her  rather  large  skeletal  structure, 
kmown  to  Caldwell  and  his  group  as  the  anthro- 
poid type,  was  also  noted  at  this  time.) 

Following  the  x-ray  study  of  these  two  pa- 
tients, it  was  decided  to  investigate  all  nulli- 
parous  patients  seen  by  us  with  uterine  prolapse, 
of  39  years  or  younger,  and  all  others  whose 
history  of  the  onset  of  this  complication  preceded 
this  age.  This  study  consisted  primarily  of  pelvic 
x-ray  whenever  possible,  otherwise  in  clinical 
examination  of  the  pelvis  in  general  and  the 
bony  pelvis  in  particular. 

The  case  histories  of  all  nulliparous  women 
treated  for  uterine  prolapse  in  the  past  10  years 
at  Children’s  Hospital  were  also  studied.  There 
were  some  53  in  all,  out  of  whieh  only  10  were 
of  39  years  or  younger.  Since  then,  studies  of 
two  more  patients  have  been  added. 

To  date,  seven  patients  by  x-ray  and  probably 
two  more  out  of  the  14,  were  found  to  present 
evidence  of  the  existence  of  the  anthropoid 
pelvis.  This  pelvis,  with  its  unusually  large  inlet, 
especially  the  anteroposterior  dimensions  and 
the  presence  of  the  straight  sacrum,  suggests 
definite  inherent  weaknesses  of  the  pelvic  shng. 
Members  of  the  X-ray  department  at  Children’s 
Hospital  frequently  refer  to  the  woman  with 
this  type  of  pelvis  as  “Fanny  Open  Bottom.” 
Recognition  of  women  with  such  a type  of  pelvis, 
even  in  the  absenee  of  an  x-ray,  is  possible.  The 
true  anthropoid  type  of  female,  as  described 
by  Caldwell  and  Malloy,  is  usually  taller  than 
average  but  may  at  times  have  short  legs  with 
a proportionally  large  torso. 

Discussion 

The  question  naturally  arises  as  to  the  relative 
value  of  such  a study  to  the  over-all  solution 
of  the  problem  of  uterine  prolapse  in  general 
and  in  the  young  nullipara  in  particular.  One 
can  only  say  that  the  larger  size  and  greater 
depth  of  the  pelvis  associated  with  uterine  pro- 
lapse has  been  previously  noted  at  various  times 
in  the  literature.  However,  to  our  knowledge,  no 
attempt  has  been  made  thus  far  to  establish  any 
particular  type  of  pelvis  as  predominant  in  these 
women  prone  to  prolapse.  In  view  of  our  find- 
ings, so  far,  however,  the  possibility  that  one 


type  in  particular,  as  opposed  to  all  others, 
strongly  suggests  itself.  This  particular  pelvis 
is  referred  to  by  Caldwell  and  Malloy  as  the 
anthropoid  pelvis;  Murphy  as  “infantile  pelvis,” 
and  previously  by  Baudoloque  as  the  “assimila- 
tion pelvis.”  All  implv  faulty  development;  all 
imply  faulty  mesodermal  structure,  as  suggested 
by  von  Graff. 

In  consideration  of  any  clinical  significance 
of  such  a finding,  it  should  be  noted  that  treat- 
ment of  any  complieation  of  this  kind  can  be 
divided  into  ( 1 ) preventive,  ( 2 ) conservative, 
and  (3)  definitive. 

Regarding  the  question  of  preventive  treat- 
ment in  gynecology  in  general,  Schuman  in  a 
recent  talk  stated  that  “in  gynecology,  we  are 
still  entirely  too  surgically  minded.  We  can  cure 
disease  rather  than  attempt  to  prevent  it.”  He 
then  concludes,  “I  believe  that  it  may  be  said 
that  should  the  gynecologist  devote  himself  with 
great  assiduity  to  the  prevention  of  the  oc- 
currence of  lesions  of  the  pelvic  organs,  his 
work  will  be  crowned  with  success.” 

Preventive  treatment 

Thus,  the  preventive  forms  of  treatment  in 
this,  as  in  any  other  gynecologic  condition, 
should  assume  a new  importanee.  It  is  difficult, 
however,  with  our  present  knowledge,  to  find 
any  application  of  this  or  any  other  positive 
finding  of  any  specific  value  in  the  preventive 
treatment  of  uterine  prolapse  in  the  nulliparous 
woman.  However,  in  our  opinion,  it  does  not 
have  a definite  application  in  preventive  treat- 
ment of  this  condition  in  general,  especially  in 
the  field  of  obstetrics.  It  is  particularly  within 
the  province  of  the  obstetrician  to  choose  those 
methods  of  procedure  in  delivery  which  are 
least  likely  to  further  weaken  supportive  struc- 
tures which  are  already  inherently  defective. 
This  applies  to  any  pelvis  in  which  an  extrophy 
of  the  bladder  has  occurred  with  its  associated 
bony  defects.  It  also  applies  to  any  pelvis  with 
other  associated  bony  defects  such  as  men- 
ingocele, spina  bifida,  or  spina  bifida  occulta. 
Finally,  in  our  opinion,  it  also  applies  to  pa- 
tients in  whom  an  athropoid  type  of  pelvis  may 
be  found. 

Surgical  treatment 

Because  it  is  of  little  value  to  any  group 
primarily  interested  in  surgery,  the  second  or 
conservative  form  of  treatment  will  not  be 
considered  here.  The  question  finally  arises  as 
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to  any  importance  such  as  investigation  might 
have  in  the  definitive  or  surgical  treatment  of 
uterine  prolapse.  Until  that  day  which  Schuman 
visualizes  when  and  if  all  such  gynecologic  com- 
plications can  be  entirely  prevented,  surgery 
must  play  an  important  role  in  their  correetion. 
Thus,  for  an  indefinite  period  of  time  to  come, 
any  factors  found  which  could  be  of  added  help 
in  approaehing  the  problem  of  prolapse,  es- 
pecially in  the  young  nulliparous  woman,  ean  be 
of  distinct  importance. 

To  be  of  value  in  this  latter  group,  however, 
any  operative  procedure  must  return  the  uterus 
to  its  normal  position.  It  must  not  interfere  with 
normal  intercourse.  Even  more  important,  it 
must  in  no  way  handicap  or  prevent  a sueceed- 
ing  pregnaney,  should  that  occur. 

This  eliminates  a vast  majority  of  the  300  or 
more  surgical  procedures  described  in  the  past 
in  the  treatment  of  uterine  prolapse.  Assuming 
the  large  anthropoid  pelvis  to  be  present  in  at 
least  a definite  percentage  of  these  patients,  the 
presence  of  the  elongated  sling  and  the  resulting 
rudimentary  sacro-uterine  and  round  ligaments 
could  conceivably  account  for  failure  in  certain 
of  these  procedures.  This  is  especially  true  of 


those  which  depend  upon  these  same  ligaments. 

It  was  not  until  1914  that  the  work  of  Fother- 
gill,  along  with  that  of  Donald  in  Manchester, 
dispelled  the  theory  that  a cure  for  uterine 
prolapse  could  only  be  accomplished  by  narrow- 
ing the  vagina.  This  followed  closely  upon  the 
discovery  of  Machenrodt  of  the  ligaments  which 
bear  his  name.  It  is  utilization  of  these  ligaments 
which  forms  the  basis  for  the  Manchester  of 
Donald-Fothergill-Shaw  operation,  described  at 
that  time. 

It  would  seem  that  the  very  fact  that  this 
same  operation  has  survived  even  to  the  present 
proves  it  to  be  the  one  procedure  whieh  has 
best  corrected  uterine  prolapse  in  the  largest 
number  of  nulliparous  patients  to  date.  How- 
ever, this  fact  combined  with  the  substantial 
percentage  of  failures  in  the  operative  treatment 
of  this  condition,  even  in  the  most  eapable  hands, 
would  definitely  imply  that  there  are  other 
faetors  which  contribute  to  the  cause  of  pro- 
cidentia uteri  which  as  yet  remain  undetected. 
Until  that  time  when  they  are  diseovered  and 
properly  evaluated,  such  an  investigation  as  is 
herewith  presented  would  seem  to  be  definitely 
justified. 


DR.  JOHN  D.  PORTERFIELD 

DEPUTY  SURGEON  GENERAL,  U.  S.  PUBLIG  HEALTH  SERVIGE 

Of  the  10  million  persons  in  the  nation  who  have  heart  disease  — 4 million  — 
40  per  cent  — are  65  or  older.  At  any  given  time,  some  750,000  persons  have 
cancer  and  most  of  these  are  persons  who  are  over  65.  Almost  3 million  persons 
have  diabetes  and  the  elderly  have  more  than  their  proportionate  share.  This 
is  also  true  of  the  5 million  who  suffer  from  arthritis  and  the  6 million  who  are 
affeeted  by  related  rheumatic  disorders. 

Forty-three  per  eent  of  those  who  are  65  or  older  are  limited  in  activity  — 
compared  to  10  per  cent  of  all  ages.  Only  3 per  cent  of  all  ages  have  limitations 
of  mobility  — compared  with  19  per  eent  of  those  who  are  over  65. 

Hearings  on  Health  Needs  of  the  Aged  (April  4-6, 1960) 


ONE  and  only  ONE 


PER 

DAY  will  economically 


control  appetite  in  weight  reduction 
or  relieye  the  nervous  symptoms  of 
anxiety  and  the  underlying  depression. 


Timed  AMOrfea:  CAPSULES  (Testagar)  furnish  a controlled  uniform  action. 
The  medications  provide  prolonged,  continuous  therapeutic  effect  from  active 
ingredients  over  a period  of  6 to  10  hours. 

Following  ingestion  of  one  Timed  AMOdex  CAPSULE,  small  amounts  of 
the  medication  are  released  immediately. 

Each  Timed  AMOdea:  CAPSULE  contains  a daily  therapeutic  dose  of: 


Dextro-amphetamine  hydrochloride 15  mg., 

Amobarbital  60  mg. 

PROTRACTED  THERAPEUTIC  EFFECT 


AMOdex 

ADVANTAGES 

HIGH-LEVEL  ANOREXIGENIC 
ACTIVITY  WITHOUT 
NERVOUS  EXCITATION 
SMOOTH,  UNIFORM 
ACTION 

THERAPEUTIC  EFFECT 
LASTING  6 TO  10  HOURS 
ONLY  ONE  DOSE  DAILY 
aiNICALLY  ECONOMICAL 
TO  THE  PATIENT 


Before  the  development  of  Timed  AM.Odex  (Testagar)  the  usual  (lose  of 
Dextro-amphetamine  hydrochloride,  for  the  control  of  appetite,  was  one 
5 mg.  tablet  two  or  three  times  a day.  The  usual  dose  of  Amobarbital  ranged 
from  20  to  40  mg.,  two  or  three  times  a day.  On  such  a dosage  regimen  the 
absorption  of  the  drugs,  after  ingestion,  takes  place  quite  rapidly.  The  thera- 
peutic activity  occurs  within  one-half  to  one  hour.  When  the  therapeutic  peak 
is  reached,  a gradual  decline  takes  place.  At  this  point,  the  patient  should 
receive  another  dose  of  medication  . . . the  cycle  is  then  repeated. 

Patients  frequently  fail  to  follow  the  physician’s  instructions.  They  take 
medication  at  irregular  intervals.  When  this  occurs  with  drugs  such  as 
dextro-amphetamine  sulfate,  phosphate  or  hydrochloride,  excitation  may 
result.  A Balanced  combination  of  Dextro-amphetamine  hydrochloride,  the 
preferred  salt,  plus  a balanced  daily  dose  of  Amobarbital  will  give  the 
expected  therapeutic  results  without  excitation. 

Timed  AMOdex,  after  ingestion,  releases  Dextro-amphetamine  Hydro- 
chloride and  Amobarbital  steadily  and  uniformly  over  a period  of  6 to  10 
hours.  Therefore,  the  physician  may  dispense  with  the  usual  dosage  schedule 
thereby  attaining  better  control  of  therapy.  The  patient  will  receive  the  bene- 
fits of  even  and  sustained  therapeutic  effects.  Side  reactions  such  as  anxiety 
and  excitation  are  greatly  minimized. 


Timed  AMOdex  CAPSULES 
are  manufactured  under 
these  patent  numbers; 

2,736,682  - 2,809,916 

2,809,917  - 2,809,918 
Which  provide  prolonged, 
continuous  therapeutic 
effect  over  a period  of 
6-10  hours 


ACTION  AND  USES 

Timed  AMOdex  CAPSULES  (Testagar)  supply  the  antidepressant  and 
mood-elevating  effects  of  Dextro-amphetamine  hydrochloride  and  the  calming 
action  of  Amobarbital.  Timed  AMOdex;  elevates  the  mood,  relieves  nervous 
tension,  restores  emotional  stability  and  the  capacity  for  mental  and  physical 
effort. 

INDICATIONS 

Timed  AMOdex  is  the  preferred  treatment  in  anxiety  states  and  in  the 
management  of  obesity.  Timed  AMOdex  may  also  be  used  in  the  treatment 
of  Depressive  states.  Alcoholism,  Nausea  and  Vomiting  of  Pregnancy. 
DOSAGE  The  Daily  Dose  of  Timed  AMOdex  (Testagar)  IS  ONE  CAP- 
SULE ON  ARISING  OR  AT  BREAKFAST. 

SUPPLIED  Bottles  of  100  and  1000  capsules,  available  at  all  pharmacies. 
Also  supplied  in  half  strength  as  Timed  AMOdex,  Jr. 
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THE  MEDICAL  JOURNAL  ARGUMENT 


Lindsay  E.  Beaton,  M.D. 


Before  the  deeision  was  made  to  have  the  Ari- 
zona Aledical  Association  undertake  the  publi- 
cation of  Arizona  Medicine,  the  Editor  asked  the 
Board  of  Directors  seriously  to  consider  the  pos- 
sibility of  discontinuance.  He  thereby  acknowl- 
edged not  only  the  special  problems  of  our  jour- 
nal but  also  the  existence  of  strong  opinion  that 
there  are  too  many  medical  magazines  and  par- 
ticularly too  many  sponsored  by  State  societies. 

Already  is  it  clear  that  the  judgment  to  per- 
petuate Arizona  Medicine  and  to  publish  it  our- 
selves was  correct.  Technical  contraindications 
have  vanished  with  the  change  in  management, 
and  the  periodical  has  become  a worthy  rostrum 
for  scientific  contributions  and  a bright  and  live- 
ly envoy  of  the  Association.  It  is  taking  giant 
strides  under  the  direction  of  an  exceptionally 
able  and  devoted  editor  and  an  imaginative  and 
conscientious  editorial  staff.  This  essay  discusses 
the  general  reasons  that  indicate  a need  for  a 
State  medical  journal;  to  it  should  only  be  added 
our  felicitations  to  Dr.  Neubauer  and  his  associ- 
ates for  giving  immediate  substance  to  our  hopes. 

Any  physician  who  has  neglected  his  reading 
for  a month  and  has  suddenly  faced  a reproach- 
ful heap  of  periodicals  will  be  tempted  to  make 
noises  of  fervent  assent  to  the  regular  and  pre- 
dictable eruptions  of  those  who  violently  be- 
lieve that  there  are  too  many  medical  journals. 
But,  after  the  echoes  of  the  hallelujahs  have  died 
away,  one  is  chilled  by  such  propositions  as  that 
made  some  years  ago  by  Henry  Davidson  in 
Medical  Economics  that  the  medical  literature 
be  restricted  through  limiting  each  specialty  to 
two  journals,  or  by  the  often  repeated  recom- 


mendation that  State  Medical  Association  mag- 
azines be  abolished.  This  sounds  like  a classic 
case  of  the  old  banality  of  an  uncomfortable  dis- 
ease and  a fatal  cure. 

In  the  first  place,  are  there  too  many  medical 
publications?  Can  there  be  too  much  knowledge? 
Is  there  such  a thing  as  a plethora  of  facts?  Only 
if  a certain  assumption  is  made.  If  a busy  clini- 
cian feels  that  he  must  read  word  for  word  every 
article  in  the  world  literature  related  to  his  field, 
then  there  are  surely  too  many  journals.  How- 
ever, there  is  a word  for  this.  It  is  obsessive.  If 
any  physician  has  set  himself  this  Sisyphean  la- 
bor, he  had  better  put  aside  that  last  issue  of 
the  Annals  of  Pipe  Dreams  and  hurry  uptown  to 
see  one  of  his  confreres.  You  know  which  one. 
Colleagues  who  complain  on  the  other  side  that 
they  can  read  only  two  journals  thoroughly  a 
month  can  perhaps  get  by  with  a remedial  read- 
ing teacher. 

What  is  the  purpose  of  the  medical  literature? 
Fundamentally  to  instruct,  to  call  attention  as 
quickly  as  possible  to  new  data  which  will  as- 
sist the  practitioner  in  caring  for  the  sick.  Sec- 
ondly, to  provide  channels  of  communication 
between  physicians  interested  in  common  prob- 
lems. Thirdly,  to  create  the  formulated  body  of 
knowledge  of  medical  science.  Fourthly,  to  re- 
inforce the  linkages  that  make  organized  medi- 
cine organized,  through  reports  of  societies  and 
meetings  and  through  discussion  of  the  many 
matters  which,  though  non-professional,  are  of 
vital  concem  to  all  doctors. 

The  last  of  these  functions  causes  little  con- 
test, though  there  are  those  who  disagree.  A let- 
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ter-writer  to  another  periodical  has  complained 
of  being  obliged  to  receive  the  Journal  of  the 
American  Medical  Association  because  of  mem- 
bership in  the  American  Medical  Association. 
The  gentleman  may  be  reminded  that  he  is  still 
a physician,  no  matter  how  narrow  or  famous  a 
specialist.  His  attitude  is  divisive;  and  the  body 
of  Medicine  badly  needs  to  remain  whole.  Every 
M.D.  should  read  the  Journal  of  the  American 
Medical  Association  and  the  publication  of  his 
State  Association  for  news  content  and  for  gen- 
eral medical  information.  If  we  must  lay  down 
rules,  perhaps  there  should  be  one  compelling 
the  specialist  to  study  a given  number  of  arti- 
cles outside  his  own  field  every  month. 

Medical  periodicals  are  not  ephemeral. 
“Books,”  said  Thomas  Jefferson,  “constitute  cap- 
ital; a library  book  lasts  longer  than  a house;  it 
is  not,  then,  an  article  of  mere  consumption,  but 
it  is  capital.”  This  is  true  of  medical  journals; 
more  than  medical  books  they  represent  the  in- 
vested funds  of  Medicine.  In  them  live  bound- 
less resources,  ready  for  release  by  the  simple 
act  of  reference.  Journals  are  meant  to  be  kept. 
The  vandalism  of  physicians  who  throw  periodi- 
cals away  unopened  is  shocking.  Even  in  large 
cities  with  ample  library  facilities  doctors  treas- 
ure their  own  collections  of  the  literature.  Com- 
plete files  in  the  Univeristy  stacks  are  often  less 
useful  than  the  loved  volumes  on  one’s  own 
shelves. 

Journals  are  irreplaceable  as  the  open  roads 
of  scientific  interchange.  But  every  article  is  not 
meant  for  every  reader.  At  the  extreme  one 
could  easily  defend  the  position  that  a paper 
that  is  read  by  a single  interested  confrere  was 
worth  the  writing.  You  may  have  never  heard 
of  your  kindred  spirit,  and  he  may  live  a half  a 
world  away,  but  you  are  brothers.  Remember, 
after  your  first  published  effort,  when  you  got  a 
reprint  request  postcard  from  Tegucigalpa  or 
Helsinki?  The  very  existence  of  numerous  med- 
ical periodicals  provides  representation  for  var- 
ied scientific  interests  and  local  problems  and  is 
a strong  force  for  true  internationalism  in  the 
profession. 

Most  important  of  all  is  the  educational  action 
of  journals  in  constantly  supplying  new  tools  to 
implement  the  physician’s  therapeutic  need.  The 
sacrifice  of  a number  of  publications  would  in 
effect  reduce  post-graduate  instruction.  Of 
course,  the  literature  is  repetitious.  It  is  bad 
enough  to  burn  printed  information;  it  is  worse 


to  prevent  its  birth  in  type.  Who  are  the  omisci- 
ent  editors  who  will  decide  which  elite  papers 
are  entitled  to  contracted  journal  space?  And 
what  criteria  will  they  use?  The  research  that 
some  find  “mediocre”  may  throw  light  on  a 
little  project  of  mine.  The  “routine”  case  report 
may  jog  my  memory  and  save  a patient’s  life. 
The  “monotonous”  review  of  the  literature  is 
what  I ordered  — just  so  I do  not  have  to  dig 
out  the  source  material  for  myself. 

Not  that  journals  cannot  be  improved  in  the 
interest  of  more  efficient  service  to  the  sub- 
scriber. Adequate  summaries,  in  several  lan- 
guages, could  be  the  rule  for  all  contributions. 
Many  scan  summaries  as  guides  to  what  they 
want  to  study  more  thoroughly.  More  careful  or- 
ganization of  articles,  so  one  could  skim  them 
quickly  without  getting  bogged  down  in  detail, 
would  add  to  the  speed  of  reading.  But  the  final 
need  is  good  reading  habits  on  the  part  of  the 
doctor.  And  that,  as  Mr.  Kipling  said,  is  another 
story. 

Each  specialty  should  have  an  abstracting 
journal.  Excerpta  Medica  meets  the  need  only  in 
part;  its  condensations  are  too  brief  and  caprici- 
ously classified.  Abstracts  in  the  Journal  of  the 
American  Medical  Association  and  the  specialty 
organs  are  too  selective  to  grant  broad  cover- 
age. A system  of  publication  on  filing  cards,  like 
those  issued  by  the  Wistar  group  of  periodicals, 
might  be  the  most  efficient  answer  to  the  prob- 
lem. The  physician  would  then  have  the  nucleus 
for  a reference  file  of  bibliographies  in  his  field. 
With  photostats  and  microfilms,  with  reprints, 
with  the  Index  Medicus  now  published  monthly 
by  the  National  Library  of  Medicine,  and  with 
one’s  own  books  and  bound  periodicals,  the 
clinician  could  collect  a personal  library  of  tre- 
mendous utility.  Yes,  it  would  cost  a httle,  but 
can  the  doctor’s  money  find  better  use? 

As  a practicing  physician  I am  against  any 
move  which  would  reduce  the  amount  of  infor- 
mation available  to  me.  I would  risk  a lot  of  re- 
dundancy to  assure  a rich  and  free  medical 
press.  If  I must  choose,  I would  rather  see  more 
journals  than  fewer.  And  one  of  the  first  I want 
is  my  own  State  Association  publication. 

Osier  once  wrote,  “It  is  astonishing  with  how 
little  reading  a doctor  can  practice  medicine, 
but  it  is  not  astonishing  how  badly  he  may  do 
it.”  An  argument  against  curtailment  of  the  pro- 
fessional literature  is  on  the  side  of  the  angels. 
Or  at  least  of  Sir  William  Osier. 
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SUMMARY  OF  ANNUAL  REPORTS 
BY  COMMITTEE  ON  REPORTS 
AMA  ANNUAL  MEETING 

Scottsdale,  May  4,  1960 

The  Committee  on  Reports  recognizes  that 
our  delegates  have  received  the  complete  com- 
mittee reports  and  have  thoroughly  digested  all 
the  details.  However,  it  has  been  our  charge  to 
summarize  such  reports  for  final  reading  on 
the  floor  of  the  house.  The  committee  apologizes 
for  any  omissions  and  hopes  that  the  authors 
of  the  various  reports  will  understand  the  dif- 
ficulty in  summarizing  and  digesting  a report 
that  contains  issues  and  discussions  all  of  which 
are  important.  The  committee  would  be  remiss 
if  it  would  not  congratulate  the  various  com- 
mittees who,  over  the  past  year,  have  been  most 
diligent  in  their  efforts  and  have  sacrificed 
themselves  and  their  time  way  and  beyond  the 
call  of  duty.  As  Chairman  of  Committee  on 
Reports  I should  like  to  thank  the  individual 
members  of  my  committee  for  the  effort  in 
drawing  up  the  summaries  as  will  be  given. 

REPORT  OF  THE  DELEGATE  TO  AMA 
The  delegate  to  the  American  Medical  As- 
sociation, Dr.  Jesse  D.  Hamer,  comments  upon 
the  honor  and  pleasure  of  his  twenty-five  year 
tenure  in  this  office  and  other  offices  of  our 
association.  The  Committee  on  Reports  would 
be  remiss  if  it  were  not  to  point  out  to  the 
House  of  Delegates  the  extremes  of  sacrifice 


shown  by  this  officer  over  these  many  years. 
All  meetings  have  been  attended  with  the  ex- 
ception of  two. 

All  meetings  were  attended  this  year  to  the 
House  of  Delegates  of  the  AMA,  the  meeting 
at  Atlantic  City  in  June  and  the  Clinical  Session 
in  Dallas  in  December.  Other  meetings  that 
were  attended  were  the  conference  at  Salt  Lake 
City  in  April,  1959,  conference  at  Atlantic  City 
in  June,  1959;  workshop  in  Ann  Arbor,  Michigan 
June,  1959  sponsored  by  the  HEW,  Washing- 
ton, D.  C.  Also  a meeting  was  attended  in 
April,  1959  with  the  AMA  and  Senator  Gold- 
water.  Several  meetings  were  attended  in  Ari- 
zona. All  of  these  were  concerned  with  the 
problem  of  the  aging  and  the  aged. 

A meeting  was  attended  July,  1959  before 
the  U.  S.  House  Ways  and  Means  Committee  to 
file  and  present  a statement  against  the  Forand 
Bill. 

A summary  of  the  activities  of  the  above 
meetings  were  presented  to  the  Professional 
Committee  of  our  association.  The  Committee 
on  Reports  moves  that  this  portion  of  the  report 
with  singular  attention  to  a devoted,  honorary 
servant  of  Arizona  Medicine,  Jesse  D.  Hamer. 

REPORT  OF  NORTHEASTERN 
DISTRICT  DIRECTOR 

The  District  Director  points  out  the  increase 
in  population  in  the  counties  of  Navajo,  Apache 
and  Gila  and  the  need  for  more  physicians  is 


414 


Arizona  Medicine 


July,  1960 


in  evidence.  The  Committee  urges  every  mem- 
ber of  the  State  Association  to  attempt  to  in- 
terest younger  men  in  practicing  in  smaller 
tovi^ns  especially  in  the  areas  mentioned.  It  is 
felt  by  the  Director  that  the  next  candidate  for 
membership  of  the  Board  from  this  area  of 
Arizona  should  be  selected  from  Gila  County, 
which  has  not  been  represented  for  some  nine 
years. 

REPORT  OF  NORTHWESTERN 
DISTRICT  DIRECTOR 
The  Director  reports  the  formation  of  a 
Northern  Arizona  Academy  of  General  Practice 
and  completion  of  the  Northern  Arizona  Medi- 
cal Seminar  which  is  to  be  held  again  this  year. 
The  initiation  of  investigation  of  care  of  civilians 
by  Military  Medical  Officers  at  the  Navajo 
Ordinance  Depot  Hospital  at  Belmont  was 
noted.  The  District  Director  has  been  working 
with  officials  at  Arizona  State  College,  Hospital 
Administrators,  Nurses  and  Laity  to  promote 
two  year  nursing  course  at  the  College  in  Flag- 
staff. 

REPORT  OF  SOUTHWESTERN 
DISTRICT  DIRECTOR 
“All  quiet  on  the  Southwestern  Front!!”  All 
“polio  shots”  campaigns  were  handled  by  the 
physicians  — no  unions  were  called  on  to  aid  in 
our  program. 

REPORT  OF  SOUTHERN 
DISTRICT  DIRECTOR 
The  Director  from  the  Southern  district  has 
attended  all  the  Board  of  Directors  meetings 
as  well  as  meetings  of  local  medical  society 
throughout  the  year.  As  Chairman  of  the  Pro- 
fessional Liaison  Committee  his  activities  have 
been  voluminous  in  that  respect  and  all  meetings 
were  attended.  Nothing  unusual  in  the  district 
at  large  is  worthy  of  report. 

REPORT  OF  CENTRAL  DISTRICT 
DIRECTOR 

The  Central  District  Director,  even  in  face 
of  personal  illness,  has  been  kept  well  informed 
of  the  activities  in  his  district  and  the  most 
recent  meetings  have  all  been  attended.  The 
Director  commends  the  tireless  efforts  of  our 
Exceutive  Secretary,  Mr.  Robert  Carpenter  and 
of  the  entire  Central  Office  force.  Through  their 
help  he  was  able  to  carry  on  his  charge  of  office 
in  an  excellent  manner.  The  Director  reports 
that  the  year  in  regard  to  the  Central  district 
was  most  quiet  and  there  were  no  problems  of 


unusual  magnitude. 

REPORT  OF  GRIEVANCE  COMMITTEE 

A total  of  16  complaints  were  directed  to  the 
Grievance  Committee.  Of  this  number,  3 were 
ultimately  withdrawn  by  the  plaintiff,  9 were 
referred  to  the  proper  component  county  medi- 
cal societies  and  2 were  brought  before  a meet- 
ing of  the  committee  and  officially  heard.  Two 
are  pending  before  the  State  Committee.  Two 
cases  heard  by  the  committee  were  reported  to 
the  Board  of  Directors  with  recommendations 
which  were  upheld  by  that  body. 

The  Grievance  Committee  feels  compelled  to 
request  the  attention  of  every  physician  to  recog- 
nize that  public  confidence  in  organized  medi- 
cine must  be  maintained.  Committees  must  be 
willing  to  perform  delicate  and  sometimes  most 
difficult  tasks.  Component  county  medical  so- 
cieties must  accept  their  responsibility  and  act 
upon  a complaint  fairly  and  with  a minimum  of 
time  or  the  effectiveness  is  lost  or  at  least  ques- 
tionable. Your  Grievance  Committee  in  keeping 
medicine’s  house  in  order  is  maintaining  public 
confidence  in  the  profession  as  a whole.  The 
Committee  requests  that  physicians  never  lose 
sight  of  the  fact  that  today,  as  never  before,  a 
physician’s  every  action  reflects  not  only  on  him- 
self but  also  upon  the  entire  profession. 

REPORT  OF  HISTORY  AND  OBITUARIES 
COMMITTEE 

Fourteen  members  of  the  Arizona  Medical 
Association,  Inc.  were  lost  to  the  Association 
through  death  from  May  I,  1959  to  the  present. 
The  committee  reported  with  satisfaction  that 
the  association  has  caused  to  be  bound  in  6 
volumes  and  filed  in  the  central  office  of  the 
association  a collection  of  medical,  historical 
material  pertaining  to  Arizona  which  was  col- 
lected and  left  by  the  late  Dr.  Orville  Harry 
Brown.  The  committee  also  reported  that  Miss 
Eleanor  B.  Sloan,  historical  secretary  of  the  Ari- 
zona Pioneer’s  Society  volunteered  to  help  and 
cooperate  with  members  of  the  association  who 
wish  to  use  material  in  and  from  the  library 
of  that  society  for  study  and  research  into  mat- 
ters pertaining  to  the  history  of  medicine  in 
Arizona.  The  committee  recommended  that  Miss 
Sloan  be  given  appropriate  recognition  and 
thanks  for  her  offer  and  that  this  offer  be  given 
suitable  publicity  through  Arizona  Medicine  so 
that  members  of  the  association  might  become 
aware  of  this  opportunity. 


Vol  17,  No.  7 


Arizona  Medicine 


415 


REPORT  OF  THE  INDUSTRIAL 
RELATIONS  COMMITTEE 

The  Industrial  Relations  Committee  has  met 
at  monthly  intervals  except  for  the  month  of 
August.  Basic  activity  of  such  committee  is  for 
the  most  part  in  counseling  the  claims  depart- 
ment and  the  department  of  fees  of  the  Indus- 
trial Commission  of  Arizona.  The  Committee 
reports  the  impression  that  many  of  the  problems 
which  arise  in  administration  of  fee  schedule 
result  from  misinterpretation  of  the  rules  which 
are  set  forth  in  the  fee  schedule,  or  a misin- 
terpretation of  the  intent  of  the  industrial  law 
as  it  pertains  to  medical  care.  The  committee 
feels  that  with  further  experience  in  the  use 
of  the  relatively  new  fee  schedule  that  the 
problems  for  this  committee  will  gradually  de- 
crease. The  committee  wishes  to  commend  the 
physicians  in  the  State  of  Arizona  for  the  pro- 
vision by  them  of  excellent  medical  care  for  the 
industrial  employee. 

SUMMARY  REPORT  OF  LEGISLATIVE 
COMMITTEE 
for 

House  of  Delegates  Meeting,  May  I960 

One  of  our  most  important  committees  dealing 
with  organized  medicine  of  the  state  and  the 
legislature  is  our  Legislative  Committee.  This 
committee  has  been  very  active.  It  has  been 
necessary  for  them  to  spend  many  hours  study- 
ing important  legislation  in  the  past.  At  one  of 
the  early  meetings  they  considered  a number  of 
legislative  matters  and  recieved  some  eight  in 
number:  four  of  them  dealing  with  the  Depart- 
ment of  Health,  one  dealing  with  the  Corpora- 
tion Commission,  another  dealing  with  fluoro- 
scopic shoe  fitting  and  others  dealing  with  re- 
lated medical  problems,  particularly  with  the 
problem  confronting  doctors  in  Coconino  County 
and  the  Navajo  Ordinance  Depot. 

One  of  the  most  important  measures  on  na- 
tional legislation  is  the  problem  of  the  Forand 
Bill  and  this  committee  along  with  other  com- 
mittees of  the  organization  as  well  as  the  Presi- 
dent waged  a battle  on  the  county,  state,  and 
national  levels. 

This  committee  submitted  an  addendum  after 
the  Second  Regular  Session  of  the  Legislature 
indicating  that  the  committee  actively  supported 
two  MUST  legislative  measures  which  became 
laws  relating  to  the  Superintendent  of  the  State 
Hospital  and  to  the  Commissioner  of  Public 
Health. 


The  Legislative  Committee  also  followed  six 
other  bills  in  which  the  Association  was  in- 
terested and  these  were  likewise  enacted  into 
law:  an  Act  relating  to  Non-profit  Corporations; 
an  Act  making  a supplemental  appropriation  to 
the  State  Department  of  Health  for  the  State 
Tuberculosis  Sanatorium;  one  making  an  ap- 
propriation for  planning  and  construction  of  a 
tuberculosis  sanatorium;  one  relating  to  the  in- 
stallation of  necessary  equipment  for  the 
Southern  Arizona  Branch  of  the  State  Labora- 
tory; an  act  relating  relating  to  Public  Health, 
defining  a tuberculosis  person;  and  an  act  re- 
lating to  narcotics. 

Some  22  bills  in  which  the  Association  did  not 
specifically  give  direction  were  followed  by  the 
committee,  died  and  were  not  enacted  into  law. 

SUMMARY  REPORT  OF  MEDICAL 
ECONOMICS  COMMITTEE 
for 

House  of  Delegates  Meeting,  May  I960 

The  Medical  Economics  Committee  is  one  of 
the  active  committees  of  the  State  Medical 
Association.  With  the  revision  of  the  By-Laws 
this  committee  is  made  up  of  a number  of  sub- 
committees. 

The  work  begun  by  Dr.  Caldwell’s  committee 
on  the  Industrial  Fee  Schedule  was  concluded 
by  the  Sub-committee  on  Fees  and  Contractual 
Medicine  of  the  Medical  Economics  Commit- 
tee. They  investigated  and  studied  the  problems 
and  arrived  at  the  following  conclusions: 

This  sub-committee  is  in  favor  of  the  employ- 
ment of  a relative  value  scale  for  the  setting 
up  of  average  fees  for  surgical  and  medical 
procedures,  keeping  in  mind  the  traditional  prin- 
ciples of  the  private  practice  of  medicine  with 
its  free  choice  of  physicians  and  the  free  ac- 
ceptance of  patients  by  the  physicians.  The 
relative  value  scale  may  be  adopted  from  the 
California  Relative  Value  scale,  modified  to 
suit  the  needs  of  Arizona. 

This  average  fee  schedule  is  to  be  available 
to  all  insuring  groups  in  their  development  of 
costs  for  prepaid  medical  and  surgical  care  in- 
surance. Special  consideration  is  to  be  given 
to  the  problems  of  the  needy  retired  and  aged 
senior  citizens.  The  average  fee  schedule  is  to 
be  related  to  the  cost  of  living  index  in  any 
future  adjustments. 

Dr.  Lentz’s  Sub-committee  on  Insurance  has 
been  studying  problems  relative  to  the  Simpson- 
Keough  bill. 
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The  Sub-committee  on  Medicare  had  a rela- 
tively inactive  year. 

The  Sub-committee  on  Federalized  Medicine 
has  not  been  active, 

REPORT  OF  PROFESSIONAL 
LIAISON  COMMITTEE 

With  newly-organized  sub-committees  in  nine 
areas  of  vital  interest,  the  Professional  Liaison 
Committee,  under  the  able  chairmanship  of 
Dr.  Steen,  achieved  much  and  prepared  the  soil 
for  future  achievement  on  behalf  of  Organized 
Medicine  in  Arizona.  Subcommittee  highlights 
include  the  following: 

1.  PUBLIC  HEALTH: 

Newly  created  by  this  house  of  delegates  last 
year,  in  cooperation  with  the  legislative  commit- 
tee, and  widespread  local  physician  liaison  with 
the  legislators,  a start  on  upgrading  the  State 
Health  Department  was  achieved.  This  subcom- 
mittee recommends  appointment  of  local  county 
laision  committees  to  local  public  health  de- 
partments; recommends  physician  and  local  pub- 
lic health  department  direction  of  Polio  immuni- 
zation, rather  than  lay  group  sponsorship. 

2.  American  Medical  Education  Foundation: 

This  subcommittee  reports  that  many  State 

Medical  Societies  have  adopted  our  Annual  Dues 
increase  plan  for  support  of  AMEF.  In  some 
cases,  this  amounts  to  $25  per  member,  whereas 
in  Arizona  it  has  amounted  to  $10  annually 
since  1957.  Additional  monies  have  been  raised 
by  the  Arizona  plan  for  gifts  at  Christmas,  and 
through  efforts  of  the  Women’s  Auxiliaries. 

3.  Governmental  Medical  Staffs: 

Has  investigated  an  unhealthy  practice  at  the 
Naval  Ordnance  Depot  at  Flagstaff.  The  Medical 
cadre  has  been  not  only  caring  for  the  military 
personnel,  but  serving  some  four-hundred  plus 
civilian  employees  and  their  dependents.  It  is 
desired  that  this  be  discontinued,  as  there  are 
adequate  civilian  medical  facilities  and  practi- 
tioners in  Flagstaff.  A protest  memorial  to  the 
proper  designated  officials  is  under  study. 

4.  Schools: 

Prepared  exhaustive  study  of  school  health, 
encompassing  the  aspect  of  ( I ) Delineation  of 
health  needs.  (2)  Follow-up  and  interpretation. 
(3)  Care  of  emergency  illness  and  injury.  (4) 
Disease  prevention  and  control. 

4.  Auxiliary. 

The  auxiliary,  after  study,  decided  to  continue 
scholastic  loan  funds  in  fields  of  nursing,  gradu- 


ate nursing,  and  medical  technology. 

Other  subcommittee  and  the  major  committee 
reports  are  also  in  the  hands  of  the  delegates. 

REPORT  OF  THE  EDITOR  AND 
PUBLISHING  COMMITTEE 

Previous  to  1959  Arizona  Medicine  was  pub- 
lished by  Mr.  McMeekin.  The  Editorial  Board 
and  Publishing  Committee  believed  that  a dis- 
solution of  the  ties  with  the  above  publisher  be 
obtained  and  in  1959-1960  Arizona  Medicine 
was  published  in  the  office  of  the  editor.  When 
the  reorganization  is  complete  it  is  plausible 
that  the  journal  should  be  entirely  self-sustaining 
and  even  paying  part  of  the  expenses  of  the 
state  organization. 

At  present  the  business  office  of  the  journal 
is  at  central  office  run  by  Mr.  Paul  Boykin. 
The  editor’s  office  is  720  North  Country  Club 
Road,  Tucson,  with  a full  time  secretary.  Make- 
up, art  etc.,  is  aided  by  the  Press  Bureau  of 
the  University  at  Tucson,  Mr.  DeVries  does 
proof-reading  for  which  he  is  paid,  Doctor  Ortiz 
does  proof-reading  on  Spanish  articles  for  no 
pay. 

Fundamentally  the  editorial  staff  is  as  fol- 
lows: Louis  Jekel,  M.D.,  History;  Leslie  Smith, 
M.D.,  editorials;  Clarence  Robbins,  M.D., 
Richard  Dexter,  M.D.  and  Andre  Bruwer,  M.D., 
editing  of  original  articles;  Doctor  Fonseca, 
liaison.  Printing  is  done  by  the  Lebeau  Printing 
Company  who  underbid  nearest  competitor  by 
25%. 

The  journal  has  been  advanced  $8000.00  which 
will  be  repaid.  The  Board  of  Directors  has 
requested  a budget  for  the  coming  year.  Al- 
though there  may  be  some  inadequacies,  due 
to  lack  of  publishing  experience,  a budget  is 
submitted  attached. 

Like  other  state  journals  a subscription  price 
of  $3.50  to  $5.00  is  recommended,  and  likewise 
the  mailing  of  the  journal  to  members  oL  the 
Medical  Society  of  the  United  States  and  Mexico 
will  cost  about  the  same. 

The  transition  we  have  gone  through  has  not 
been  easy.  The  negotiations  of  this  transfer  are 
not  complete  and  legal  counsel  is  necessary  to 
complete  it.  Libel  insurance  has  been  purchased 
and  will  be  carried. 

We  recommend  that  the  Association  offer 
prizes  to  the  young  men  in  medicine  in  our 
state  to  submit  original  articles.  A review  of 
the  literature  on  treatment  of  skin  cancer,  rheu- 
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matoid  arthritis,  asthma,  etc.,  which  are  par- 
ticularly appropriate  in  this  region,  is  recom- 
mended. 

The  Committee  on  Reports  wishes  to  point 
out  to  the  delegates  the  extremely  difficult  and 
trying  times  that  have  confronted  the  Editor, 
the  Publishing  Committee,  and  the  central  office 
with  this  transition.  The  details  and  problems 
are  so  complex  and  many  that  it  has  taken,  in 
the  mind  of  the  committee,  a rare  individual 
to  pursue  patiently  and  without  bursts  of  anger, 
work  which  will  ultimately  give  us  a journal 
of  which  we  can  be  proud.  The  committee 
wishes  to  applaud  Dr.  Neubauer  and  his  staff 
as  well  as  the  central  office  for  the  magnificent 
work  and  display  of  self-control. 

REPORT  OF  THE  PRESIDENT-ELECT 
AND  SCIENTIFIC  ASSEMRLY  COMMITTEE 

The  duties  of  the  president-elect  are  basically 
twofold,  namely,  member  of  the  Board  of  Di- 
rectors, and  Ex-officio  member  of  all  duly  con- 
stituted committees.  Secondly  he  is  charged  with 
the  Scientific  Assembly  Committee  in  the  for- 
mation of  the  annual  meeting  program.  The 
Chairman  thanks  the  members  of  his  committee 
for  their  diligent  and  imaginative  attention  to 
the  task  of  such  committee.  The  Chairman  rec- 
ommends that  in  the  appointment  of  the  com- 
mittee members  tliat  the  Chairman  of  the  Pro- 
fessional Committee  and  Publishing  Committee 
should  be  considered.  It  is  further  recommended 
that  as  a member  of  the  scientific  committee 
one  of  the  members  of  the  program  committee 
for  the  Arizona  Chapter  of  Arizona  Academy  of 
General  Practice  should  be  considered. 

The  committee  on  reports  again  would  be 
remiss  were  it  not  to  congratulate  the  Chairman 
and  members  of  this  committee  for  their  tireless 
efforts  leading  up  to  our  present  assembly.  This 
meeting  has  all  the  appearances  of  being  not 
only  scientifically  of  great  value  but  it  apparent- 
ly has  many  unique  aspects.  As  has  occurred 
many  times  in  the  past  we  can  look  with  interest 
to  the  imaginative  doing  of  our  esteemed  and 
scholarly  president-elect. 

REPORT  OF  THE  CENTRAL  OFFICE 
ADVISORY  COMMITTEE 

The  committee  reports  a change  of  the  central 
office  location.  It  reports  assimiliation  of  busi- 
ness management  of  Arizona  Medical  Journal 
and  has  clarified,  and  in  some  instances  limited, 
the  services  required  of  the  Executive  Secretary 
in  serving  standing  and  subcommittees.  Legal 


services  needed  by  our  association  in  1959  and 
the  cost  thereof  has  been  reviewed,  as  well  as 
has  the  bonding  coverage  of  officers  and  em- 
ployees of  Arizona  Medical  Association.  Bud- 
getary and  accounting'  problems  which  will  be- 
come acute  in  the  future  as  result  of  the  growth 
have  been  considered  and  are  under  further 
study.  The  committee  recognizes  tremendous 
increase  in  the  volume  of  work  assigned  to  the 
Central  Office  and  thanks  the  Executive  Secre- 
taries and  Central  Office  personnel  for  their 
untiring  efforts. 

REPORT  OF  THE  PUBLIC  RELATIONS 
COMMITTEE 

The  public  relations  committee  has  continued 
several  programs  of  the  years  past.  Central  Ari- 
zona Scientific  Fair,  Southern  Arizona  Science 
Fair,  Northern  Arizona  Science  Fair,  each  of- 
fered $50.00  in  prizes  for  outstanding  young 
scientific  efforts.  The  committee  rejected  the 
opportunity  offered  by  the  Arizona  Press  Club 
to  participate  in  the  annual  rewards  program 
inasmuch  as  the  program  has  excluded  prizes 
for  good  journalism  in  the  field  of  medicine. 
Information  pamphlets  were  made  available  for 
physicians  of  the  state  and  rural  health  articles 
sent  out  by  the  AMA  have  been  published  and 
received  with  enthusiasm. 

REPORT  OF  BENEVOLENT  AND  LOAN 
FUND  COMMITTEE 

Two  meetings  were  held  by  the  committee 
and  applications  for  loans  were  considered  at 
both  meetings.  Five  loans  totaling  $5,400.00  were 
approved  and  two  others  for  a total  of  $3,000.00 
approved  pending  enrollment  in  medical  school. 
The  committee  recognizes  the  difficulty  attend- 
ent  upon  organization  of  such  loans  in  the  past 
but  believes  that  future  loans  can  be  made  with 
minimum  difficulty  and  made  on  the  basis  of 
need  and  satisfactory  scholarship  attainments. 
It  was  further  determined  by  the  committee  that 
the  earnings  of  the  benevolent  loan  funds  from 
April,  1956  should  be  set  aside  for  needy  mem- 
bers of  the  Arizona  Medical  Association,  Inc. 
REPORT  OF  PROFESSIONAL  COMMITTEE 

This  extremely  active  and  important  commit- 
tee was  chairmaned  by  Dr.  John  Swartzman.  To 
he  and  his  committee  we  owe  a sincere  debt  of 
gratitude.  Four  meetings  were  held  during  the 
year. 

The  problem  of  the  aged  was  studied  by  the 
subcommittee  and  upon  committee  recommenda- 
tion resistance  to  the  Forand  Bill  was  submitted 
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as  a recommendation.  The  problem  of  the  aged 
is  being  still  further  studied  as  to  a workable 
solution. 

A major  project  that  has  continued  throughout 
the  year  has  been  inspection  and  evaluation  of 
the  North  Mountain  Hospital  in  Phoenix.  A re- 
port was  written  and  submitted  to  the  Board 
of  Directors  for  its  consideration. 

The  problem  of  possible  repeal  of  that  por- 
tion of  the  state  statute  requiring  examination 
as  to  pre-marital  serological  test  was  studied 
and  a recommendation  made  to  the  Board  of 
Directors.  A resolution  was  written  and  for- 
warded to  such  Board  for  their  consideration 
and  possible  presentation  to  the  House  of  Dele- 
gates. 

Problem  of  rehabilitation  is  being  considered 
currently  and  progressively  and  will  continue 
to  be  a matter  of  study  by  the  committee.  The 
committee  is  also  in  the  process  of  studying 
crippled  children’s  work  in  the  state  referable  to 
cataloging  and  appraising  the  facilities  for  the 
care  of  the  crippled.  It  is  anticipated  that  a 
complete  report  will  be  available  next  year. 

One  major  project  that  was  considered  in 
great  detail  by  the  Committee  was  the  practi- 
bility  of  considering  closed  panel  medicine,  3rd 
party  medicine  and  physicians  fees.  Further 
consideration  is  anticipated  in  the  future  and 
the  matter  was  referred  to  the  Fee  and  Con- 
tractual Medicine  Committee  of  the  state  as- 
sociation for  further  consideration. 

REPORT  OF  CHAIRMAN  OF  BOARD 
OF  DIRECTORS 

The  Board  of  Directors  of  Arizona  Medical 
Association,  Inc.,  held  five  formal  meetings  dur- 
ing the  fiscal  year.  At  such  time  over  one  hun- 
dred fifty  major  items  of  business  as  well  as 
changes  in  membership  classification  etc.,  were 
taken  up.  The  reports  of  the  various  committees 
were  reviewed. 

The  Board  of  Directors  wishes  to  comment 
most  favorably  upon  the  activities  of  the  various 
committees  who  have  spent  literally  hundreds 
of  man  hours  in  deliberation  and  in  the  prepara- 
tions of  conclusions  and  recommendations.  Their 
unselfish  devotion  to  medicine  and  the  Arizona 
Medical  Association  is  worthy  of  the  highest 
commendations. 

REPORT  OF  THE  VICE  PRESIDENT 

The  Vice  President  attended  all  meetings  of 
the  Board  of  Directors  serving  as  Chairman. 
He  points  out  that  no  other  specific  duties  were 


July,  1960 

required  because  of  the  diligence  of  the  Presi- 
dent, Dr.  Melick. 

REPORT  OF  THE  SECRETARY 

Since  April,  1959,  55  new  members  have  been 
admitted  from  the  component  county  medical 
societies.  The  majority  were  from  Maricopa  and 
Pima  counties  while  the  other  counties  fluctuated 
slightly.  There  are  now  1052  members,  com- 
pared to  997  last  year.  Of  these  969  are  active 
members,  29  are  service  members  and  54  are 
associate  members. 

The  Board  of  Directors  held  5 meetings  last 
year. 

The  Secretary  reports  that  the  officers  and  all 
committees  have  been  extremely  active  as  evi- 
denced by  work  done,  meetings  held  and  reports 
and  recommendations  written. 


WOMAN'S  AUXILIARY 
PRESIDENTS'  REPORTS 

MARICOPA  COUNTY 

The  Woman’s  Auxiliary  to  the  Maricopa  Coun- 
ty Medical  Society  has  concentrated  much  of  its 
efforts  for  this  year  on  enlightening  its  members 
and  the  general  public  on  the  Forand  bill  and 
the  reasons  that  the  American  Medical  Associa- 
tion and  all  clear  thinking  people  oppose  it.  Dr. 
D.  W.  Melick,  President  of  the  Arizona  Medical 
Association,  spoke  at  our  luncheon  meeting  in 
November.  He  emphasized  the  importance  of 
reaching  the  public  and  the  nursing  profession 
and  educating  them  to  the  dangers  of  the  Forand 
Bill.  Auxiliary  members  wrote  letters  to  their 
Congressmen  opposing  the  bill.  During  the  first 
part  of  December  the  Legislative  Committee 
held  a special  meeting  of  the  presidents  and 
legislative  chairmen  of  the  various  women’s 
clubs  of  Phoenix.  At  this  meeting  a panel,  mod- 
erated by  the  Honorable  John  Rhodes,  Republi- 
can Representative,  discussed  the  limitations, 
faults,  moral  and  economic  drawbacks  of  the 
Forand  Bill.  In  March  a resolution  opposing  the 
Forand  Bill  was  passed  by  the  members.  A copy 
of  the  resolution  was  forwarded  to  our  Congress- 
men and  Senators  in  Washington. 

Membership  in  Maricopa  County  to  date  this 
year  numbers  340. 

Auxiliary  programs  have  followed  the  sugges- 
tions of  national  with  a mental  health  program 
panel  discussion,  a report  on  “Ancient  Healing 
Cults”,  speakers  emphasizing  the  dangers  of  the 
Forand  Bill,  public  relations  emphasis  and  co- 
ordination with  the  Phoenix  Art  Museum  and 
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the  Phoenix  Symphony  Orchestra,  and  social 
activities  and  projects. 

The  Auxiliary  again  sponsored  the  AAPS  Es- 
say Contest  with  awards  presented  to  the  three 
winners.  Fund-raisng  projects  were  sponsored 
for  the  American  Medical  Education  Eounda- 
tion,  Para-Medical  Careers  program,  the  Mari- 
copa County  Child  Guidance  Clinic  and  the  Vis- 
iting Nurse  Service.  Christmas  toys  were  dona- 
ted to  the  Community  Council  Toy  Shop. 

Through  the  combined  efforts  of  the  officers 
and  special  and  standing  committees  as  well  as 
the  general  membership,  the  aims  and  purpose 
of  the  Auxiliary  have  been  successfully  carried 
out. 

Mrs.  Thomas  O.  Rowley,  President 

1959-1960 

PIMA  COUNTY 

The  accomplishments  of  this  year  have  been 
due  in  great  part  to  the  wonderful  working  “to- 
getherness” of  the  Board  of  Directors  and  the 
membership  plus  support  from  the  County  Med- 
ical Society. 

Current  membership  numbers  223,  an  increase 
of  15%.  Social  activities  for  newcomers  included 
a coffee  and  a dinner  dance.  In  November  the 
Auxiliary  sponsored  a reception  at  the  U of  A 
Student  Union  for  Dr.  Randolph  Lovelace  11, 
following  the  Sunday  Evening  Eorum.  His  topic 
was  “Man  in  Space.” 

In  the  hospitals  in  Tucson  we  have  35  foreign 
residents  and  interns.  This  year  the  Auxiliary  set 
up  a program  for  this  group,  assigning  each  one 
to  a doctor  and  his  family,  asking  them  to  enter- 
tain the  resident  or  intern  in  their  home  so  that 
they  might  become  more  familiar  with  our  cus- 
toms and  the  American  way  of  life. 

In  November  our  State  officers  reported  on 
the  Chicago  conference.  For  other  programs  we 
elected  to  highlight  three  phases  of  auxiliary 
work:  Safety,  Community  Service  and  Paramedi- 
cal Careers.  The  program  on  Safety  was  a panel, 
“The  High  School’s  Safety  Council.”  The  Com- 
munity Service  program  was  a joint  meeting 
with  the  Southern  Arizona  District  Dental  Aux- 
iliary, and  the  subject  was  “State  and  Local  Ac- 
tion on  the  Youth  Studies.”  The  subject  of  our 
March  meeting,  a panel  discussion,  was  “Op- 
portunities in  Paramedical  Careers.” 

Fund-raising  projects  were  sponsored  for  Par- 
amedical Careers  and  the  American  Medical 
Education  Foundation  through  a fashion  show. 


benefit  luncheon,  Christmas  bazaar,  bridge  mar- 
athon and  sales  of  greeting  cards  and  note  paper. 

Members  of  the  Auxiliary  were  invited  to  two 
dinner  meetings  of  the  Medical  Society.  On  the 
one  occasion  a film  on  Socialized  Medicine  in 
England  was  presented;  at  the  other  Dr.  Rus- 
sell Cecil  was  the  guest  speaker,  his  subject, 
“Rheumatoid  Arthritis.” 

At  our  annual  meeting  20-  to  25-year  mem- 
bers will  be  honored. 

Mrs.  Max  Costin,  President 
1959-1960 

YAVAPAI  COUNTY 

The  objectives  set  forth  at  the  beginning  of 
this  year  have  been  met,  and  I feel  surpassed, 
due  to  the  assiduous  effort  of  each  member  of 
the  Woman’s  Auxiliary  to  the  Yavapai  County 
Aledical  Society.  Co-operation  was  found  with 
abundance,  and  productivity  was  the  result. 
With  the  small  membership  of  this  auxiliary  I 
feel  our  potential  has  been  approached  as  never 
before.  We  would  like  to  create  fellowship  and 
understanding  within  our  group  in  conjunction 
with  our  auxiliary  projects  and  would  like  to 
feel  this  has  been  a goal  met. 

For  the  past  eight  years  this  auxiliary  has 
sponsored  and  delegated  duties  for  the  annual 
Charity  Ball  given  in  December.  Tliis  is  a pub- 
lic affair,  and  proceeds  have  been  designated 
for  purchase  of  hospital  equipment  at  the  Pres- 
cott Community  Hospital.  This  year  the  event 
brought  forth  the  greatest  total  to  date.  We  were 
greatly  aided  by  the  Hospital  Auxiliary. 

One  of  our  fund-raising  projects,  our  annual 
rummage  sale,  netted  an  increase  over  past  years. 
Another  was  sponsored  for  the  American  Medi- 
cal Education  Foundation. 

For  “Health  Careers  Recruitment  Week”,  a 
tour  of  the  Whipple  Veterans  Administration 
Center  was  planned  for  approximately  thirty 
girls  and  boys  and  proved  highly  successful. 

Programs  at  regular  meetings  have  included 
a Civil  Defense  film  and  a Safety  program  con- 
cerning “Driver’s  Training  Course”  in  the  high 
school. 

Social  events  included  a family  picnic  early 
in  September  and  potluck  dinners  at  regular 
meetings.  The  potluck  dinner  at  the  April  meet- 
ing was  shared  with  the  wives  of  local  dentists 
as  our  guests. 

These  are  a few  of  the  projects  we  have  under- 
taken for  the  year.  I could  hope  that  along  with 
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the  visible  and  noteworthy  accomplishments  of 
this  fine  group  of  doctors’  wives,  friendly  rela- 
tions were  cultivated,  rapport  and  mutual  un- 
derstanding were  gained  and  that  we  excelled 
in  our  assistance  to  the  medical  society. 

Mrs.  Ray  P.  Inscore,  President 
1959-1960 


LOCATION  OPPORTUNITIES 

ASHFORK  — Population  700.  North  centrally 
located  — Railroad  center.  Contact  the  Women’s 
Club,  Ashfork,  Arizona. 

RAGDAD  — Population  approximately  2,000. 
Opportunity  for  GP  who  is  willing  and  able  to 
do  obstetrics  and  general  surgery.  Mining  com- 
munity. New  12-bed  hospital.  Excellent  income 
possibilities  with  initial  guarantee.  Second  doc- 
tor needed  due  to  increased  volume  of  work. 
Excellent  housing  and  schools.  For  further  in- 
formation, contact  Richard  G.  Hardenbrook, 
M.D.,  Ragdad  Hospital,  Ragdad,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Radiy  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Arizona. 

EL  MIRAGE  - Population  2,000  - and  in- 
cluding the  trading  areas  of  Surprise,  Young- 
town,  Peoria  and  Luke  Air  Force  Ease,  the  pop- 
ulation is  estimated  at  7,000  to  8,000  persons. 
Opportunity  for  a GP  due  to  retirement  of  doc- 
tor currently  serving,  with  the  possibility  of 
school  service.  Climate  is  excellent,  warm  and 
dry.  Office  facilities  are  available  and  in  the 
area  surrounding  El  Mirage  from  Glendale  (9 
miles)  to  the  east,  and  Wickenburg  (35  miles) 
to  the  west,  there  are  only  two  doctors  to  serve 
this  community.  The  need  for  an  M.D.  and/or 
surgeon  is  very  real  and  one  should  do  very  well. 
For  information  write  Mr.  H.  Faulkner,  Town 
Clerk,  Town  of  El  Mirage,  El  Mirage,  Arizona. 

ELOY  — Need  a doctor  of  medicine,  prefer- 
ably a GP.  Population  of  4,000  in  farming  com- 
munity with  several  small  towns  near  by.  Loca- 
ted approximately  midway  between  Phoenix  and 
Tucson.  Contact  Howard  H.  Holmes,  M.D.,  Eloy 
Medical  Center,  Eloy,  Arizona. 

GLOEE  — Population  10,000  and  including 
the  mining  and  cattle  areas  of  Miami,  Superior, 
Ray,  Hayden,  Winkleman,  Payson  and  San  Car- 
los; population  estimated  at  30,000  persons.  Lo- 
cated about  two  hours  by  car  from  either  Tuc- 
son or  Phoenix.  No  ENT  man  in  the  area.  Ideal 


climate,  with  the  best  area  for  outdoor  activi- 
ties. Contact  Eugene  R.  Rabogliatti,  D.D.S.,  149 
S.  Broad  Street,  Globe,  Arizona  or  A.  J.  Bosse, 
M.D.,  245  South  Hill  Street,  Globe,  Arizona. 

HOLBROOK  — Population  approximately 
5,500  — elevation  5,080.  Excellent  opportunity 
for  GP.  Arrangements  can  be  made  to  take  over 
existing  vacancy  in  practice.  Contact  Donald  F. 
DeMarse,  M.D.,  Box  397,  Holbrook,  Arizona. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
Community  served  by  many  mining  and  ranch- 
ing interests.  Contact  R.  V.  Horan,  M.D.,  Miami 
Inspiration  Hospital,  Miami,  Arizona. 

MORENCI  — Mining  community  near  New 
Mexico-Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  C.  H.  Cans, 
M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
Project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff.  Building  project  is  estimated 
to  be  concluded  in  ten  years.  Write  Ivan  W. 
Kazan,  M.D.,  6th  Avenue  & South  Navajo,  Page, 
Arizona,  for  full  details. 

PHOENIX  — Excellent  opportunity  for  Oph- 
thalmologist or  EENT  man  as  associate.  Contact 
E.  G.  Barnet,  M.D.,  1120  Professional  Building, 
Phoenix,  Arizona. 

PHOENIX  — Maricopa  County  has  several 
excellent  associations  ( salary  or  partnership ) 
available  in  metropolitan  Phoenix  and  surround- 
ing towns  in  General  Practice,  Ophthalmology, 
ENT,  Pediatrics  and  Anesthesiology.  Neighbor- 
hood locations  are  also  available  for  CP’s.  Con- 
tact Maricopa  County  Medical  Society,  2025 
North  Central  Avenue,  Phoenix,  AL  8-6901,  ad- 
vising medical  training,  military  and  family  sta- 
tus, age,  health,  etc.,  and  enclose  small  photo- 
graph. 

PHOENIX  — State  Department  of  Health- 
Child  Development  Center.  Opportunity  for  doc- 
tor of  medicine  (Pd)  with  three  years’  experi- 
ence. Male  or  female.  Monthly  salary  $690  — full 
time.  Operation  includes  (a)  a doctor  of  medi- 
cine (Pd);  (b)  two  or  three  psychologists  on  a 
consultant  basis;  (c)  a psychiatric  social  work- 
er; (d)  a teacher  specializing  in  child  develop- 
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ment;  and  (e)  clerical  people  as  required. 
Scope;  Mentally  retarded  or  emotional  prob- 
lems of  pre-school  children.  Contact  Mr.  Thomas 
Golden,  Arizona  Merit  System,  11  North  17th 
Avenue,  Phoeni.x  ( AL  3-3189). 

ST.  JOHNS  — Seriously  needs  a doctor  of 
medicine,  preferably  a GP,  in  this  east-central 
Arizona  community.  Population  is  appro.ximately 
1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  in 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Arizona. 

TOLLESON  --  In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Com- 
plete office  and  equipment  for  GP  is  available 
on  reasonable  term  lease  or  purchase.  Contact 
Mr.  F.  E.  Babcock,  President,  Chamber  of  Com- 
merce, 9112  West  Van  Buren  Street,  Tolleson, 
Arizona. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  a General  and  Thoracic  Surgeon.  They 
prefer  someone  who  is  Board  certified,  but 
would  take  someone  who  has  had  special  train- 
ing as  they  have  the  local  men  in  this  field  avail- 
able for  consultation  service.  State  license  is  nec- 
essary (but  not  necessarily  an  Arizona  license). 
Contact  S.  Netzer,  M.D.,  Director,  Professional 
Service,  VA  Hospital,  Tucson,  Arizona. 


WILLCOX  — Population  approximately  2,000 
— and  including  surrounding  area,  the  popula- 
tion is  estimated  at  4,000.  Immediately  in  need 
of  a general  practitioner  and  surgeon;  must  have 
state  license  or  be  eligible  for  same.  Opening 
for  an  associate.  Office  available  approximately 
three  (3)  blocks  from  the  twenty-bed  hospital 
in  community.  Tucson,  Arizona  within  a locality 
of  85  miles.  Contact  Sotero  Antillon,  M.D.,  P.O. 
Box  867,  Willcox,  Arizona. 

O O tt  # tt 

FOB  INFOBMATION  ON  OPPOBTUNITIES 
IN  THE  FIELD  OF  INDUSTBIAL  MEDI- 
CINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hospi- 
tal, Miami,  Arizona 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Bay,  Arizona 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Arizona 


JAMES  CAREY 

PRESIDENT,  INTERNATIONAL  UNION  OF  ELECTRICAL  RADIO 
AND  MACHINE  WORKERS 

“Investigation  shows  that  the  majority  of  our  retired  elder  citizens  depend 
almost  entirely  upon  federal  old  age  insurance  benefits  for  subsistence.  While 
people  seek  desperately  to  put  a few  dollars  aside  for  thier  old  age,  only  one 
person  in  six  who  retires  at  age  65  has  as  much  as  $5,000  in  savings,”  Mr.  Carey 
said. 

“Costs  of  voluntary  health  insurance  continues  to  rise  at  the  rate  of  10  per  cent 
a year.  It  now  costs  about  $15  a month  for  the  average  retiree  to  cover  himself 
and  his  wife  for  Blue  Cross  and  Blue  Shield.  For  most  retirees  who  depend  on 
old  age  benefits,  this  is  an  impossible  price  tag,”  he  stated. 

Hearings  on  Health  Needs  of  the  Aged  (April  4-6, 1960) 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 


a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:.  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

♦ Marmell,  M.,  and  Prigot,  A.;  Tetracycline  phosphate  complex  in  the  treat- 
ment  of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Then. 
6:108  (Feb.)  1959. 


BRISTOL  LABORATORIES, 

SYRACUSE.  NEW  YORK 
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PROGRESS  NOTES 
NOVEMBER  MEETING 


Word  from  Dr.  Ignacio  Chavez,  our  President- 
elect, in  Guadalajara,  indicates  that  plans  are 
acquiring  not  only  body  and  shape  but  momen- 
tum as  well,  for  our  next  meeting  in  November. 
You  are  reminded,  again,  that  on  November  8, 
9 & 10  we  will  be  in  Guadalajara;  the  11  & 12 
will  be  spent  in  Mazatlan.  Committees  have  al- 
ready been  organized  and  we  presume  that, 
within  the  next  few  weeks,  a preliminary  an- 
nouncement will  be  forthcoming  from  Mexico. 

A travel  agent  is  already  at  work  in  Tucson 
in  connection  with  air  travel,  particularly  look- 
ing into  the  possibility  of  a charter. 

Dr.  Chavez  informs  us  that  if  there  is  a large 
enough  contingent  going  by  rail  from  Nogales, 
a special  train  can  be  set  up  for  our  convention. 
The  same  holds  true  for  the  trip  between  Gua- 
dalajara and  Mazatlan. 

Announcement  of  the  meeting  will  appear  in 
a large  number  of  general  national  and  regional 
journals  from  now  on. 

Our  secretary  informs  us  that  he  has  received 


approximately  eighty  applications  for  member- 
ship from  various  parts  of  the  United  States. 

For  those  of  you  not  aequainted  with  the  cur- 
rent slate  of  officers,  this  is  reproduced  below: 

President,  Dr.  W.  R.  Manning,  Tucson,  Ariz., 
U.S.A. 

Vice  President,  Dr.  Juan  E.  Fonseca,  Tucson, 
Ariz.,  U.S.A. 

Executive  Secretary,  Byron  Browder,  Tucson, 
Ariz.,  U.S.A. 

Secretario  Ejectivo,  Alfredo  E.  Patron,  Ma- 
zatlan, Sinaloa,  Mex. 

Tesorero,  Dr.  E.  Gonzalez  Murguia,  Guadala- 
jara, Jak,  Mex. 

Presidente  Electo,  Dr.  Ignacio  Chavez,  Gua- 
dalajara, Jak,  Mex. 

Secretary,  Dr.  M.  A.  Carreras,  Tucson,  Ariz., 
U.S.A. 

Secretario,  Dr.  E.  Contreras  Reyna,  Guadala- 
jara, Jak,  Mex. 

Treasurer,  Dr.  Robert  E.  Hastings,  Tucson, 
Ariz.,  U.S.A. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 
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Rich  Man,  Poor  Man  . . . 

They  All  Like  the  Budget  Plan  For  Health 

Today,  it  doesn’t  matter  whether  a man  makes  $2,000  or  $20,000; 
he  still  buys  on  credit  and  likes  the  monthly  payment  method. 
However,  that  means  that  many  of  your  patients  whom  you  might 
think  have  the  ready  money  for  surgery,  maternity  care  or  dental 
work  really  have  this  money  obligated  for  the  future.  But  if  you 
offer  them  the  Budget  Plan  for  Health,  you’ll  find  they  can  afford 
it  and  it  will  insure  you  of  getting  your  money  quickly.  You’ll 
find  your  patients  will  “go  for”  easy  monthly  payments  at  low 
bank  rate  interest.  It  allows  them  to  have  your  services  with- 
out sacrificing  vacations,  savings  or  hurting  their  budget.  You’ll 
also  find  that  the  Budget  Plan  for  health  is  a good  practice  build- 
er because  a paid-up  patient  is  a satisfied  patient.  He’ll  build 
good-will  for  you.  Remember,  Doctor,  you  can’t  carry  an  ac- 
count on  your  books  for  the  low  10%  service  charge  you  pay. 
In  this  day  and  age  of  monthly  payments,  rich  man  or  poor  man, 
your  patients  will  expect  and  appreciate  your  offering  them  an 
easy  way  to  pay.  Make  it  a habit  to  suggest  the  Budget  Plan 
for  Health  to  all  your  patients  regardless  of  their  financial  cir- 
cumstances. 
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ARIZONA  DAILY  SUN 

Friday,  April  8,  1960 

An  insurance  expert  at  the  University  of  Ari- 
zona says  that  some  doetors  are  charging  ex- 
orbitant fees  when  they  learn  that  their  patients 
are  covered  by  health  insuranee. 

This  isn’t  true  of  all  doctors,  by  a long  shot, 
but  it’s  true  of  many. 

Doctors  as  a group  (and  there  are  notable 
exceptions ) are  singularly  lacking  in  public  rela- 
tions savvy.  They  create  most  of  their  own  prob- 
lems. 

Their  general  laek  of  understanding  of  the 
public  attitude  toward  them  is  apt  to  result  in 
due  time  in  some  sueh  setup  as  that  in  England 
— “socialized  medicine.” 


HIGH  FEES  FROM  DOCTORS 

If  they  want  to  keep  free  of  federal  controls 
it  is  going  to  be  up  to  the  doetors  themselves  to 
eonvince  the  public  that  everybody  is  better  off 
without  Uncle  Sam  sticking  his  finger  in  the  pie. 

But  if  doctors’  fees  continue  to  increase  be- 
yond a reasonable  point,  and  if  so  many  doetors 
continue  their  arrogant  indifference  to  public 
opinion,  they’ll  find  to  their  sorrow  that  the  pub- 
lic is  not  with  them  when  the  real  fight  over 
“socialized  medicine”  opens. 

ARE  FEES  THE  QUESTION? 

The  above  editorial  form  the  Arizona  Daily 
Sun  deserves  thought  and  should  not  be  ignored. 
By  the  excessive  eharges  of  a few,  the  entire 
medical  profession  is  condemned,  though  many 
fees  charged  today  are  identical  to  those  of  a 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  bv  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete-. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  acceirted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  xrrinting  cost. 


(The  opinions  expressed  in  the  original  contributions  do  not 
necessarily  express  the  opinion  of  the  Editorial  Board.) 
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half  century  ago. 

Medical  expenses  have  not  climbed  as  have 
other  expenses.  Pneumonia  25  years  ago  was 
treated  with  antisera,  at  great  risk  and  a cost  of 
$200  to  $400,  with  a prolonged  period  of  hospi- 
talization. Today  antibiotics  at  50c  per  tablet 
are  used,  but  $15  to  $20  worth  will  suffice.  The 
doctor’s  bill  is  for  five  visits  at  a cost  of  $25  to 
$35,  instead  of  25  visits  at  a eost  of  $100.  Great- 
er charges  per  visit,  but  a much  lesser  charge 
per  illness.  Which  is  the  cheaper  and  better 
treatment?  The  patient  is  paying  to  treat  some- 
thing he  did  not  desire  to  have.  Any  price  is  too 
much! 

A minimum  of  10%,  with  an  average  of  15- 
20%,  of  medical  accounts  are  uncollectible.  What 
other  business  could  survive  such  losses?  The 
acceptance  of  the  emergency  case  without  ques- 
tion demands  these  losses  of  the  doctor.  This  is 
in  addition  to  the  care  of  the  indigent.  Free  clin- 
ics, county  hospital  service,  ete.,  averaged  a con- 
tribution of  greater  than  $6000  per  year,  per 
physician,  in  Philadelphia  this  past  year.  This 
must  be  paid  by  taxes  if  medicine  is  socialized. 

However,  while  this  defense  is  true  for  the 
accusations  made  against  us,  the  medical  pro- 
fession is  guilty  of  wanting  to  accept  the  status 
quo  and  to  resist  any  alteration  to  the  medical- 
economic  realm. 

We  cannot  be  against  everything.  What  do  we 
favor?  Should  not  positive  steps  be  taken  to  aid 
the  people  in  their  selection  of  good  insurance? 
Should  not  the  AMA  investigate  all  health  insur- 
ance policies  and  put  its  “Good  Housekeeping” 
seal  of  approval  on  the  satisfactory  policies  and 
denounce  the  chiseler?  This  alone  could  help  to 
re-establish  the  confidence  of  the  people  in  the 
medical  profession.  The  doctor  would  not  be 
considered  to  be  at  fault  when  the  insurance  pol- 
icy does  not  pay  or  pays  in  an  inadequate  man- 
ner. 

People  are  willing  to  pay  for  health  insurance. 
They  do  not  want  to  pay  for  an  illness.  Help 
them  select  good  insurance.  Teach  them  to  know 
the  adequate  health  insurance  policy;  encourage 
a deductible  clause.  This  will  give  them  protec- 
tion at  a price  they  can  afford  to  pay. 

DWN 

THERE  IS  A SCIENCE  OF 
PSYCHOTHERAPY 

You  hear  a lot  about  the  art  of  psychotherapy 


or  the  art  of  medicine  in  reference  to  the  psy- 
chosomatic disorders.  Let  me  submit  for  your 
consideration  a few  basic  principles  of  the  sci- 
ence of  psychotherapy;  skeletal  foundations 
without  which  your  efforts  will  be  amorphous 
and  amateur. 

1)  Your  contract  with  the  patient  affords  and 
invites  absolute  and  positive  honesty  on  his 
part.  Your  half  of  the  bargain  is  the  withholding 
of  value  judgements.  You  do  not  morahze.  You 
do  not  threaten  or  encourage;  you  do  not  plead 
or  exhort  or  criticize  or  praise. 

Reality  testing,  the  criterion  of  sanity,  means 
literally  what  it  says.  In  reality,  as  in  science, 
there  are  only  facts  and  they  are  interesting. 
They  are  never  good  or  bad,  right  or  wrong, 
mature  or  immature,  selfish  or  generous,  beauti- 
fid  or  ugly. 

The  most  difficult  and  yet  most  essential  real- 
ization is  this:  the  idea  of  cause  and  effect  is 
not  in  reality  but  is  a construction  of  our  mind, 
a primitive  and  fallacious  oversimplification  and 
projection. 

When  you  project  onto  an  event  the  cause- 
effect  relationship,  you  secondarily  introduce 
moral  issues  of  blame  or  guilt,  culpability  or 
praiseworthiness.  These  issues  are  not  realistic, 
not  scientific. 

In  lieu  of  the  (subjective)  concept  of  cause 
and  effect,  we  use  the  term  synchroncity.  (The 
rabbit  died  because  it  was  a rabbit  and  because 
the  wolf  was  a wolf  and  because  they  happened 
to  be  in  the  same  place  during  ( not  at ) the  same 
time.  The  tubercle  baeillus  encountered  the  in- 
dividual while  it  was  virulent  and  he  was  vul- 
nerable — and  consumption  developed  in  a set 
of  changing  circumstances,  each  item  of  which 
was  synchronous  with  the  others. ) 

2)  In  psychotherapy  you  do  not  make  state- 
ments af  “fact.”  You  express  interest  and  you 
ask  questions.  Your  diagnosis  is  always  open  at 
the  far  end.  Because  there  are  so  many  variables 
within  the  individual  and  in  the  environment, 
because  there  are  so  many  levels  of  past  and  cur- 
rent experience  which  are  influencing  the  indi- 
vidual, you  never  come  to  a dogmatic  and  un- 
justifiable conclusion.  (Below  the  functional  dis- 
turbance is  the  psychoneurotic’s  rage;  below  the 
rage  is  the  wish  to  love;  below  the  wish  to  love 
is  the  unfulfilled  need  to  have  been  beloved. ) 

3)  You  do  not  just  ask  questions  and  listen.  It 
is  true  that  ventilation,  the  fact  of  verbalizing. 
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helps  patients  to  formulate  and  face  their  prob- 
lems. Your  more  active  task  is  the  re-wording  of 
the  problems  in  non-neurotic  terms.  This  is  the 
re-education  of  the  patient,  not  only  by  the  ex- 
ample of  your  objective  and  reahstic  attitude, 
but  by  the  feed-back  of  reason  itself.  (The  pa- 
tient demands:  “I  have  to  be  sure.  Doctor,  do  I 
or  don’t  I love  my  husband?”  And  you  reply: 
“Perhaps  you  do  when  he  is  cheerful  and  kind, 
and  perhaps  you  don’t  when  he  is  moody  and 
fault-finding.”  And  gradually  you  elicit  a flexi- 
bility in  the  patient  to  correspond  with  the  flux 
of  reality.  The  patient  asks:  “Doctor,  do  you  be- 
lieve in  God?”  And  you  wonder  aloud:  does  he 
mean  the  anthropomorphic  God  of  some  relig- 
ious sects  or  the  Higher  Power  of  the  scientist? 
Or  isn’t  he  ultimately  asking  about  the  efficacy 
of  prayer?  And  you  ask  if  there  is  anything  cul- 
pably agnostic  in  the  scientist’s  humility  of  not 
knowing? ) 

4)  Gonstructive  re-education  requires  famili- 
arity with  the  mental  mechanisms;  repression, 
projection,  conversion,  reaction  formation,  etc. 
There  are  about  fifteen,  each  overlapping  with 
the  others.  Unconsciously  employed  at  the  in- 
tellectual level,  these  are  mechanisms  of  self-de- 
ception. They  are  interposed  between  the  mind 
and  reality.  The  functional  (physical)  or  emo- 
tional disturbance  is  synchronous  with  the  dis- 
tortion of  reasoning.  It  is  the  habitual  employ- 
ment of  these  mechanisms  that  makes  the  neu- 
rotic seem  complicated.  He  has  complexes  and 
is  therefore  complicated.  He  does  not  express 
his  needs  or  his  anger  at  their  frustration  by  sim- 
ple and  direct  means.  This  is  the  basis  for  the 
prejudice  against  the  psychoneuroses.  (What  is 
the  neurasthenic  expressing  in  his  fatigue?  “I 
am  without  stimulus.  I have  nothing  to  look  for- 
ward to.”  We  could  digress  at  book  length  at 
this  point:  Environment,  cortex,  mid-brain,  pitu- 
itary, adrenal,  energy,  etc.  Neurasthenia  is  not 
imaginary! ) 

5)  Psychotherapy  looks  more  to  the  future 
than  to  the  past.  Religious  or  ethical  guilt  ac- 
companies what  has  occurred  and  awaits  pun- 
ishment and  atonement.  In  psychitary,  the  con- 
cepts of  guilt  and  anxiety  refer  to  that  which  has 
not  been  expressed,  the  unrealized  potential  of 
the  individual. 

The  issue,  the  crucial  point,  is  whether  the 
individual  is  willing  to  assume  all  ( 100%  ) of  the 
responsibility  for  the  role  he  will  play  in  his  life. 
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Over  and  over  again  the  patient  will  resist: 
“Doctor,  I am  ready  to  admit  that  it  is  partly 
my  fault  (a  value  term),  but  . . . ”.  The  patient 
who  persists  in  attributing  even  part  of  his  dif- 
ficulties to  some  one  or  something  outside  him- 
self (his  childhood,  his  marriage,  his  job)  can 
never  attain  the  dignity  and  confidence  of  self- 
determination. 

6 )  Psychotherapy  asks  of  the  patient  to  estab- 
lish or  re-establish  his  own  ego-boundaries  and 
then  to  participate  in  the  event  of  creation.  Out- 
side your  office  is  the  world  of  chaos.  There  is 
no  cause  or  effect,  there  is  no  right  or  wrong; 
there  is  no  label  which  can  be  assertively  fixed 
in  the  flow  of  time.  (“Doctor,  am  I neurotic?” 
Well,  perhaps  you  were  when  you  reacted  to 
such  and  such  a situation  in  this  or  that  compli- 
cated way.  But  you  were  not  neurotic  when  you 
reacted  to  another  situation  with  simplicity  and 
took  all  of  the  responsibility  for  your  reaction. ) 

We  ask  not  what  a person  has  been  and  not 
what  he  is.  We  ask  what  he  is  becoming.  The 
stick  outside  the  door  is  just  a stick.  Depending 
on  its  “hospitality”  and  its  appropriateness,  one 
can  elect  to  use  it  for  a weapon  or  for  a crutch 
or  for  a part  of  a building.  If  you  intend  to  use 
it  for  building,  then  you  are  becoming  a builder 
and  it  is  becoming  something  more  than  a stick. 
Everything  takes  on  its  order  and  meaning 
(everything  becomes)  by  the  use  to  which  you 
(and  you  alone)  will  put  it.  The  term  “will”  in 
this  context  is  absolutely  free  and  the  individual 
is  absolutely  responsible  in  its  exercise. 

W.  B.  McG. 


RETROLENTAL  FIBROPLASIA 

A report  recently  received  by  the  editor  from 
the  National  Society  for  the  Prevention  of  Blind- 
ness stresses  the  importance  of  low  oxygen  con- 
centrations to  premature  infants  to  prevent  re- 
trolental  fibroplasia.  It  is  universally  accepted 
now  that  excessive  concentrations  of  oxygen 
stimulates  the  occurrence  of  retrolental  fibroplas- 
ia in  new-born  infants  especially  prematures. 

It  would  be  wise  to  consider  the  following 
rules  to  reduce  the  incidence  of  this  disease. 

1)  Administer  oxygen  only  when  there  is  re- 
spiratory distress. 

2)  Keep  the  oxygen  concentration  at  40%  or 
less  inside  the  incubator. 

3)  Discontinue  the  oxygen  as  soon  as  possible. 

A.K.H. 
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KRAMER  MARTIN  GILBERT,  M.D. 

1882-T960 


Kramer  M.  Gilbert,  M.D. 


Dr.  Kramer  M.  Gilbert  of  Chandler  died  in 
a Mesa  Hospital  Mareh  6,  1960. 

Born  near  Prairie  City,  Iowa,  January  30,  1882, 
Dr.  Gilbert  graduated  from  the  Drake  Uni- 
versity Medieal  Sehool,  Des  Moines,  in  1908. 
In  June,  1909,  he  was  married  to  Bessie  E. 
Sanders  of  Carlisle,  Iowa,  Dr.  Gilbert  was  li- 
eensed  in  Arizona  in  1913.  It  is  said  that  he 
was  on  his  way  to  California  when  he  stopped 
over  in  Chandler,  liked  the  eommunity,  and 
stayed  there. 


Dr.  Gilbert  was  a member  of  the  Maricopa 
County  Medical  Society,  the  Arizona  Medical 
Association  and  the  American  Medical  Associa- 
tion. He  was  a past  president  of  the  Chandler 
Chamber  of  Commerce  and  first  vice  chancellor 
of  the  Knights  of  Pythias.  He  retired  from  active 
practice  in  1957  and  of  late  years  found  great 
interest  in  the  growing  of  citrus  fruit  at  Chandler 
Heights. 

He  is  survived  by  his  wife,  Bessie;  a son, 
Horace,  of  La  Habra,  California;  a brother,  and 
one  grandchild. 
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RUSSELL  JOHN  CALLANDER,  M.D. 

Dr.  Russell  J.  Callander,  who  practiced  medi- 
cine in  Tucson  20  years  before  World  War  II, 
died  September  II,  1959  at  his  home  in  Solana 
Beach,  California. 

Dr.  Callander  was  born  May  25,  1892,  in  On- 
tario, Canada.  He  received  his  B.S.  degree  from 
the  University  of  Chicago  and  his  M.D.  degree 
from  Rush  Medical  College  in  1919.  His  in- 
ternship was  served  at  the  Norweigan  Deaconess 
Hospital  and  the  Cook  County  Hospital,  both 
in  Chicago. 

In  1920  Dr.  Callander  came  to  Tucson  and 
was  associated  with  the  Tucson  Clinic  for  many 
years,  practicing  in  the  field  of  internal  medicine 
and  the  sub-specialty  of  gastroenterology.  Dur- 
ing this  time  he  studied  for  a year  in  Vienna. 

Dr.  Callander  joined  the  Navy  Medical  Corps 
in  1940.  After  the  war  he  moved  to  Mountain 
Home,  Tennessee,  where  he  was  on  the  staff 
of  the  Veterans  Administration  Hospital  until 
1958.  He  then  moved  to  California. 

His  widow,  Mrs.  Clara  Callander,  resides  at 
417  Glenmont  Drive,  Solana  Beach,  California. 
There  are  two  daughters,  Nancy,  of  San  Diego, 
and  Barbara,  of  Oregon. 

RESOLUTION 

PIMA  COUNTY  MEDICAL  SOCIETY 

WHEREAS,  by  the  death  of  Russell  John 
Callander,  M.D.,  the  Pima  County  Medical  So- 
ciety has  suffered  the  loss  of  one  who  was  a 
member  for  thirty-seven  years,  and 

WHEREAS,  while  Doctor  Callander  has  not 
practiced  in  this  city  during  recent  years,  he  is 
remembered  with  affection  and  esteem  by  those 
who  knew  him  and  were  his  colleagues  in  medi- 
cine, be  it  THEREFORE 

RESOLVED:  That  the  Pima  County  Medical 
Society  inscribe  these  sentiments  in  its  perman- 
ent records,  and  convey  to  his  family  an  e.xpres- 
sion  of  sorrow  and  sympathy. 


GORDON  JUDSON  McCURDY,  M.D. 

Cordon  Judson  McCurdy,  M.D.,  passed  away 
on  Sunday  evening,  February  14,  1960,  in  Good 
Samaritan  Hospital,  Phoenix,  Arizona.  He  was 
born  in  Mouhnein,  Burma  on  October  30,  1902. 
His  father  was  a missionary  in  Burma.  When 
he  was  quite  young  the  family  moved  to  Nova 
Scotia.  He  received  his  Doctor  of  Medicine 
degree  at  the  University  of  Michigan  Medical 
School  at  Ann  Arbor,  Michigan,  on  September 
20,  1927.  His  residency  was  served  at  the  Dr. 
Ferris  Clinic  in  Michigan.  He  practiced  as  a 
private  physican  in  the  specialty  of  E.N.T. 
in  Providence,  Rhode  Island  for  seventeen  years. 
He  then  moved  to  Miami,  Florida.  In  January 
1954  he  received  his  certificate  to  practice  in 
Arizona  through  reciprocity  with  the  state  of 
Florida.  He  was  licensed  in  the  states  of  Michi- 
gan, Rhode  Island,  California,  Florida,  and  Ari- 
zona. Plis  office  was  in  the  Professional  Building, 
Phoenix.  He  was  a member  of  the  Maricopa 
County  Medical  Society,  the  American  Medical 
Association,  the  American  Laryngo-Rhino-Oto- 
logical  Society  of  the  United  States,  which  is 
one  of  the  foremost  societies  in  this  specialty. 

He  had  published  papers  on  treatment  of 
mastoid  conditions.  Fenestration  for  deafness 
was  one  of  his  accomplishments.  He  maintained 
an  office  at  Prescott,  where  he  was  with  patients 
two  days  of  the  week,  and  in  Phoenix  for  the 
remainder  of  the  week  from  1955  until  his  death. 

He  had  required  insulin  for  diabetes  for  a 
number  of  years.  The  final  episode  was  initiated 
by  what  is  apparently  a cerebral  vascular  acci- 
dent and  coma  which  may  have  been  compli- 
cated by  the  diabetic  condition. 

He  is  survived  by  his  wife.  Nan,  and  two 
children  by  his  first  wife  who  are  now  of  college 
age. 

Dr.  McCurdy  was  rather  reserved,  but  a 
friendly  individual  whose  patients  trusted  and 
appreciated  him.  He  had  a serious  approach 
to  the  practice  of  medicine  which  tended  to 
inspire  his  patients  with  confidence. 

Howell  Randolph,  M.D. 


Brist^ 


. . .well  tolerated  when 


...a  highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


used  on  a properly  individ- 
ualized dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


“In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.’’^ 

“. . .indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”^ 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.”" 

Information  on  dosage,  administration  and  'precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759, 1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  O.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 


p ■ ■ ■ H m 

t BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


432 


Arizona  Medicine 


July,  1960 


^Jopics  of  ^^urreni  <.^4.eJical  \Jnterest 


RABIES  FROM  BATS 

Hugh  H.  Smith,  M.D.,  AA.P.H. 


For  many  years  it  has  been  known  that  rabies 
is  transmitted  by  vampire  bats  in  South  America 
and  Mexico.  Asymptomatic  infection  of  the 
salivary  glands  of  vampire  bats  has  been  demon- 
strated for  periods  of  as  long  as  five  months 
thus  providing  a reservoir  for  the  maintenance 
of  the  virus  in  nature  in  the  areas  in  which 
the  vampire  bat  exists. 

No  vampire  bats  are  known  to  be  indigenous 
to  the  United  States,  although  colonies  of  them 
have  been  discovered  in  Mexico  about  two 
hundred  miles  south  of  the  border. 

In  1953,  rabies  virus  was  isolated  from  an 
insectivorous  bat  killed  while  attacking  a woman 
in  Florida  and  during  the  following  year  from 
a similar  bat  under  the  same  circumstances  in 
Pennsylvania.  Subsequently,  rabies  has  been  re- 
ported in  insectivorous  bats  in  eight  states  ( 1 ) . 

In  Arizona,  rabies  was  diagnosed  in  bats  for 
the  first  time  in  1957.  A full  report  on  the  five 
known  cases  of  bat  rabies  up  to  1958  were  pub- 
lished in  Arizona  Medicine(2).  There  were 
other  reported  instances  of  bats  acting  strangely 
in  several  parts  of  the  state. 

Quite  recently,  comes  the  first  report  of  a 
fatal  case  of  rabies  that  definitely  incriminates 
a species  of  insectivorous  bat  as  a source  of 
the  disease  for  man (3).  A California  woman 
picked  up  a bat  lying  on  the  ground  near  her 
home  in  Butte  County.  She  was  bitten  on  the 
middle  finger  of  her  left  hand.  She  telephoned 
a veterinarian  about  treating  the  bat  for  an 
apparenly  broken  wing.  The  veterinary  phy- 
sician suspected  rabies  in  the  bat  and  suggested 
that  it  be  taken  to  the  Health  Department.  The 
brain  of  the  bat  was  examined  and  found  positive 
for  Negri  bodies.  Rabies  virus  was  subsequently 


isolated  in  mice  from  the  bat’s  brain. 

In  spite  of  vigorous  anti-rabies  treatment,  the 
woman  came  down  with  rabies  on  the  55th  day 
following  the  bat  bite  and  died  eleven  days 
after  the  onset  of  symptoms. 

Just  what  role  bats  may  play  in  the  epidemi- 
ology of  rabies  is  not  yet  known.  It  does  appear 
that  infected  bats  do  pose  a threat  to  man  and 
other  animals.  A review  of  reports  of  human 
exposures  in  this  country  and  Canada  indicates 
at  least  seventy-five  persons  have  been  bitten 
by  bats(4).  In  the  majority  of  the  cases  the 
persons  bitten  appear  to  have  exposed  them- 
selves by  handling  an  obviously  ill  bat  or  by 
one  whose  behavior  was  definitely  abnormal. 
Unprovoked  attacks  by  bats  are  unusual. 

During  the  period  1951-58,  a total  of  92  cases 
of  rabies  in  humans  were  reported  in  the  United 
States,  of  which  only  three  were  associated  with 
exposure  to  bats.  This  low  incidence  indicates 
that  the  hazard  of  direct  transmission  of  rabies 
from  bat  to  man  is  minor  compared  with  that  of 
transmission  from  dogs  and  other  domestic  ani- 
mals. There  is  a danger,  however,  and  health 
authorities  are  suggesting  that  all  bites  of  per- 
sons by  bats  be  considered  as  possible  exposures 
to  rabies  and  treated  accordingly.  Every  effort 
too  should  be  made  to  warn  people,  especially 
children,  not  to  handle  bats  that  appear  ill  or 
those  acting  in  a strange  manner. 

REFERENCES 
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GASTRIC  LAVAGE  VS.  EMESIS 
IN  THE  TREATMENT  OF  POISONING 

I N the  first-aid  or  medical  treatment  of  cer- 
tain ingested  poisons  one  of  the  chief  measures 
inv'olves  the  prevention  of  further  absorption  of 
the  poison  from  the  digestive  tract.  This  may  be 
achieved  by  two  possible  means,  induced  emesis 
or  gastric  lavage.  In  the  case  of  first-aid  treat- 
ment, the  only  course  available  to  the  layman 
for  emptying  the  stomach  is  by  means  of  induced 
vomiting.  Included  in  the  first-aid  measures  for 
poisoning  as  recommended  by  the  Committee 
on  To.xicology  of  the  American  Medical  Associa- 
tion is  the  initial  administration  of  large  volumes 
of  milk  or  water  ( 1 to  2 cups  for  children  ages 
1 to  5;  up  to  1 quart  for  patients  over  5 years  of 
age)  and  the  induction  of  vomiting  by  placing 
the  blunt  end  of  a spoon  or  finger  at  the  back 
of  the  patient’s  throat  or  by  giving  2 tablespoons 
of  salt  in  a glass  of  warm  water  ( 1 ) . 

On  the  other  hand,  in  the  medical  treatment 
of  ingested  poisons  both  induced  emesis  and 
gastric  lavage  are  measures  which  may  be  em- 
ployed by  the  physician.  The  technic  to  be  em- 
ployed for  emptying  the  stomach  in  any  given 
case  of  poisoning  usually  depends  on  factors 
such  as  the  experience  and  preference  of  the 
physician,  the  nature  of  the  ingested  substance, 
and  the  availability  of  equipment.  Little  re- 
search has  been  done  on  the  comparative  ef- 
ficiency of  the  two  technics  for  the  removal  of 
swallowed  poisons  from  the  stomach  and  opin- 
ions differ  as  to  which  method  is  the  more  ef- 
fective. For  example,  Goodman  and  Gilman(2) 
state,  “The  clinical  stomach  tube  has  relegated 
emetics  to  a deserved  obsolescence.”  In  con- 
trast, an  editorial  in  the  Journal  of  the  American 
Medical  Association(3)  cited  the  systematic  in- 
vestigation of  Harstad  and  coworkers  which 
challenged  the  efficacy  of  gastric  lavage  for  re- 
moving swallowed  poisons  and  concluded  that 
it  is  generally  inefficient  and  often  valueless 
in  cases  of  acute  poisoning.  These  investigators 
further  concluded  that  gastric  lavage  promotes 
passage  of  a poison  into  the  intestine  and  sug- 
gested that  the  efficiency  of  lavage  may  be  in- 
creased by  the  repeated  use  of  relatively  small 
volumes  of  fluid.  They  pointed  out  that  lavage 
is  usually  ineffective  if  the  poison  had  been 
swallowed  for  4 hours  or  longer;  the  bulk  of 
the  poison  leaves  the  stomach  rapidly,  especially 
in  suicide  victims,  who  often  take  it  on  an  empty 


stomach;  and  in  conscious  patients  evacuation 
by  emesis  with  the  aid  of  apormorphine  is  su- 
perior to  lavage. 

Recently,  Arnold  and  associates  ( 4 ) evaluated 
the  efficacy  of  lavage  and  induced  emesis  in 
the  treatment  of  experimental  sodium  salicylate 
poisoning  in  dogs.  Essentially,  their  procedure 
consisted  of  administering  sodium  salicylate  to 
dogs  and  determining  the  amount  of  drug  that 
could  be  recovered  from  the  digestive  tract  by 
induced  emesis  or  gastric  lavage.  Although  the 
data  obtained  were  not  sataistically  analyzed, 
these  investigators  concluded  that:  (a)  lavage 
within  15  minutes  of  salicylate  administration  is 
no  more  effective  than  vomiting  induced  within 
30  minutes  of  poisoning;  (b)  1 hour  after  ad- 
ministration of  sodium  salicylate,  lavage  is  far 
less  effective  than  induced  emesis;  and  (c) 
spontaneous  emesis  is  not  as  effective  as  induced 
emesis.  One  and  one-half  hours  after  salicylate 
administration,  induced  emesis  is  still  somewhat 
effective  and  thus  appears  to  be  the  preferred 
procedure  for  removing  salicylate  from  the 
stomach.  Undoubtedly,  one  of  the  most  signifi- 
cant features  of  the  experiment  reported  by 
Arnold  and  coworkers  is  the  observation  that 
neither  lavage  nor  emesis,  under  the  most  opti- 
mal conditions,  are  consistent  in  effectiveness. 
Gonsequently,  they  suggested  that  all  patients, 
after  either  form  of  treatment,  should  be  care- 
fully observed  for  signs  of  further  drug  absorp- 
tion. 

Another  obvious  disadvantage  in  the  use  of 
gastric  lavage  is  the  fact  that  poisonous  material 
of  large  particle  size,  such  as  enteric  coated 
tablets  and  mothballs,  cannot  be  aspirated 
through  a lavage  tube.  Despite  the  apparent 
advantages  of  induced  emesis  over  gastric  lavage 
in  the  treatment  of  ingested  poisons,  the  pro- 
cedure is  not  entirely  adequate  or  without 
danger.  For  example,  the  marked  increase  in 
blood  pressure  during  emesis  may  result  in 
cardiovascular  accidents (4,  5).  The  marked  in- 
crease in  the  intra-abdominal  pressure  during 
emesis  may  be  dangerous  in  pregnancy,  hernias, 
and  advanced  peptic  ulcers  or  other  gastroin- 
testinal erosions(5).  Finally,  the  fall  in  blood 
pressure  after  emesis  may  be  dangerous  in  young 
children  and  debilitated  persons (5).  Further- 
more, it  is  well  recognized  that  in  cases  of  cential 
nervous  depression  emetic  agents  not  only  may 
fail  to  exert  their  therapeutic  effect  but  may 
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add  to  the  depression.  Apomorphine  and,  to  a 
lesser  extent,  ipecac  are  capable  of  causing  fur- 
ther depression.(4)  Also,  Boyd(5)  has  pointed 
out  that  ipecac  is  irritating  to  mucosal  surfaces 
and  may  produce  gastroenteritis  if  it  is  not 
ejected  from  the  stomach.  More  recently,  All- 
port(6)  reported  a case  in  which  a 2’/^-year-old 
boy  was  given  15  ml  of  ipecac  fluidextract  over 
a 30-minute  interval  following  the  accidental 
ingestion  of  approximately  6 chlorpheniramine 
( Chlor-Trimeton ) maleate  tablets  4 mg.  each. 
The  boy  then  vomited  violently  for  the  next  8 
hours.  He  continued  to  vomit  intermittently  for 
2V2  days  and  developed  a tarry  diarrhea  which 
was  benzidine  positive.  The  author  pointed  out 
that  emetine  is  apparently  the  alkaloid  primarily 
responsible  for  the  toxic  manifestations  of  ipecac 
and  for  the  similarity  in  the  toxicity  of  ipecac 
fluidextract  and  ipecac  syrup.  He  emphasized 
the  difference  between  the  two  preparations; 
the  fluidextract  is  approximately  14  times  more 
potent  than  the  syrup.  Although  the  use  of  ipecac 
syrup  as  a possible  first-aid  measure  for  the 
treatment  of  poisoning  has  been  suggested,  the 
Arizona  Poisoning  Control  Information  Center 
does  not  condone  the  lay  use  of  ipecac  prepara- 
tions for  this  purpose  because  of  their  potential 
toxicity. 

Because  of  the  paucity  of  adequate  experi- 
mental and  clinical  observations  and  in  view  of 
the  shortcomings  inherent  in  both  gastric  lavage 
and  induced  emesis  for  the  purpose  of  removing 
swallowed  poisons  from  the  stomach,  the  Arizona 
Poisoning  Control  Information  Center  is  unable 
to  recommend  one  method  in  preference  to  the 
other.  The  choice  of  procedure  for  preventing 
further  gastrointestinal  absorption  in  any  par- 
ticular case  of  poisoning  must  necessarily  depend 
on  the  condition  and  health  of  the  patient,  the 
nature  and  relative  toxicity  of  the  noxious  sub- 
stance, and  the  experience  and  preference  of 
the  attending  physician.  After  evacuation  of  the 
stomach  by  either  method  the  patient  should  be 
carefully  observed  for  signs  of  additional  drug 
absorption  and  treated  accordingly.  In  general, 
when  the  patient  is  comatose  or  if  the  poison 
is  a petroleum  distillate  or  corrosive,  evacuation 
of  the  stomach  by  either  gastric  lavage  or  in- 
duced emesis  should  be  avoided.  For  poisoning 
cases  in  which  these  t^vo  procedures  are  con- 
traindicated consideration  should  be  given  to 
the  possible  use  of  dilution,  neutralization,  or 
catharsis. 


STATISTICS  OF  101  POISONING  CASES 
IN  ARIZONA  DURING  FEBRUARY  1960 

AGE: 


71.2%  involved  under  5 year  age  group 

( 72) 

1.0%  involved  6 to  15  year  age  group 

( 1) 

12.9%  involved  16  to  30  year  age  group 

( 13) 

7.0%  involved  31  to  45  year  age  group 

( 8) 

7.9%  involved  over  45  year  age  group 

( 7) 

NATURE  OF  INCIDENT: 

80.2%  accidental 

( 81) 

19.8%  intentional 

( 20) 

TIME  OF  DAY: 

44.6%  occurred  between  6 a.m.  and  noon 

( 45) 

23.8%  occurred  between  noon  and  6 p.m. 

( 24) 

14.8%  occurred  between  6 p.m.  & midnight  ( 15) 

1.0%  occurred  between  midnight  & 6 a.m.  ( 1) 

15.8%  were  not  reported 

( 16) 

OUTCOME: 

99.0%  recovery 

(100) 

1.0%  fatal  (aspiring  poisoning) 

( 1) 

CAUSATIVE  AGENTS: 

Internal  Medicines  Number 

Percent 

Aspirin 

35 

33.3 

Other  Analgesics 

7 

6.7 

Barbiturates 

13 

12.4 

Antihistamines 

2 

1.9 

Laxatives 

2 

1.9 

Cough  Medicine 

0 

0.0 

Tranquilizers 

4 

3.8 

Others 

17 

16.2 

Subtotal 

80 

76.2 

External  Medicines 

Liniment 

1 

0.9 

Antiseptics 

0 

0.0 

Others 

0 

0.0 

Subtotal 

1 

0.9 

Household  Preparations 

Soaps,  Detergents,  etc. 

0 

0.0 

Disinfectants 

0 

0.0 

Bleach 

4 

3.8 

Lye,  corrosives,  drain  cleaners 

0 

0.0 

Furniture  and  floor  polish 

0 

0.0 

Subtotal 

4 

3.8 

Petroleum  Distillates 

Kerosene 

3 

2.85 

Gasoline 

0 

0.0 

Others  (lighter  fluid) 

3 

2.85 

Subtotal 

6 

5.70 

Cosmetics 

2 

1,9 

Pesticides 

Insecticides 

0 

0.0 

Rodenticides 

0 

0.0 

Others 

0 

0.0 

Subtotal 

0 

0.0 

Paints.  Varnishes,  Solvents,  etc. 

4 

3.8 

Plants 

0 

0.0 

Miscellaneous 

5 

4.8 

Unspecified 

3 

2.9 

TOTAL 

105* 

100.0 
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®The  total  number  of  causative  agents  exceed  the  actual 
number  of  poisoning  cases  since  in  certain  individual  poisoning 
incidents  more  than  one  agent  was  involved. 

REFERENCES 

1.  Recommendations  of  Committee  on  Toxicology  on  First-Aid 
Measures  for  Poisoning,  J.A.M.A.,  165:686,  1957. 

2.  Goodman,  L.  S.  and  Gilman,  A.,  The  Pharmacological  Basis 
of  Therapeutics,  2nd  edition.  The  Macmillan  Company,  New 
York,  1956,  p.  1964. 

3.  Editorial:  Value  of  Gastric  Levage  in  Treatment  of  Acute 
Poisoning,  J.A.M.A.,  133:545,  1947. 

4.  Arnold,  J.,  Hodges,  J.  B.,  and  Barta,  R.  A.,  Evaluation  of 
the  Efficacy  of  Lavage  and  Induced  Emesis  in  Treatment  of 
Salicylate  Poisoning,  Pediatrics,  23:286,  19.59. 

5.  Boyd,  E.  M.,  Drugs  Acting  on  Mucous  Membrane  and  Skin, 
in:  Pharmacology  in  Medicine  by  Drill,  V.A.,  Ed.,  McGraw-Hill 
Book  Gompany,  Inc.,  New  York,  1958,  p.  694. 

6.  Allport,  R.  B.,  Ipecac  Is  Not  Innocuous,  J.  Dis.  Child., 
98:786,  1959. 

WILLIS  R.  BREWER,  Ph.D. 

Dean,  College  of  Pharmacy 
The  University  of  Arizona,  Tucson 
ALBERT  L.  PICCHIONI,  Ph.D. 

Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona,  Tucson 
LINCOLN  CHIN,  Ph.D. 

Pharmacologist 
The  University  of  Arizona,  Tucson 

SIXTH  ANNUAL  CONFERENCE 
OF  MENTAL  HEALTH 
REPRESENTATIVES  OF 
STATE  MEDICAL  ASSOCIATIONS 

The  above  titled  meeting,  sponsored  by  the 
Council  on  Mental  Health  of  the  American  Med- 
ical Association,  was  held  in  Chicago,  Illinois 
November  20-21,  1959.  The  general  theme  of 
the  program  was  “Organized  Medicine  in  its  Re- 
lationship to  the  Hospitalized  Psychiatric  Pa- 
tient.” Plenary  sessions  began  and  ended  the 
conference;  otherwise,  the  participants  were  di- 
vided into  six  groups  where  various  subtopics 
were  explored  in  a seminar  fashion. 

The  eclectic  nature  of  these  conferences  is 
well  documented  by  the  fact  that  on  one  occa- 
sion Marion  Kenworthy,  M.D.,  then  president 
of  the  American  Psychoanalyitc  Association,  and 
Jonas  Salk,  M.D.,  of  vaccine  fame,  both  partici- 
pated in  one  seminar  meeting. 

The  cost  of  mental  illness  is  staggering.  Al- 
though half  of  all  hospital  beds  are  occupied  by 
psychiatric  patients,  only  seventeen  per  cent  of 
hospital  personnel  work  in  mental  hospitals.  Im- 
proving the  lot  of  state  mental  hospitals  suffi- 
ciently to  but  barely  meet  the  standards  set  up 
by  the  American  Psychiatric  Association  would 
probably  more  than  double  the  present  cost  of 
patient  care.  It  appears  that  the  A.M.A.  has  been 
lax  in  its  public  education  measures  as  concerns 
the  mentally  ill;  the  result  being  that,  although 
“Cadillac”  medical  care  is  demanded  for  the  in- 
digent,, physically  ill,  no  such  thought  or  con- 
sideration is  afforded  the  mentally  ill. 


Full  utilization  of  present-day  knowledge  in 
the  care  and  treatment  of  psychiatric  illnesses 
necessitates  closer  communication  and  collabo- 
ration between  the  state  mental  hospital,  the 
private  mental  hospital,  the  general  hospital, 
and  the  psychiatric  out-patient  clinic.  To  this 
end,  it  is  generally  agreed  that  the  addition  of 
more  hospital  beds  to  our  already  too  big  state 
mental  hospitals  should  be  discontinued.  The 
need  is  for  more  facilities  for  the  intensive  care 
and  treatment  of  the  psychiatric  patient  and 
this  could  best  be  accomplished,  e.xtramurally, 
by  the  growth  and  development  of  mental  health 
clinics  and,  intramurally,  by  the  organization  and 
development  of  psychiatric  units  in  general  hos- 
pitals as  well  as  by  the  continuance  of  the  pri- 
vate psychiatric  hospital.  Psychiatric  units  in 
general  hospitals,  as  well  as  private  psychiatric 
hospitals,  should  be  integral  parts  of  the  com- 
munities which  they  serve.  This  has  not  been 
true  in  the  past,  but  progress  is  being  made  in 
making  these  units  and  the  hospitals  bed  part- 
ners of  organized  medicine  as  a whole. 

Private  psychiatric  hospitals  in  the  United 
States  number  296.  This  represents  2%  of  psy- 
chiatric beds  in  the  United  States.  These  private 
hospitals  admit  76,000  patients  annually,  46,000 
of  which  are  first  admissions.  State  hospitals  ad- 
mit 188,000  patients,  approximately  120,000  of 
which  are  first  admissions.  These  significant  fig- 
ures reflect  the  importance  of  early  and  vigor- 
ous psychiatric  treatment,  thereby  restoring 
many  citizens  to  the  community  as  productive 
members  who  might  otherwise  have  been  lost 
to  society.  Organized  medicine  should  be,  and 
is  able  to,  look  to  the  private  psychiatric  hospi- 
tal for  fruitful  work  in  the  fields  of  psychiatric 
research  and  education.  The  latter  directed  both 
to  the  public  at  large  and  to  organized  medicine. 
Furthermore,  psychiatric  emergency  service  fur- 
nished by  the  private  hospital  is  generally  un- 
available from  other  sources  within  the  com- 
munity. 

Conspicuous  by  its  absence  is  the  psychiatric 
unit  in  the  general  hospital.  In  the  Digest  of  Of- 
ficial Acts  of  the  A.M.A.  1846-1958  (p.  498)  is  a 
significant  resolution,  “Resolved;  That  the 
A.M.A.  representatives  on  the  Joint  Commission 
(on  the  accreditation  of  hospitals)  call  to  the 
attention  of  the  Joint  Commission  that  the  House 
of  Delegates  recommend  that  general  hospitals, 
wherever  feasible,  be  encouraged  to  permit  the 
hospitalization  of  suitable  psychiatric  patients.” 
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It  is  the  consensus  of  opinion  at  the  present 
time  that  psychiatric  units  in  general  hospitals 
should  enjoy  the  same  degree  of  individuality 
as  do  the  departments  of  medicine,  surgery,  or 
obstetrics.  The  units  should  consist  of  not  more 
than  twenty  to  thirty  beds,  coming  to  approxi- 
mately 10%  of  the  total  community  hosptial  bed 
capacity.  It  is  known  that  the  average  hospital 
stay  in  such  a psychiatric  unit  will  vary  from 
7.1  to  60  days. 

Statistics  are  becoming  available  which  show 
that  when  private  insurance  carriers  add  mental 
disease  coverage  to  their  sickness  benefits  they 
can  expect  that  claims  for  mental  disease  will 
amount  to  approximately  4%  of  paid  benefits. 

The  general  hospital  psychiatric  unit  offers 
golden  opportunities  to  improve  communication 
between  the  psychiatrist  and  his  general  medi- 
cal colleague.  Interns  and  student  nurses  are  af- 
forded exposure  to  patients  with  psychiatric  ill- 
nesses within  tlie  framework  of  general  medi- 
cine so  that  any  negative  stigmata  attached  to 
mental  disease  can  be  modified  in  the  minds  of 
young  people  within  the  field  of  medicine  and 
this,  in  turn,  can  eventually  lead  to  a healthier 
attitude  on  the  part  of  the  public.  Furthermore, 
the  hospital  with  a psychiatric  unit  becomes  a 
better  hospital  in  every  aspect  of  its  functioning, 
just  as  a medical  service  becomes  a better  one 
because  of  the  excellence  of  its  department  of 
roentgenology,  so  too  a surgical  department  can 
be  a better  one  when  it  has  available  to  it  an 
immediate  and  accessible  psychiatric  consulta- 
tion. Furthermore,  this  rubbing  of  shoulders  with 
general  medicine  encourages  the  psychiatrist  to 
remain  a doctor  of  medicine  in  fact  as  well  as 
in  name. 

From  the  in-patient  psychiatric  unit  it  is  but 
a simple  and  logical  step  to  the  out-patient  psy- 
chiatric clinic.  Such  clinics,  either  functioning 
within  the  community  but  as  independent  en- 
tities, or  as  a part  of  general  out-patient  clinics, 
have  become  loci  of  emotional  first-aid,  serving 
both  the  discharged  psychiatric  patient  and  as 
diagnostic  and  treatment  centers.  In  those  areas 
where  psychiatric  help  is  but  limitedly  availa- 
ble, the  out-patient  clinic  can  serve  as  a tool 
through  which  the  consultant’s  time  can  be  used 
most  effectively  to  meet  the  community’s  needs. 

Psychiatric  rehabihtation  has  as  its  goal  the 
restoration  to  useful  activity  of  individuals  who 
have  been  victims  of  psychic  trauma  sufficient 
to  produce  emotional  disability.  Such  rehabih- 


tation would  include  restoration  of  the  individu- 
al to  his  community,  his  work,  his  associates,  and 
his  family.  Steps  to  accomplish  this  goal  include 
the  night  hospital,  the  day  hospital,  the  shel- 
tered workshop,  the  halfway  house,  family  care, 
ex-patient  group  meetings,  and  after-care  out- 
patient clinics.  Such  goals  can  be  reached  if 
there  is  sufficient  collaboration  between  avail- 
able social  agencies,  psychiatrists,  general  prac- 
titioners, religious  and  social  leaders. 

The  medical-legal  aspects  of  commitment  laws 
in  several  states  were  discussed  at  length.  Al- 
thought  the  constitutionality  of  certain  provi- 
sions of  the  Uniform  Mental  Health  Act  has 
been  questioned,  this  act  still  serves  a most  use- 
ful purpose  when  it  forms  the  basis  upon  which 
is  built  a more  suitable  and  uniform  mental 
health  law.  Laws  so  structured  discourage  the 
utilization  of  jails  and  policemen  in  the  forcible 
hospitalization  of  mentally  ill  patients  and  sub- 
stitute therefor  a medical  procedure  thereby 
maintaining  insofar  as  is  possible  the  dignity  and 
rights  of  the  individual  patient.  It  was  agreed 
that  a state  mental  health  act  should  contain  a 
provision  for  the  voluntary  admission  of  a pa- 
tient to  the  state  hospital,  provisions  for  emer- 
gency admission  to  a state  hospital,  and  should 
carefully  distinguish  between  those  proceedings 
leading  to  enforced  hospitalization  and  those 
proceedings  having  to  do  with  the  declaration 
of  the  individual  patient’s  mental  competence 
or  absence  thereof.  Automatic  declaration  of  in- 
competency based  upon  hospital  commitment  is 
to  be  condemned. 

Since  the  Sixth  Annual  Conference  of  Mental 
Health  Representatives  of  State  Medical  Associ- 
ations represents  the  most  informed  opinion 
available  at  this  time  concerning  matters  of  men- 
tal health,  it  is  interesting  to  note  how  mental 
health  programs  in  Arizona  measure  up  to  those 
of  the  remaining  United  States. 

Our  state  hospital,  under  Doctor  Samuel 
Wick’s  direction,  has  certainly  attained  and 
maintained  a close  liaison  with  the  community 
generally  and  the  medical  profession  specifical- 
ly. Open  House  days  at  the  hospital  have  been 
held  to  permit  the  citizens  to  observe  at  first 
hand  what  is  being  done  at  the  state  hospital 
level  in  Arizona  to  diagnose  and  treat  mentally 
ill  patients.  For  the  past  several  years,  one  meet- 
ing of  the  Maricopa  County  Medical  Society  has 
been  held  annually  at  the  state  hospital.  Very  re- 
cently a two-day  meeting  was  held  at  the  state 
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hospital  for  general  practitioners.  This  psychi- 
atric seminar  proved  a most  effective  method 
for  improving  the  relationship  between  the  men- 
tally ill  patient  and  the  physician  who  first  sees 
the  patient,  namely  the  family  doctor.  Improving 
this  relationship  can  lead  to  more  effective  thera- 
peutics and  disease  prevention  in  the  field  of 
mental  health. 

On  the  debit  side  of  the  state  hospital  ledger, 
is  the  fact  that  the  institution  is  overcrowded 
and  understaffed.  Salaries  are  miserably  low  as 
witness  that  of  the  superintendent,  whose  salary 
is  the  lowest  among  superintendents  of  several 
of  the  western  states.  The  hospital’s  being  an  in- 
tegral part  of  the  community  may  have  come 
about  by  way  of  fortuitous  circumstances  rather 
than  by  farsighted  planning  in  that  the  hospital 
could  not  help  but  to  have  been  incorporated 
into  the  rapidly  expanding  city  limits. 

There  is  but  one  psychiatric  hospital  in  the 
entire  state  of  Arizona  and  it  manifests  topnotch 
thinking  and  orientation  in  such  hospitals  today. 
Carefully  controlled  and  supervised  research 
programs  have  been  carried  out.  The  hospital 
serves  as  a focal  point  for  dissemination  of  psy- 
chiatric knowledge,  both  to  tlie  specialist  and  to 
the  general  practitioner.  Prominent  men  in  the 
field  of  psychiatry  are  brought  in  by  the  hospi- 
tal at  periodic  intervals  and  both  the  specialists 
in  psychiatry  and  men  in  other  fields  of  medi- 
cine attend  these  lectures  and  demonstrations. 
This  hospital  is  also  the  site  of  a ten-week  sus- 
tained and  intensive  psychiatric  seminar  spon- 
sored by  the  Western  Interstate  Commission  for 
Higher  Education  for  general  practitioners  and 
specialists  in  fields  other  than  psychiatric  medi- 
cine. The  faculty  for  this  seminar  is  made  up  of 
active  staff  members  of  the  hospital.  The  hospi- 
tal provides  emergency  service  and  through  its 
active  staff  supplies  speakers  who  appear  before 
lay  groups.  The  close  communication  which  ex- 
ists between  the  hospital  staff  members  and  the 
medical  profession  at  large  is  well  documented 
by  the  fact  that  the  hospital  staff  is  open  to 
members  in  good  standing  of  the  local  and  state 
medical  societies.  The  versatility  of  the  hospi- 
tal’s therapeutic  armamentarium  is  evidenced 
by  the  availability  therein  of  all  forms  of  somat- 
ic therapies  as  well  as  ancillary  services  such  as 
occupational  therapy,  recreational  therapy,  and 
social  services.  At  times  the  closeness  of  the  hos- 
pital to  the  community  has  been  uncomfortable, 
particularly  when  it  has  been  necessary  to 


change  zoning  restrictions  so  that  hospital  re- 
sources might  be  expanded;  but  just  as  that 
closeness  brought  opposition,  so  too  it  brought 
the  support  necessary  for  the  zoning  changes. 

Psychiatric  services  in  general  hospitals  in  Ari- 
zona are  essentially  nil.  Although  several  hospi- 
tals in  the  state  identify  themselves  as  accepting 
psychiatric  patients,  personal  communications 
indicate  that  they  do  so  only  under  the  most 
stringent  rules  and  regulations;  these  have  be- 
come even  more  restraining  during  recent  times 
when  unfortunate  accidents  have  led  to  adverse 
court  decisions  directed  against  the  hospitals  in 
relationship  to  psychiatric  patients.  Nor  does  the 
Arizona  Hospital  Service,  the  so-called  “doctors’ 
plan  for  health  insurance,”  cover  emotional  ill- 
ness. 

Arizona  is  fortunate  in  having  qualitatively 
excellent,  though  quantitatively  severely  inade- 
quate, out-patient  psychiatric  facilities  for  chil- 
dren. The  only  out-patient  clinic  for  adults  is 
sponsored  by  the  state  hospital  and,  again,  is  to- 
tally inadequate  to  meet  the  present  need. 

Federally  sponsored  vocational  rehabilitation 
services  are  available  within  the  state.  In  addi- 
tion, rehabilitation  services  for  epileptics  have 
recently  become  available  and  it  is  hoped  that 
this  program  will  eventually  become  self-sup- 
porting and  may  even  serve  as  a sponsor  for  sim- 
ilar such  centers  in  other  counties  of  this  state. 
Day  hospitals,  night  hospitals,  and  halfway 
houses,  which  play  such  an  important  role  in  re- 
habilitation are  not  available  in  Arizona. 

Two  years  ago,  with  the  backing  of  the  state 
medical  society  and  with  the  hard  work  and 
support  of  lay  groups,  a mental  health  act  was 
put  through  the  legislature,  patterned  largely 
after  the  Uniform  Mental  Health  Code. 

So  it  would  seem  that  Arizona  measures  up 
quite  well  in  many  aspects  to  the  nation  as  a 
whole.  The  most  serious  deficits  exist  in  the 
areas  of  out-patient  clinic  facilities,  in-patient 
child  care  centers,  and  the  day-night  hospitals. 

But  rather  than  looking  to  further  attainments, 
let  us  maintain  what  we  have  by  directing  our 
attention  to  the  salary  scale  at  the  state  hospital 
which  could  cost  us  many  difficult-to-replace, 
trained  personnel.  Also  to  insure  our  not  being 
looked  upon  as  talking  out  of  both  sides  of  our 
mouths  at  the  same  time,  let’s  see  to  it  that  the 
Arizona  Hospital  Service  recognizes  mental  ill- 
ness as  a medical  disease  worthy  of  being  cov- 
ered by  Blue  Cross  and  Blue  Shield  hospital 
plans.  T.  Richard  Cregory,  M.D. 
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BLUE  SHIELD 

Like  a somewhat  wayward  child,  Blue  Shield 
often  plays  the  role  of  favorite  whipping  boy 
for  the  doctors  who  created  it.  Wherever  several 
physicians  are  gathered  together  — in  staff 
room,  committee  meeting  or  on  the  second 
tee  — someone  is  certain  to  take  out  after 
the  local  Blue  Shield  Plan. 

When  the  definitive  history  of  prepayment  is 
written,  perhaps  one  may  trace  a falling  rate  of 
divorce  among  American  physicians  who  have 
worked  out  so  many  of  their  frustrations,  not 
on  their  wives,  but  on  their  Blue  Shield  Plans. 

Some  Blue  Shield  administrators  confess  to  a 
wry  satisfaction  in  all  this  — recognizing  that 
a parent  is  always  fussier  with  his  own  offspring 
than  with  a child  for  whom  he  has  no  emotional 
affinity. 

Blue  Shield  is  a vast  community  umbrella 
designed  to  ward  off  the  rain  of  medical  ad- 
versity which  falleth.  alike  upon  the  just  and 
the  unjust.  It  serves  the  need  of  the  average 
man  as  best  it  may,  but  it  sometimes  falls  a 
little  short  of  the  special  needs  or  wishes  of 
the  individual  patient  and  his  doctor. 

In  these  perilous  times,  when  the  Forand 
philosophy  seems  to  have  so  thoroughly  infected 
the  politicians  of  both  parties,  American  medi- 
cine has  reasons  more  apparent  than  ever  before 
to  honor  those  medical  pioneers  who  built  Blue 
Shield,  and  to  support  the  civic  and  professional 
leaders  who  today  are  working  so  hard  to  make 
Blue  Shield  an  ever  more  effective  instrument. 

None  can  doubt  that  without  the  reality  of 
a strong  and  growing  Blue  Shield  movement 
during  the  I950’s,  America  would  long  since 
have  had  universal  compulsory  health  insurance. 
And  few  today  would  dispute  the  proposition 
that  if  American  medicine  escapes  the  thralldom 
of  state  medicine  during  the  60s,  it  will  have 
the  voluntary  prepayment  movement  — chiefly 
Blue  Shield  — to  thank  for  its  good  fortune. 

Let’s  all  keep  a closer  eye  on  Blue  Shield  — 
not  merely  to  discern  the  motes  in  its  eye  — 
but  to  encourage  it  to  do  the  best  job  it  can  do 
for  us  and  for  the  American  people. 

BLUE  SHIELD  ANNUAL  MEETING 

At  the  annual  meeting  of  Arizona  Blue  Shield, 
William  Payne,  M.D.,  Tempe,  was  elected  presi- 
dent of  the  organization,  succeeding  Arthur  G. 
Stevenson,  M.D.,  Phoenix.  Other  elected  of- 


ficials of  the  non-profit  medical-surgical  plan 
were  Woodson  C.  Young,  M.D.,  Phoenix,  presi- 
dent elect;  Ian  M.  Chesser,  M.D.,  Tucson,  vice 
president;  Carl  A.  Holmes,  M.D.,  Phoenix,  secre- 
tary; and  Robert  Williams,  vice  president  First 
National  Bank,  Phoenix,  treasurer.  Re-elected 
to  the  Blue  Shield  board  of  directors  were 
Miguel  A.  Carreras,  M.D.,  Tucson;  Dr.  Chesser; 

C.  Thomas  Read,  M.D.,  Phoenix;  and  Mason 
Warren,  secretary  of  the  Maricopa  County  AFL- 
CIO;  Williams  was  also  elected  to  the  board. 

Elected  to  the  professional  committee  were 
Charles  VanEpps,  M.D.,  Phoenix;  Lindsay  E. 
Beaton,  M.D.,  Tucson;  E.  Henry  Running,  M.D., 
Phoenix;  and  Charles  E.  Henderson,  M.D.,  Phoe- 
nix. Dr.  Beaton  was  also  elected  president  of 
the  Arizona  Medical  Association,  succeeding 

D.  W.  Melick,  M.D.,  Phoenix. 

Annual  reports  were  given  by  Dr.  Stevenson, 
out-going  president,  and  L.  Donald  Lau,  execu- 
tive director  of  the  plan.  Dr.  Stevenson  empha- 
sized the  need  for  positive  action  in  combatting 
the  Forand  Bill  and  similar  pieces  of  proposed 
legislation.  Other  high  points  of  their  reports 
were  the  following:  Of  the  $3,198,000  taken  in 
as  income  during  1959  by  Blue  Shield,  $2,765,000 
of  it  went  to  doctors  in  payment  for  care  of 
Blue  Shield  subscribers.  Operating  expenses  for 
the  plan  reached  an  all-time  low  of  9.9%.  Mem- 
bership in  Arizona  for  the  first  time  went  over 
the  200,000  mark  in  Blue  Shield,  reaching 
201,596  people. 

The  annual  meeting  of  the  Blue  Cross  board 
of  directors,  the  hospitalization  portion  of  the 
program  was  held  May  22,  in  Phoenix. 

BOARD  OF  MEDICAL  EXAMINERS 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
April  16,  1960,  issued  certificates  to  practice 
medicine  and  surgery  in  this  state  to  the  fol- 
lowing doctors  of  medicine: 

Brazie,  Robert  Willard,  (CP),  218  Stetson 
Drive,  Scottsdale,  Arizona. 

Brown,  Herbert  C.,  (CP),  3138  East  Mc- 
Dowell Road,  Phoenix,  Arizona. 

Clothier,  Barry  Allen,  (CP),  Phelps  Dodge 
Corp.,  Hospital  Dept.,  Bisbee,  Arizona. 

Cooper,  Clark  Neil,  (GS),  927  West  4th 
Street,  Waterloo,  Iowa. 

Cutler,  Clair  Riley,  (CP),  Maricopa  County 
Hospital,  Phoenix,  Arizona. 
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Duncan,  Perry  E.,  (Oph),  Scottsdale  Medical 
Building,  Scottsdale,  Ariz. 

DYSON,  James  Everett,  (Pd),  4025  East 
Colter  Street,  Phoenix,  Arizona. 

Farnsworth,  Stanford  Franklin,  (PH),  116 
South  12th  Avenue,  Phoenix,  Arizona. 

Enggas,  John  Thomas,  (GP),  Douglas  Hos- 
pital, Douglas,  Arizona. 

Erd,  Quentin  Lane,  (GP),  127  East  Fifth 
Street,  Benson,  Arizona. 

Estes,  John  Earle,  Jr.,  (I),  461  West  Catalina 
Drive,  Phoenix,  Arizona. 

Hancock,  Robert  Edwin,  (GS),  1004  West 
Palo  Verde  Drive,  Phoenix,  Arizona. 

Henson,  Rex  Thomas,  (S),  P.  O.  Box  561, 
Mesa,  Arizona. 

Lahti,  Carl  Robert,  (GP),  7725  North  Fifth 
Ave.,  Phoenix,  Arizona. 

Lenzner,  Jacob  Samuel,  (I),  14674  Ryan 
Street,  Panorama  City,  California. 

Linkner,  Laurence  M.,  (S),  966  Fisher  Build- 
ing, Detroit  2,  Michigan. 

Louis,  Herbert  Johnson,  (Or),  1830  78th 
Court,  Elmwood  Park  35,  Illinois. 

McGahey,  William  Buckles,  (GP),  703  Di- 
vision Street,  Webster  Gity,  Iowa. 

Marzouk,  Baroukh  Y.,  (GP),  St.  Joseph’s  Hos- 
pital, Phoenix,  Arizona. 


Parks,  William  Stacy,  (GP),  Hayden  Glinic, 
Hayden,  Arizona. 

Popoff,  Frederic  E.,  (GP),  Eloy  Medical 
Genter,  Eloy,  Arizona. 

Presbrey,  Richard  B.,  (GP),  Payson  Glinic- 
Hospital,  Payson,  Arizona. 

Riker,  Aaron  Dudley,  (Oph),  1012  Riker 
Building,  Pontaic  15,  Michigan. 

Sanderson,  Willis,  (Anes),  Parkland  Memorial 
Hospital,  5201  Harry  Hines  Boulevard,  Dallas, 
Texas. 

Schrieber,  Melvyn  Hirsh,  (Rnt),  U.S.A.H., 
Fort  Huachuca,  Arizona. 

Sexton,  Jack  Martin,  (GP),  Hayden  Glinic, 
Playden,  Arizona. 

Siegel,  Irving,  (ObG),  2755  West  15th  Street, 
Chicago  8,  Illinois. 

Smith,  Euclid  Monroe,  (I-Rheu),  1103  Med- 
ical Arts  Building,  Hot  Springs,  Ark. 

Snyder,  Frederick  Preston,  (Or),  926  East 
McDowell  Road,  Phoenix,  Arizona. 

Sorensen,  Elmer  Mork,  (Oph),  502  Reed 
Street,  Red  Oak,  Iowa. 

Strachan,  Willis  Lloyd,  (P),  4115  University 
Way,  Seattle  5,  Washington. 

Wendt,  Hilbert  Paul,  (GP),  318  North  La 
Brae,  Thief  River  Falls,  Minn. 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
hone  metabolism 


COMPEEHENSIVE 
OLD  AGE  BENEFITS 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • Methyl  as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 

Vitamin  6,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPO,)  35  mg. 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  • Phosphorus  (as  CaHPOj)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • 

flavin  (62)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (BJ  Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • (as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 

Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  1 mg.  • Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


anxiety-tension 


dihydrochloride 

brand  of  thiopropazate  dihydrochloride 

for  rapid  relief  of  anxiety  manifestations 

You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety -tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  &Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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2nd  ANNUAL  NORTHERN 
ARIZONA  MEDICAL  SEMINAR 


Arizona  State  College 
Flagstaff 


PROGRAM 
Thursday,  August  4 

9:00-9:30  a.m.  — Registration,  Education 
Building,  Arizona  State  College. 

9:30-10:30  a.m.  — Nephroses  in  Infancy,  Child- 
hood, and  Adult  Life.  Robert  Kark,  M.D. 

10:30-11:30  a.m.  — X-Ray  Diagnoses  En- 
countered in  the  Aging  Cl  Tract.  Vincent  P. 
Collins,  M.D. 

11:30-11: 45 -Coffee. 

11:45-12:45  — Endometrioses.  Ralph  A.  Reis, 
M.D. 

1:00-2:00  p.m.  — Luncheon. 

2:15-3:15  p.m.  — Problems  in  Peritonitis. 
Champ  Lyons,  M.D. 

3:15-4:15  p.m.  — Disorders  of  the  Clotting 
Mechanism.  E.  C.  Beatty,  Jr.,  M.D. 

Friday,  August  5 

9:00-10:00  a.m.  — Upper  Castro-Intestinal 
Hemorrhage.  Eddy  D.  Palmer,  M.D. 

10:00-11:00  a.m.  — Surgical  Treatment  of  Dis- 
eases of  the  Liver.  Champ  Lyons,  M.D. 

11:00-11:15  a.m. -Coffee. 

11:15-12:15  a.m.  — Laboratory  Aids  in  the 
Diagnoses  of  Pediatric  Anemias.  E.  C.  Beatty, 
Jr.,  M.D. 

12:30-1:45  p.m.  — Luncheon  and  Discussion. 

2:00-3:00  p.m.  — Recent  Advances  in  the 
Understanding  and  Management  of  Renal  Dis- 
ease. Robert  Kark,  M.D. 


3:00-4:00  p.m.  — Diabetes  and  Pregnancy. 
Ralph  A.  Reis,  M.D. 

7:30  p.m.  — Cocktail  Hour.  Banquet.  Dance. 

Saturday,  August  6 

9:00-10:00  a.m.  — When  Is  the  Diagnoses  of 
Cancer  Early?  Vincent  P.  Collins,  M.D. 

10:00-11:00  a.m.  — Gastritis  with  Emphasis  on 
its  Histopathological  Significance.  Eddy  D. 
Palmer,  M.D. 

11:00-11:15  a.m.  - Coffee. 

11:15-12:15  a.m.  — Special  Problems  in  the 
Management  of  Erythroblastosis  Fetalis.  E.  C. 
Beatty,  Jr.,  M.D. 

A.A.G.P.  accredited.  Registration  fee:  $35. 

NINTH  ANNUAL 
ARIZONA  CANCER  SEMINAR 

The  Arizona  Division  of  the  American  Cancer 
Society  will  hold  its  Ninth  Annual  Cancer 
Seminar  January  12,  13  and  14,  1961,  at  the 
Tidelands  Motor  Inn,  Tucson,  Arizona. 

The  faculty  will  be  composed  of  lecturers  in 
the  fields  of  chemotherapy  and  biochemistry, 
environmental  factors  as  they  relate  to  cancer, 
endocrinology,  bone  pathology,  virology,  im- 
munology, supravoltage  and  perfusion  tech- 
niques, and  the  present  status  of  cancer  research 
in  the  United  States,  England  and  on  the  con- 
tinent. 
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REGIONAL  SUMMER  MEETINGS 

July  18-21  — New  Mexico  Chapter,  American 
Academy  of  General  Practice,  Ruidoso  Summer 
Clinic,  Ruidoso,  New  Mexico. 

July  20-21  — Rocky  Mountain  Cancer  Con- 
ference, Denver,  Colorado. 

July  21-23  — Dermatology  for  General  Prac- 
titioners, University  of  Colorado  Medical  Center, 
Denver,  Colorado. 

July  27-29  — American  Academy  of  Pediatrics, 
Regional  Meeting,  Denver,  Colorado. 

August  10-13—  Rocky  Mountain  Radiological 
Society,  Denver,  Colorado. 

August  11-13  — Medical  Statistics  for  the 
Clinician  “What  Numbers  Can  You  Believe?”, 
University  of  Colorado  Medical  Center,  Denver, 
Colorado. 

August  15-19  — Western  Cardiac  Conference, 
Denver,  Colorado. 

August  31-September  6 — Pediatrics,  Estes 
Park,  Colorado. 

September  7-10  — Annual  Meeting,  Nevada 
State  Medical  Association,  Las  Vegas,  Nevada. 

September  7-10  — Annual  Session,  Wyoming 
State  Medical  Society,  Moran,  Wyoming. 


September  11-14  — American  College  of  Ob- 
stetrics and  Gynecology,  Denver,  Colorado. 

September  14-17  — Annual  Session,  Colorado 
State  Medical  Society,  Estes  Park,  Colorado. 

September  21-23  — Annual  Session,  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah. 

UNIVERSITY  OF  CALIFORNIA 
POSTGRADUATE  PROGRAMS 

July  17-20  — General  Pediatrics,  Universit)- 
Conference  Center,  Lake  Arrowhead. 

July  20-24  — Advanced  Seminars  in  Internal 
Medicine,  University  Conference  Center,  Lake 
Arrowhead. 

July  25  and  26  — Dermatology  in  Office  Prac- 
tice. 

July  27-31  — Advanced  Seminars  in  Derma- 
tology — University  Conference  Center,  Lake 
Arrowhead. 

August  3-5  — Anesthesia  for  Special  Pro- 
cedures. 

August  17  and  18  — Arthritis  and  Rheumatism. 

August  26  and  27  — Obstetrical  procedures. 
Complications  and  Advances. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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N'  Acetyl  Sulfamethoxypyridazine 

PEDIATRIC  DROPS 


I I single,  daily-dose  effectiveness  □ rapid, 
sustained  action  against  sulfa-susceptible 
organisms  □ 125  mg.  sulfamethoxypyrida- 
zine activity  per  cc.  in  10  cc.  squeeze  bottle 

Dosage:  First  day,  2 cc.  (250  mg.)  for  each  20  lbs.  body  weight;  thereafter,  1 cc. 
(125  mg.)  for  each  20  lbs.  Should  be  given  once  a day  immediately  after  a meal. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  choice  of  confidence... 


diagnostic  x-ray  equipment 
planned  for  private  practice! 


Few  who  purchase  x-ray  equipment  have 
time  to  thoroughly  test  the  quality  of  mate- 
rials, workmanship  and  technical  perform- 
ance offered  by  all  the  makes  of  x-ray  units. 
And  happily  this  is  not  necessary. 

The  manufacturer’s  reputation  is  worth 
more  than  anything  else  to  you  in  choosing 
x-ray  equipment,  one  of  the  most  complex 
professional  investments  you  will  ever  face. 

General  Electric  has  created  “just  what 
the  doctor  ordered”  in  the  200-ma  Patrician, 
in  terms  of  both  reasonable  cost  and  operat- 
ing qualities.  Here  diagnostic  x-ray  is  ideally 


tailored  to  private  practice.  Patrician  pro- 
vides everything  you  need  for  radiography 
and  fluoroscopy  — and  with  consistent  end 
results,  since  precise  radiographic  calibration 
is  as  much  a part  of  the  Patrician  combina- 
tion as  it  is  of  our  most  elaborate  installa- 
tions. For  complete  details  contact  your  G-E 
x-ray  representative  listed  below. 


Tigress  Is  Our  Most-  /mporfanf  T^odud 

GENERAL^  ELECTRIC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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WHY  IS  SPEEDIER  SPERMICIDAL  ACTIDN  IMPORTANT? 

Because  a swift-acting  spermicide  best  meets  the  variables  of  spermatozoan  activity. 


Lanesta  Gel,  . . found  to  immobilize  human  sper- 
matozoa in  one-third  to  one-eighth  the  time  required 
by  five  of  the  leading  contraceptive  products  currently 
available  . . thus  provides  the  exira  margin  of 
assurance  in  conception  control.  The  accelerated 
action  of  Lanesta  Gel  — it  kills  sperm  in  minutes  in- 
stead of  hours  — may  well  mean  the  difference 
between  success  and  failure. 

* Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A.  168:22S7 
(Dec.  27)  1938. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 
of  up  to  1:4,000.  Spermicidal  action  is  greatly  accel- 


erated by  the  addition  of  10%  NaCl  In  ionic  form. 
Ricinoleic  acid  facilitates  the  rapid  inactivation  and 
immobilization  of  spermatozoa  and  sodium  lauryl 
sulfate  acts  as  a dispersing  agent  and  spermicidal 
detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Supplied:  Lanesta  Exquiset  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 
Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies. 

Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  Distributed  by  George  A.  Breon  & Co.,  New  York  IS,  N Y 


A product 
of  Lanteen® 
research. 
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no  irritating  crystals  • uniform  concentration  in  each  drop 

STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDELTRASOL 

PREDNISOLONE  21-PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957, 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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51  to  49.. .it’s  a boy! 


94  to  6 BONADOXIN*stops  morning  sickness 


When  she  asks  “Doctor,  what  will  it 
he?”  you  can  either  flip  a coin  or  point 
out  that  51.25%  births  are  male.*  But 
when  she  mentions  morning  sickness, 
your  course  is  clear;  bonadoxin. 

For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%.^  More 
than  60  million  of  these  tiny  tal)lets 
have  been  taken.  The  formula:  25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
tlie  night  before  is  usually  enough. 

BONADOXIN  — DROPS  and  Tablets— are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  Vital  Statistics,  U.S.  Govern- 
ment Dept.  HEW,  Vol.  48,  No.  14,  1958,  p.  398. 

2.  Modell,  W.:  Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Moshy  Company,  1958,  p.  347. 


New  York  17,  New  \’ork 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


f 

r 

i 


WRITE 


MUrray  1-9339 
SYcamore  3-7193 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
J located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S. 

ETHEL  FANSON,  M.D.,  F.A.C.P. 

DOUGLAS  R.  DODGE,  M.D. 

HERBERT  A.  DUNCAN,  M.D. 


KENNETH  P.  NASH,  M.D. 
STEPHEN  SMITH  111,  M.D. 
HARRIET  HULL  SMITH,  M.D. 
JOHN  W.  LITTLE,  M.D. 
DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


INCZ  r DUNHIHfi  M A 


6XAVD0N  X.  FONRER 


JOrCE  R.  HINRU,  M.R. 


OERALD  6<  MAY  M ft. 


HAROLD  E.  M«NiEir,Rh.O 


* RORERT  C,  SHAR)RO>M.D 


lOMM  R.  ZEU  M ft 


5051  North  34th  Street,  Phoenix,  Arizona 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  • Tucson  - Scottsdale  -Sunnyslope 
Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale  - Wickenburg 


DOCTOR: 

We  Invite  Your  Inspection  Of 
Our  New  Larger  Store  at 
49  W.  THOMAS  RD. 

Grove's,  (formerly  at  3123  N.  Central) 
now  at  49  W.  Thomas  with  plenty  of 
free  parking. 

SUPPORTS,  ELASTIC  STOCKINGS, 
TRACTION  EQUIPMENT,  ETC.  fitted 
exactly  as  you  direct. 

. . . for  your  patients'  every  condition 
— such  as  back  strain,  obesity,  post- 
operative, cardiac,  ptosis,  whip-lash, etc. 

Hospital  and  home  calls  made  at  your  request. 

Expert  fitters,  private  fitting  rooms. 

GROVE'S 

SURGICAL  SUPPORTS 

49  WEST  THOMAS  RD. 

PHOENIX  CR  4-5562 


ALCOHOLISM 


A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 


OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 


POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 


The 

Hpifiital 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4T51 
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5 days  of  classic  therapy  after  48  hours  of  VARIDASE 

as  in  cellulitis* 

Until  Varidase  stemmed  infection, 
inflammation,  swelling  and  pain,  neither 
medication  nor  incision  and  drainage 
had  affected  the  increasing  cellulitis. 

Varidase  mobilizes  the  natural  healing 
process,  by  accelerating  fibrinolysis,  to 
condition  the  patient  for  successful  primary 
therapy.  Increases  the  penetrability  of  the 
fibrin  wall,  for  easy  access  by  antibodies 
and  drugs  . . . without  destroying  limiting 
membrane  . . . and  limits  infiltration. 

Prescribe  Varidase  Buccal  Tablets  routinely 
in  infection  or  injury. 

*Innerfield,  1.;  Clinical  report  cited  with  permission. 
Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 

Supplied:  Boxes  of  24  and  100  tablets 
LEDERLE  LABORATORIES, 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 


whenever  there  is  inflammation^ 
siuelling,  pain 

VARIDASE 

JTREFTOKINASE-STREPTODORNASE  LEDERLE 

BUCCAL™^“ 

conditions  for  a 
fast  comeback . . . 
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in  arthritis  and  allied 
disorders 


brand  of  phenylbutaione 

Geigy 


iii 


Proved  by  a Decade  of  Experience 
Confirmed  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


Butazoiidin®,  brand  of  phenylbutazone: 
Red,  sugar-coated  tablets  of  100  mg. 
Butazolidin®  Alka;  Orange  and  white 
capsules  containing  Butazolidin  100  mg. 
dried  aluminum  hydroxide  gel  100  mg.; 

; magnesium  trisilicate  150  mg.; 

* homatropine  methylbromide  1.25  mg. 

Geigy,  Ardsley,  New  York  { 


r Since  its  anti-inflammatory  properties 
were  first  noted  in  Geigy  laboratories  10 
years  ago,  time  and  experience  have 
steadily  fortified  the  position  of 
Butazolidin  as  a leading  nonhormonal 
anti-arthritic  agent.  Indicated  in  both 
' chronic  and  acute  forms  of  arthritis, 
Butazolidin  is  noted  for  its  striking 
effectiveness  in  relieving  pain, 

^ increasing  mobility  and  halting 
inflammatory  change. 


* 

ft\,  ^ 

S 


x&%- 


Triaminic 


...relief  from  pollen  allergies 

more  complete  than  antihistamines  alone . . . more  thorough  than  nose  drops  or  sprays 

The  miseries  of  respiratory  allergy  can  be  relieved  so  effectively 
with  Triaminicd'^  Triaminic  contains  two  antihistamines  plus 
the  decongestant,  phenylpropanolamine,  to  help  shrink  the  en- 
gorged capillaries,  reduce  congestion  and  bring  relief  from  rhin- 
orrhea  and  sinusitisd  Oral  administration  distributes  medication 
to  all  respiratory  membranes  without  risk  of  “nose  drop  addic- 
tion” or  rebound  congestion.^’® 

Each  Triaminic  timed-release  Tablet  provides: 

Phenylpropanolamine  HCI  50  mg 

Pheniramine  maleate  ...  25  mg. 

Pyrilamine  maleate  25  mg 


also  available: 

TRIAMINIC  JUVELETS®  ’/2  the  formulation  of  the  Triaminic  Tablet  with  timed -release  action. 


TRIAMINIC  SYRUP  each  teaspoonful  (5  ml.)  provides  Va  the  formulation  of  the  Triaminic  Tablet, 


References:  1.  Fabricant,  N.  D.:  E.  E.  N.T  Monthly  37:460  (July)  1958.  2.  Lhotka,  F.  M.:  Illinois  M.J.  112.259 
(Dec.)  1957.  3.  Farmer,  D.  F.:  Clin.  Med,  5:1163  (Sept.)  1958.  4.  Fuchs,  M.;  Bodi,T;  Mallen,  S.  R.;  Hernando,  L., 
and  Moyer,  J.H.:  Antibiotic  Med,  & Clin  Ther,  7:37  (Jan.)  1960.  5.  Halpern,  S.  R.,  and  Rablnowitz,  H : Ann. 
Allergy  18:36  (Jan.)  1960. 

first  — the  outer  layer  dissolves 
within  minutes  to  produce 

Relief  Is  prompt  and  prolonged  3 to  4 hours  of  relief 

because  of  this  special  , . 

k then  — the  core  disimegrates 

timed-release  action  lito  give  3 to  4 more 

' hours  of  relief 


SMITH-DORSEY  . A division  of  the  wander  company  . Lincoln,  nebra.ska 
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ALL  OVER  AMERICA! 

KENTwitheMICRONITE  FILTER 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


KINC-SIZi, 

RCGVLAI-SiZI 

OI  CRUSH  MOOF  ROIl 


than  any  other  cigarette!* 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


if.  Results  of  a continuing  study  of  cigarette  preferences,  conducted  by  O’Brien  Sherwood  Associates,  NY.  N Y. 

A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


O I960,  r.  lOCttAID  CO. 
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Living  up  to 
a family  tradition 
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There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- 114  grain  flavored 
tablets— Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIBHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  18,  N.  Y. 


( 


How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 
100  mg.  (peach  colored,  scored),  bottles  of  100. 

Dosage : Adults,  200  or  100  mg.  orally  three  or  four 
times  daily.  Relief  of  symptoms  occurs  in  from 
fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 

References : 1.  Lichtman,  A.  L.;  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  2.  Lichtman,  A.  L.:  Scientific 
Exhibit,  Intemat.  Coll.  Surgeons,  Miami  Beach,  Fla.,  Jan. 
4-7,  1959.  3.  Gruenberg,  Friedrich:  Current  Therap.  Res. 
2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res. 
2:127,  April.  1960. 


LABORATORIES 
New  York  18,  N.Y. 


TRANCOPAL  (s  RAND  OF  CH  LOR  M EZANO  N e)  AND  CAPLETS,  TRADEMARKS  REG.  U.S.  PAT.  Ol 


When  summertime 
chores  bring  on 


Tnmeopal 

Brand  of  chlormezanone 

relaxes  skeletal 


hen  any  of  a host  of  summer  activities  brings  on  low  back  pain 
associated  with  skeletal  muscle  spasm,  your  patient  need  not  be  dis- 
abled or  even  uncomfortable.  The  spasm  can  be  relaxed  with 
Trancopal,  and  relief  of  pain  and  disability  will  follow  promptly. 

Lichtman^’2  used  Trancopal  to  treat  patients  with  low  back  pain, 
stiff  neck,  bursitis,  rheumatoid  arthritis,  osteoarthritis,  trauma,  and 
postoperative  muscle  spasm.  He  noted  that  Trancopal  produced 
satisfactory  relief  in  817  of  879  patients  (excellent  results  in  268, 
good  in  448  and  fair  in  101) . 

Gruenberg^  prescribed  Trancopal  for  70  patients  with  low  back 
pain  and  observed  that  it  brought  marked  improvement  to  all.  “In 
addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and 
irritability  in  a number  of  patients.”®  In  another  series,  Kearney^ 
reported  that  Trancopal  produced  relief  in  181  of  193  patients 
suffering  from  low  back  pain  and  other  forms  of  musculoskeletal 
spasm. 

Trancopal  enables  the  anxious  patient  to  work  or  play.  According 
to  Gruenberg,  “In  addition  to  relieving  muscle  spasm  in  a variety 
of  musculoskeletal  and  neurologic  conditions,  Trancopal  also  exerts 
a marked  tranquilizing  action  in  anxiety  and  tension  states.”® 
Kearney*  found  “. . . that  Trancopal  is  the  most  effective  oral  skeletal 
muscle  relaxant  and  mild  tranquilizer  currently  available.” 

Side  effects  are  rare  and  mild.  “Trancopal  is  exceptionally  safe  for 
clinical  use.”®  In  the  70  patients  with  low  back  pain  treated  by 
Gruenberg,®  the  only  side  effect  noted  was  mild  nausea  which  oc- 
curred in  2 patients.  In  Lichtman’s  group,  “No  patient  discontinued 
chlormethazanone  [Trancopal]  because  of  intolerance.”^ 
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whenever  digitalis 
is  indicated 


LANOXIN 


formerly  known  as  Digoxin  ‘B.  W.  & Co.’^ 


“If  one  fonts 

'adapmbmy  to 

the  drug  of  oh 

Boston,  E'ltt®’ 


‘LANOXIN’  TABLETS  ‘LANOXIN’  INJECTION  ‘LANOXIN’  ELIXIR  PEDIATRIC 
0.25  mg.  scored  (white)  0.5  mg.  in  2 cc.  (I.M.  or  I.V.)  0.05  mg.  in  1 cc. 

0.5  mg.  scored  (green) 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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WAYLAND 

PRESCRIPTION  PHARMACIES 


TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  lare  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  ' Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2d  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Suggeiutl  rtlail price. 


2608  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 


aging  patient... 


ASSISTS  PROTEIN  UPTAKE 


IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


3 -way  support 
for  the 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  8,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (82)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (8.) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPlDj)  35  mg. 
• Phosphorus  (as  CaHP04)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Vol  17,  No.  7 


Arizona  Medicine 


59A 


The  Scientific  Exhibit 

AMA  Clinical  Meeting,  Washington,  D.C. 
November  28 -December  1,  1960 

Application  forms  for  space  in  the  Scientific  Exhibit  at  the 
Washington,  D.C.  Clinical  Meeteing  of  the  American  Medical 
Association,  November  28  to  December  1 are  now  available.  They 
may  be  procured  by  writing  directly  to  Charles  H.  Bramlitt,  M.D., 
Director,  Department  of  Scientific  Assembly,  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago  10,  Illinois.  Applica- 
tions close  on  August  1. 

The  "Hull"  award  will  be  presented  for  th  first  time  at  this 
meeting  to  the  best  exhibit  on  a scientific  subject  which  has  not 
been  previously  shown  at  a medical  meeting.  The  award  will  con- 
sist of  a gold  medal  and  an  honorarium  of  $250.  The  winning 
exhibit  will  be  approved  for  showing  in  the  Scientific  Exhibit  at 
the  1961  Annual  Meeting  of  the  AMA  which  will  be  held  in  New 
York  City. 

Dr.  Thomas  G.  Hull  will  personally  present  the  award  to  the 


recipient. 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

.'3-38  E.  Carnelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd, 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 


JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelhack  Rd. 
Phoenix,  Arizona 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


(FORTIFIED  TRIPLE  STRENGTH) 


Buffered  to  control  a normal  vaginal  pH. 

The  new,  improved  P.A.F".  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 


G.  M.  Case  Laboratories 
San  Diego,  California 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 


Julius  Citron,  D.S.C.,  A.C.F.S. 

40  E.  Thomas  Rd,  — CR  9-4161 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

753  E.  McDowell  Rd.  - At  4-4414 


PHOENIX 

Daniel  R.  Nenad,  D.S.C. 

205  E.  Carnelback  Road.  — AM  5-7510 

Irwin  D.  Shapiro,  Pod.D. 

40  E.  Thomas  Rd.  — CR  9-4161 


Samuel  Mason,  Pod.  D. 

461  W.  Catalina  Dr.  — AM  6-1009 

A.  Stern,  D.S.C. 

17  S.  1st  St.  — At  3-2231 


TUCSON 

Felton  O.  Gamble,  D.S.C.  Harold  E.  Mitton,  D.S.C.  Martin  Snyder,  D.S.C. 

1888  N.  Country  Club  Rd.  — EA  6-3212  318  E.  Congress  St.  — MA  3-9151  2629  E.  Broadway  — EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badger,  D.S.C. 

2004  N.  Campbell  — EA  6-6077  Lowell,  Arizona  — HE  2-3361 
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LABORATORIES 


RADIOLOGY 


Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
Radiology 


John  W.  Kennedy,  M.D. 

Diplomate 
American  Board  of 
Radiology 


James  R.  Matheson,  M.D. 

Diplomate 
American  Board  of 
Radiology 


Frank  S.  Tolone,  M.D. 

Diplomate  , 
American  Board:  of  i 
Radiology 


ALpine  3-4131 


NORTH  CENTRAL  MEDICAL 


LABORATORY 


2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 


PATHOLOGY 
AL  2-4993 


Maurice  Rosenthal,  M.D. 

Diplomate 
American  Board  of 
Pathology 


George  -Scharf,  M.D. 

Diplomate 
American  Board  of 
Pathology 


Seymour  B.  Silverman,  M.D. 

Diplomate 

American  Board  of  ’ 
Pathology 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

* Medical  Doctor  of  your  choice 

• Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 

Phones:  MA  4-1562  - MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 


At  Your  Service  24  Hours  Dail 


Katharine  Schmid 


Charles  SchmIH 


3029  E.  2nd  St. 


"Eastablished  193?" 


Tucson,  Arizona 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORT 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M,D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1 601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


ijledicai  Center  and  Clinical  Xahraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prp^eMhnal  ^-^a^  and  Clinical  Xaberatcr^ 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D. , Consultant  Pathologist 
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PHYSICIANS’  DIRECTORY 


SURGERY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 
31  W.  CameJback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


OBSTETRICS  & GYNECOLOGY 

ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

110  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone:  PRospect  4-4611 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

A L.  LiNDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

RADIOLOGY^^ 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 

CLINIC  DIRECTORY 


THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*— A L.  Swenson,  M.D.,  F.A.C.S.* 
Ray  Fife,  M.D.*— Sidney  L.  Stovall,  M.D.,  F.A.C.S.* 

Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* — J.  N.  Henrie,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  CR  7-6211  Phoenix,  Arizona* 
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EYE,  EAR,  NOSE  and  THROAT 

JOHN  J.  McLOONE,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomale  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-351 1 
Phoenix,  Arizona 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

461  W.  Catalina  Dr.  Suite  321 

CR  7-8782  — Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — - Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — - Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 

GYNicOLOGY^  ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 


PSYCHIATRY  and  NEUROLOGY 


JAMES  M.  KILGORE,  JR,  M.D. 

Psychiatry 

Park  Central  North  Medical  Building 

CRestwood  9-9347 

461  W.  Catalina  Drive  Phoenix,  Arizona 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 

ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd  Phone  EA  5-2605 


Tucson,  Arizona 
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Ames  Company  Inside  Back  Cover 

Ayerst  Laboratories  8A 

Blue  Cross-Blue  Shield  27A 

Breon,  Geo.  A.  & Co 45A 

Bristol  Laboratories.  .20 A,  28A,  29 A,  422,  430,  431 

Burroug'hs-Wellcome  Company  4A,  57A 

Butler  Rest  Home  61 A 

Camelback  Hospital  23A 

Camelback  Professional  Building  48A 

Case,  G.  M.,  Laboratories,  Inc 60A 

Ciba  Pharmaceutical  Co 15A 

Classified 65A 

Coca-Cola  42  A 

Endo  Laboratories,  Inc 21A 

Franklin  Hospital 49A 

Geigy  Laboratories  13A,  51A 

General  Electric  X-Ray  44A 

Glenbrook  Laboratories  55A 

Grove’s  Surgical  Supports 49A 

Grunow,  Lois,  Memorial  Clinic  66A 

Hillcrest  Medical  Center,  Inc 61 A 

Hobby  Horse  Ranch  School  49 A 

Hughes-Calihan  Corp 58A 

Las  Encinas  Sanatorium 48 A 

Lederle  Laboratories  9A,  39A,  43A,  50A 

58A,  388,  389 


Lilly,  Eli,  & Co Front  Cover,  34A 

Lorillard,  Co 54A 

MacAlpine  Drugs  61 A 

Massengill,  S.  E.  & Co 7A 

Medical  & Dental  Finance  Bureau  424 

Medical  Dairy  Products  24A 

Merck-Sharp  & Dohme  2A,  46A 

National  Casualty  Company  6A 

Nurses  Directory  61 A 


Parke-Davis  & Co Inside  Front  Cover,  lA 


Pharmacy  Directory  65A 

Pharmaceutical  Mfg.  Assoc lOA,  llA 

Physicians  Casualty  Co 60A 

Robins,  A.  H.  & Co 26A 

Roerig,  J.  B.  Laboratories  22A,  47A 

Ryan-Evans  Drugs  49A 

Sardeau,  Inc 12A 

Schering  Laboratories 33A 

Searle,  G.  D.  & Co 40A 

Smith-Dorsey  Company  25A,  52A,  53A 

Smith,  Kline  & French  Labs Back  Cover 


Testagar  Company,  Inc 410 

Wallace  Laboratories  16A,  17A,  18A,  19A 

Wayland  Drugs  58A 

Wesson  Oil  & Snowdrift  Sales  Co 30A,  31 A 

Winthrop  Laboratories  14A,  32A,  56A 


PHABWACY  DIRECTORY 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


C L SVI  F I E, 


FOR  SALE: 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


i^ycottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R,  Ph.  G 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
SCOTTSDALE,  ARIZONA 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


A well  established  general  practice  in  the  City 
of  Prescott,  excellently  located  with  a long  lease 
and  abundant  parking  facilities,  now  available. 
Waiting  room  furnishings,  new  drapes,  steel 
desks,  examining  tables,  filing  cabinets,  binocular 
microscope  and  other  equipment  only  for  sale 
at  a reasonable  price  and  well  below  actual  cost. 
All  records  included.  Retiring  on  account  of 
health. 

Contact,  C.  F.  Blackler,  M.D.,  108  N.  Summit, 
Prescott,  Arizona. 


PHARMACIST 

Experienced  in  retail  and  hospital  pharmacy, 
desires  to  contact  group  of  doctors  with  view 
of  establishing  pharmacy  ih  clinic.  Replies  kept 
in  strict  confidence.  Box  E-102.  Ariz.  Med. 
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LOIS  GRUNOW  MEMORIAL  BUILDING 

McDowell  at  tenth  street  phoenix,  Arizona 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 


OPTHALMOLOGY 

John  S.  Aiello,  M.D. 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 


DERMATOLOGY 

Helen  M.  Roberts,  M.D. 

CARDIOVASCULAR 

MEDICINE 

Thurl  E.  Andrews,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 


PSYCHIATRY  and  NEUROLOGY  GENERAL  DENTISTRY 

Maier  I.  Tuchler,  M.D.  George  F.  Busch,  D.D.S. 

LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 

New  building  addition  planned  for  immediate  construction.  Inquiries  from  prospective  tenants 
invited  for  discussion  of  suite  arrangements  and  leases.  Call  Lois  Grunow,  Building  Office,  AL 
2-0494. 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


WHAT 

LABORATORY 
PROCEDURES 
ARE  INDICATED  IN 
DIABETICS  WITH 
RINARY  TRACT 
INFECTIONS? 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar— as  shown  by  frequent  urine-sugar  tests— for  successful  therapy. 

Source:  Harrison,  T.  R.,  et  iil.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria . . . 

color-calibrated 


branc  Reagent  Tablets 


the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 


“urine-sugar  profile”  With  the  new  Graphic  Analysis  Record  included  in 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to 
orange  spectrum 


the  Clinitest 
be  recorded  to 
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AMES 

COMPANY.  INC 
Elkhart  * Indiono 
Toronto  • Canada 


guard  against  ketoacidosis 
...test  for  ketonuria 
for  patient  and  physician  use 


ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

ACETEST®  KETOSTIX’ 

Reagent  Tablets  Reagent  Strips 


University  of  California 
Medioal  Center  Library 
3rd  & Parnassus 
San  Francisco  22 » Calif, 

BN  ANXIETY-RELAXATION 
RATHER  THAN  DROWSINESS 


STELAZINE* 

brand  oj  trifluoperazine 


/■ 

‘Stelazine’  has  little  if  any  soporific  effect.  , . pa- 
tients who  reported  drowsiness  as  a side  effect 
mentioned  that  they  did  not  fall  asleep  when  they 
lay  down  for  a daytime  nap.  It  is  quite  possible  that, 
in  some  instances,  ‘drowsiness’  was  confused  with 
unfamiliar  feelings  of  relaxation.”^ 

Available  for  use  in  everyday  practice:  Tablets, 
1 mg.,  in  bottles  of  50  and  500;  and  2 mg.,  in 
bottles  of  50. 

N.B.:  For  information  on  dosage,  side  effects, 
cautions  and  contraindications,  see  available  com- 
prehensive literature,  PDR,  or  your  S.K.F.  rep- 
resentative. 


1.  Goddard,  E.S.:  in  Trifluoperazine,  Further  Clini- 
cal and  Laboratory  Studies,  Philadelphia,  Lea  & 
Febiger,  1959- 


SMITH 
KLINE  & 
FRENCH 


leaders  in  psychopharmaceutical  research 
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Co-Pyronu 


keeps  most  allergic  patients 
symptom-free  around  the  clock 

Each  Pulvule®  Co-Pyronil  contains:  Hist8/dyl 25  mg. 

a fast-acting  antihistaminic 

Pyronil® . 15  mg. 

a long-acting  antihistaminic 

Clopane®  Hydrochloride . . 12.5  mg. 

a sympathomimetic 

Usual  Dosage:  2 or  3 Pulvules  daily.  Also  available  as  Suspension  and  Pediatric  Pulvules. 

Co*Pyronil®  (pyrrobutamine  compound,  Lilly) 

Histadyl®  (thenylpyramine,  Lilly) 

Pyronil®  (pyrrobutamine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly) 

ELI  LILLY  AND  COMPANY  . I N D I AN  APOLI S 6,  I N D I ANA,  U.  S.  A. 


antihistaminic-antispasmodic 


giles  prompt,  comprehensive  relief 

« . 

In  hay  fever,  BENADRYL  provides  simultaneous, 
dual  eontrol  of  allergie  s\anptoms.  Nasal  eongestion, 
lacrimation,  sneezing,  and  related  histamine  reac- 
tions are  elfeetivelv  reliex  ed  by  the  antihktaminic 
action  of  BENADRYL.  At  the  same  time,  its  anti- 
spasmodic  effect  alleviates  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a wide  range  of 
allergie  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a variety  of  forms  including:  Kap- 
seals,®  50  mg.  each;  Kapseals,  50  mg.,  with  ephedrine  sulfate, 
25  mg.;  Capsules,  25  mg.  each;  Eli.xir,  10  mg.  per  4 cc.;  and  for 
delayed  action,  Emplets,®  50  mg,  each.  For  parenteral  therapy, 
BENADRYL  Hydrochloride  Stcri-Vials|®  10  mg.  per  cc.;  and  Am- 
poules, 50  mg.  per  cc.^ 

PARKE-DAVIS 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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Squibb  Benzydroflumethiazide 


Squibb  Benzydroflumethiazide  with  Potassium  Chloride 

“...a  safe  and  extraordinarily 
effective  diuretic...”  ^ 


Nalurelin  — reliable  therapy  in  edema  and 
hypertension  — maintains  a favorable  uri- 
nary sodium-potassium  excretion  ratio  . • . 
retains  a balanced  electrolytic  pattern: 

“ . . . the  increase  in  urinary  output  occurs 
promptly  . . . ” ^ 

“ . . . the  least  likely  to  invoke  a negative 
potassium  balance  . . . ” ^ 

“ . . .a  dose  of  5 mg.  of  Naturetin  produces  a 
maximal  sodium  loss.”^ 

“ ...  an  effective  diuretic  agent  as  manifested 
by  the  loss  in  weight . . . ” ^ 

“ ...  no  apparent  influence  of  clinical 

importance  on  the  serum  electrolytes 
or  white  blood  count.”® 

“ ...  no  untoward  reactions  were  attributed 
to  the  drug.”'* 

Although  Naturetin  causes  the  least  serum 
potassium  depletion  as  compared  with  other 
diuretics,  supplementary  potassium  chloride  in 
Naturetin  c K provides  added  protection  when 
treating  hypokalemia-prone  patients;  in  con- 
ditions where  likelihood  of  electrolyte  imbal- 
ance is  increased  or  during  extended  periods 
of  therapy. 


Numerous  clinical  studies  confirm  the  effec- 
tiveness**® of  Naturetin  as  a diuretic  and 
antihypertensive  — usually  in  dosages  of  5 
mg.  per  day. 

■ the  most  potent  diuretic,  mg.  for  mg.— more 
than  100  times  as  potent  as  chlorothiazide 

■ prolonged  action  — in  excess  of  18  hours  ■ 
maintains  its  efficacy  as  a diuretic  and  anti- 
hypertensive even  after  prolonged  or  increased 
dosage  use  ■ convenient  once-a-day  dosage  — 
more  economical  for  patients  ■ low  toxicity  — 
few  side  effects— low  sodium  diets  not  necessary 

■ not  contraindicated  except  in  complete  renal 
shutdown  ■ in  hypertension— signi&cant  lower- 
ing of  the  blood  pressure.  Naturetin  may  be 
used  alone  or  with  other  antihypertensive  drugs 
in  lowered  doses. 

Supplied:  Naturetin  Tablets,  5 mg.  (scored) 
and  2.5  mg.  Naturetin  c K (5  c 500)  Tablets 
(capsule-shaped)  containing  5 mg.  benzydro- 
flumethiazide and  500  mg.  potassium  chloride. 
Naturetin  c K (2.5  c 500)  Tablets  (capsule- 
shaped) containing  2.5  mg.  benzydroflumethia- 
zide and  500  mg.  potassium 

chloride.  Squibb 


References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.:  Monographs  on  Therapy  5:60  (Feb.)  1960. 
2.  Stenberg,  E.  S.,  Jr.;  Benedetti,  A.,  and  Forsham,  P.  H.:  Op.  cit.  5:46  (Feb.)  1960.  3.  Fuchs,  M.;  Moyer, 
J.  H.,  and  Newman,  B.E.:  Op.  cit.  5:55  (Feb.)  1960.  4.  Marriott,  H.  J.  L.,  and  Schamroth,  L.:  Op.  cit.  5:14 
(Feb.)  1960.  5.  Ira,  G.  H.,  Jr.;  Shaw,  D.  M.,  and  Bogdonoff,  M.  D.:  North  Carolina  M.  J.  21:19  (Jan.)  1960. 
6.  Cohen,  B.  M.:  M.  Times,  to  be  published.  7.  Breneman,  G.  M.,  and  Keyes,  J.  W.:  Henry  Ford  Hosp.  M.  Bull. 
7:281  (Dec.)  1959.  8.  Forsham,  P.  H.:  Squibb  Clin.  Res.  Notes  2:5  (Dec.)  1959.  9.  Larson,  E.:  Op.  cit.  2:10 
(Dec.)  1959.  10.  Kirkendall,  W.  M.:  Op.  cit.  2:11  (Dec.)  1959.  11.  Yu,  P.  N.:  Op.  cit.  2:12  (Dec.)  1959. 
12.  Weiss,  S.;  Weiss,  J.,  and  Weiss,  B.:  Op.  cit.  2:13  (Dec.)  1959.  13.  Moser,  M.:  Op.  cit.  2:13  (Dec.)  1959. 
14.  Kahn,  A.,  and  Greenblatt,  I.  J.:  Op.  cit.  2:15  (Dec.)  1959.  15.  Grollman,  A.:  Monographs  on  Therapy 
5:1  (Feb.)  1960.  'naturetin'  is  a squibb  trademark. 
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New  (2nd)  Edition! 


Frederick  and  Towner- 
The  Office  Assistant 
in  Medical  Practice 


2 Companion  Volumes 

by  Paul  Williamson,  M,  D. 

Office  Diagnosis 

New!  Written  from  the  author’s  long  experience 
in  general  practice,  this  book  offers  sound,  ready-to- 
use  advice  on  solving  the  family  physician's  daily 
diagnostic  problems.  With  the  help  of  simple  line 
illustrations.  Dr.  Williamson  informally  details  those 
diagnostic  techniques  that  can  be  performed  right 
in  your  own  office. 

97  important  signs  and  symptoms  are  discussed.  Be- 
ginning with  symptomatic  evidence,  the  author  takes 
you  back  to  its  possible  causes  to  help  you  arrive 
more  easily  at  a tenable  diagnosis.  You  will  find 
symptoms  such  as  headache,  hypertension,  papular 
« rash,  anorexia,  cough,  cyanosis,  heart  murmurs,  con- 
stipation, incontinence,  pain  in  the  breasts,  leu- 
korrhea  clearly  covered.  Where  pertinent.  Dr. 
Williamson  offers  definitive  help  on:  etiology,  his- 
tory taking,  general  examination  of  the  patient, 
x-ray,  laboratory  tests,  drug  therapy,  diagnostic  pit- 
falls  to  avoid,  complications,  etc. 


This  handy  manual  will  save  you  time  and 
money  in  training  an  efficient  office  assistant.  It 
is  packed  with  help  on  every  phase  of  her  job 
—as  receptionist,  secretary,  nurse,  bookkeeper 
and  technician. 

These  are  the  kind  of  problems  on  which  your 
assistant  will  find  valuable  help : IF  hat  shoidd  you 
say  in  a series  of  collection  letters?  How  do  you 
keep  a narcotics  inventory?  What  should  you 
remember  in  preparing  the  doctor’s  bag?  To 
whom  do  the  patient’s  medical  records  belong? 
How  do  you  sharpen  a hypodermic  needle? 
How  do  you  prepare  a patient  for  pelvic  ex- 
amination? etc. 

The  authors  have  brought  this  new  edition  fully 
up-to-date.  The  chapter  on  Bookkeeping  is  ex- 
panded with  many  new  illustrations  on  the 
"write-it-once”  bookkeeping  system,  etc.  The 
chapter  on  Instruments  is  now  much  more  de- 
tailed and  clearly  illustrated.  Much  new  help  is 
added  on  sterilization. 

By  Portia  M.  Frederick,  Instmaor,  Medical  Office  Assist- 
ing, Long  Beach  City  College;  and  CAROL  Towner,  Director 
of  Special  Services,  Communications  Division,  American 
Medical  Association.  407  pages,  5M"  x 8",  illustrated.  S5.25. 


If  you  are  familiar  with  Williamson’s  Office  Pro- 
cedures (below),  you  know  the  kind  of  useful, 
down-to-earth  help  to  expect  from  this  new  volume. 

By  Paul  Williamson,  M.D.  470  pages,  8"xll",  with  350 
illustrations.  $12.50.  New! 


Office  Procedures 

Dr.  Williamson  fully  discusses  379  useful  manage- 
ment procedures  for  171  common  disorders  and 
diseases  in  this  unusual  book.  Aided  by  crystal  clear 
illustrations,  he  tells  you  exactly  how  to  best  proceed 
with  those  techniques  that  can  be  safely  and  effec- 
tively performed  in  your  own  office.  You  will  find 
precise  descriptions  of:  how  to  irrigate  the  ear;  how 
to  pack  for  nosebleed;  how  to  construct  and  fit  a 
truss  in  inguinal  hernia;  how  to  treat  muscle  tears 
and  ruptures;  how  to  retrieve  a retracted  tendon; 
how  to  properly  incise  and  drain  a breast  abscess;  etc. 

By  Paul  Williamson,  M.D.  412  pages,  8"xll",  with  1100 
illustrations.  $12.50.  Published  1955. 


New  {2nd)  Edition! 


1 Order  from  W.  B.  SAUNDERS  COMPANY— West  Washington  Sq.,  Phila.  5 i 


Please  send  me  the  following  books  and  charge  my  account: 

□ Williamson’s  Office  Diagnosis,  $12.50  □ Williamson’sOffice  Procedures,  $12.50 

□ Frederick  & Towner’s  The  Office  Assistant,  $5.25 


Name.... 

Address. 
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CLINICAL  REMISSION 


IN  A “PROBLEM”  ARTHRITIC 


In  rheumatoid  arthritis  with  diabetes  mellitus.  A 54-year-old  diabetic 
with  a four-year  history  of  arthritis  was  started  on  Decadron,  0.75  mg./ 
day,  to  control  severe  symptoms.  After  a year  of  therapy  with  0.5  to 
1.5  mg.  daily  doses  of  Decadron,  she  has  had  no  side  effects  and  dia- 
betes has  not  been  exacerbated.  She  is  in  clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied;  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator's  report  to  Merck  Sharp  & Dohme. 

Decadron^ 

Dexamethasone 

TREATS  PATIENTS  MOM  EFFECTIVELY 

MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  iNC.,  West  Point,  Pa, 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 


A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Street  ^ 

CRestwood  7-7431  0 

PHOENIX,  ARIZONA 

OnO  L BENDHEIM,  M.D.,  F.A.PA,  MEDICAL  DIRECl 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 
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Trancopal 


Brand  of  chlormezanone 

effective  era!  skeletal 

muscle  relaxant 
and  iiilcl  tranquilizer 


Tr^UCOpsd  enables  patients 
to  resume  their  duties  in 
from  one  to  two  days. 

In  a recent  study  of  Trancopal  in  industrial  medi- 
cine/ results  from  treatment  with  this  “tranquil- 
axant”  were  good  to  excellent  in  182  of  220 
patients  with  muscle  spasm  or  tension  states.  From 
clinical  examination  of  those  patients  in  whom 
muscle  spasm  was  the  main  disorder,  . .it  was 
apparent  that  the  combined  effect  of  tran- 
quilization  and  muscle  relaxation  enabled 
them  to  resume  their  normal  duties  in 
from  twenty-four  to  forty-eight  hours. 
...  It  is  our  clinical  impression  that 
Trancopal  is  the  most  effective  oral 
skeletal  muscle  relaxant  and  mild 
tranquilizer  currently  available.”^ 
Side  effects  occurred  in  only  12  patients,  and: 
“No  patient  required  that  the  dosage  be  reduced 
to  less  than  one  Caplet  three  times  daily  because 
of  intolerance.”^ 


Clinical  results  with  Jv^jIlCOpSl® 


Excellent 

Good 

Fair 

Poor 

Total 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome”**' 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— 

3 

^ECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

JTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

•— 

9 

\msm  SWES 

18 

2 

4 

3 

27 

rOTALS 

112 

70 

23 

15 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

*Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thiity  minutes  and  lasts  from  fom’  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scoi-ed),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 

1.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April,  1960. 


1506M  Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off. 


LABORATORIES,  New  York  1 8,  N.  Y. 


she  calls  it  “nervous  indigestion” 


diagnosis:  a wrought-up  patient  with  a functional 
gastro-intestinal  disorder  compounded  by  inade- 
quate digestion,  treatment:  reassurance  first,  then 
medication  to  relieve  the  gastric  symptoms,  calm 
the  emotions,  and  enhance  the  digestive  process, 
prescription:  new  Donnazyme— providing  the  mul- 
tiple actions  of  widely  accepted  Donnatal®  and 
Entozyme®— two  tablets  t.i.d.,  or  as  necessary. 


Each  Donnazyme  tablet  contains 
—In  the  gastric-soluble  outer  layer:  Hyoscyamine 
sulfate,  0.0518  mg.;  Atropine  sulfate,  0.0097  mg.; 
Hyoscine  hydrobromide,  0.0033  mg.;  Phenobarbi- 
tal  (l^  gr.),  8.1  mg.;  and  Pepsin,  N.  F.,  150  mg. 
In  the  enteric-coated  core:  Pancreatin,  N.  F.,  300 
mg.,  and  Bile  salts,  150  mg. 

ANTISPASMODIC  ■ SEDATIVE  - DIGESTANT 


A.  H.  ROBINS  COMPANY,  INCORPORATED  • RICHMOND  20,  VIRGINIA 
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in  rheumatic  disorders 

whenever  aspirin 
proves  inadequate 


brand  of  prednisone-phenylbutazone 


Even  in  the  more  transient  rheumatic 
disorders,  an  anti-inftammatory  effect 
more  potent  than  that  provided  by  aspirin 
is  often  desirable  to  hasten  recovery 
and  get  the  patient  back  to  work. 

By  combining  the  anti-inflammatory 
action  of  prednisone  and  phenylbutazone, 
Sterazoiidin  brings  about  exceptionally 
rapid  resolution  of  inflammation  with  relief 
of  symptoms  and  restoration  of  function. 
Since  Sterazoiidin  is  effective  in  iow 
dosage,  the  possibility  of  significant 
hypercortisonism,  even  in  long-term 
therapy,  is  substantially  reduced. 


AvaHabMity:  £acH  SteraaoUdln^  capsule  contains  predntdone^ 
iM  me*;  Butazolldln^^,  brand  of  phenylbutazone,  50 
dried  aluminum  hydroxide  gel  100  mg.;  magneeium 
trisiiioate  160  mg,;  and  homatropina  methytbromtde  1.36  n>0- 
Bottles  of  100  capsules, 

Oeigy,  Ardeiey,  New  York  % 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

725  East  Broadway  MAin  3-0583 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 


logical 
combination 
for  appetite 
suppression 

meprobamate  plus 
d-amphetamine...suppresses5 
appetite. ..elevates  mood...  i 
reduces  tension... without  i 
insomnia,  overstimulation  I 
or  barbiturate  hangover. 

lanorectic-ataractic 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


the  physician-requested  add 
to  the  DONNAGEL  family 


Donnagel  with  paregoric  equivalent 

for  better  control  of 
acute  nonspecific 
diarrheas . . . 


This  pleasant-tasting  combination 
of  two  outstanding  antidiarrheals— 
Donnagel  and  paregoric- 
delivers  more  comprehensive  relief 
with  greater  certainty  in  acute 
self-limiting  diarrheas. 


Each  30  cc.  (1  fluidounce)  of  Donnagel-PG  contains: 


Powdered  opium  U.S.R 

24.0  mg. 

(equivalent  to 
paregoric  6 ml.) 

Diminislies  propulsive 
contractions  and  tenes- 
mus; makes  fecal  matter 
less  liquid 


Kaolin 

6.0  Cm. 

Adsorbent  and  de- 
mulcent action 
binds  toxins  and 
irritants;  protects 
intestinal  mucosa 


Pectin 

142.8  mg. 

Demulcent  action 
complements  ef- 
fect of  kaolin 


Natural  belladonna  alkaloids 

hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hyoscine  Iiydrohromide  ..,.0.0065  mg. 

Anti.spasmodic  action  reduces 
intestinal  liypermotility ; mini- 
mizes tlie  risk  of  crampiii" 


Supplied:  Banana  flavored  suspension  in  Itoltles  of  6 fl.  oz. 


Also  available:  Donnagel®  with  Neomycin  — for  control  of  bacterial  diarrlicas. 


Phenobarbital 

(14  gr.)  ....16.2  mg. 

Mild  sedative  ac- 
tion lessens  ten- 
sion 


Donnagel  '^—  the  basic  fornuila  — wlicn  parcfioric  or  an  antibiotic  is  not  rctpiircd. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity  ...  seeking  tomorrow's  with  persistence 
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Proven 

in  over  five  years  of  clinieal  use  and 
more  than  750  published  elinieal  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agramdocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 


\ 


for 

the 

tense 

and 

nervous 

patient 


Despite  the  introduction  in  recent  years  of  “new  and  dif- 
ferent” tranquilizers,  Miltown  continues,  quietly  and 
steadfastly,  to  gain  in  acceptance.  Generically  and  under 
the  various  brand  names  by  which  it  is  distributed, 
meprobamate  (Miltown)  is  prescribed  by  the  medical 
profession  more  than  any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a knoiun  drug, 
evaluated  in  more  than  750  published  clinical  reports.  Its 
few  side  effects  have  been  fully  reported;  there  are  no 
surprises  in  store  for  either  the  patient  or  the  physician. 
It  can  be  relied  upon  to  calm  anxiety  and  tension  quickly 
and  predictably. 


Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*—  400  mg. 
unmarked,  coated  tablets. 


Miltown 

meprobamate  (Wallace) 

WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 


* TRADE- 


CM-20P3 


Gratifying  relief  fror 


for  your  patients  with 
'low  back  syndrome’  and 
other  musculoskeletal  disorders 

POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


u * C • >> 

gratirymg 


relief  from  stiffness  and  pain 


in  106 -patient  controlled  study 

(as  reported  in J.A.Ad.A.,  April  30^  1960) 


“Particularly  gratifying  was  the  drug’s  [SoMA’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  ^^Low  Back  Syndrome” , 

J.A.M.A.  172:  2059  (April  30)  I960, 


FASTER  IMPROVEMENT— 79%  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 


SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES.  CRANBURY,  NEW  JERSEY 
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Z CHART  SPEEDS  • 3 SENSITIVITIES  • RECORDING  OTHER  PHENOMENA 


the  \A/ork  of 


one  SA.N'BOZIN  electrocardiograph 


If  you  would  like  the  greatest  possible  versatility 
" in  a precision,  highly  developed  ECG,  the 
Model  100  Viso-Cardiette  offers  many  diagnostic 
and  operating  advantages  to  your  practice.  As 
illustrated,  waveforms  may  be  recorded  at  the 
chart  speed  and  sensitivity  most  suitable  for 
maximum  clarity,  and  non-cardiographic  inputs 
can  be  either  recorded  or  monitored  by  using  the 
“100  Viso”  in  conjunction  with  other  equipment. 
This  modern  Sanborn  ECG  also  incorporates  fully 
automatic  stylus  stabilization  as  leads  are  changed, 
pushbutton  “grounding”,  8 standard  lead  positions. 


The  same  instrument  is  also 

available  in  a mobile  cabinet  of 
mahogany  or  rugged,  scratch>and 

stain -resistant  plastic  laminate,  as  the 
Model  100  M.  A third  Sanborn  ECG  is  the 
18  lb.  brief  case  size  Model  300  Visette 
true  portability  for  any  nurse  or  physician. 

Call  any  Sanborn  Branch  Office  or 
Service  Agency  for  demonstrations 
or  descriptive  literature. 


SANBORN  COMPANY 

MEDICAL^DIVISION 
175  WYMAN  ST.,  WALTHAM  54,  MASS. 


Phoenix  Resident  Representative  25  E.  Osborn  Rd.,  Amherst  5-6328 
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|GUIDE  I 

V TO  J 

TH^ 

REALMS 

OF  THERAPY 

BEST 

ATTAINED 

WITH 


ATARy 


(brand  of  hydroxyzine) 


World-Wide  record  of  effectiveness-over  200  labora- 
tory and  clinical  papers  from  14  countries. 

Widest  latitude  of  safety  and  flexibility  — no  serious 
adverse  clinical  reaction  ever  documented. 

Chemically  distinct  among  tranquilizers-not  a pheno- 
thiazine  or  a meprobamate. 

Added  frontiers  of  usefulness— antihistaminic;  mildly 
antiarrhythmic;  does  not  stimulate  gastric  secretion. 


Special  Advantages 

unusually  safe;  tasty  syrup, 
10  mg.  tablet 

Supportive  Clinical  Observation 

“. . . Atarax  appeared  to  reduce  anxiety 
and  restlessness,  improve  sleep  pat- 
terns and  make  the  child  more  amen- 
able to  the  development  of  new  pat- 
terns of  behavior. . . .”  Freedman,  A. 
M.:  Pediat.  Clin.  North  America  5:573 
(Aug.)  1958. 

...and  for  additional  evidence 

Bayart,  J.:  Acta  paediat.  belg. 
10:164,  1956.  Ayd,  F.  J.,  Jr.:  Cal- 
ifornia Med.  87:75  (Aug.)  1957. 
Nathan,  L.  A.,  and  Andelman,  M. 
B.:  Illinois  M.  J.  112:171  (Oct.) 
1957. 

well  tolerated  by  debilitated 
patients 

“. . . seems  to  be  the  agent  of  choice 
in  patients  suffering  from  removal  dis- 
orientation, confusion,  conversion  hys- 
teria and  other  psychoneurotic  condi- 
tions occurring  in  old  age.”  Smigel, 
J.  0.,  et  al.:  J.  Am.  Geriatrics  Soc. 
7:61  (Jan.)  1959. 

Settel,  E.:  Am.  Pract.  & Digest 
Treat.  8:1584  (Oct.)  1957.  Negri, 
F.:  Minerva  med.  48:607  (Feb. 
21)  1957.  Shalowitz,  M.:  Geri- 
atrics 11:312  (July)  1956. 

useful  adjunctive  therapy  for 
asthma  and  dermatosis;  par- 
ticularly effective  in  urticaria 

“All  [asthmatic]  patients  reported 
greater  calmness  and  were  able  to 
rest  and  sleep  better ...  and  led  a 
more  normal  life. ...  In  chronic  and 
acute  urticaria,  however,  hydroxyzine 
was  effective  as  the  sole  medica- 
ment.” Santos,  1.  M,,  and  Linger,  L.: 
Presented  at  14th  Annual  Congress, 
American  College  of  Allergists,  Atlan- 
tic City,  New  Jersey,  April  23-25, 1958. 

Eisenberg,  B.  C.:  J.A.M.A.  169:14 
(Jan.  3)  1959.  Coirault,  R.,  et  al.: 
Presse  m6d.  64:2239  (Dec.  26) 
1956.  Robinson,  H.  M.,  Jr.,  et  al.: 
South.  M.  J.  50:1282  (Oct.)  1957. 

^ 

W IN  ^ 

II  HYPEREMOTIVE  I 

does  not  impair  mental  acuity 
^ = 

“. . . especially  well-suited  for  ambula- 
tory neurotics  who  must  work,  drive 
a car,  or  operate  machinery.”  Ayd,  F. 
J.,  Jr.:  New  York  J.  Med.  57:1742  (May 
15)  1957. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being 

Garber,  R.  C.,  Jr.:  J.  Florida  M. 
A.  45:549  (Nov.)  1958.  Menger, 
H.  C.:  New  York  J.  Med.  58:1684' 
(May  15)  1958.  Farah,  L.:  Inter- 
nat.  Rec.  Med.  169:379  (June) 
1956. 

SUPPLIED:  Tablets,  10  mg.,  25 
mg.,  100  mg.;  bottles  of  100. 
Syrup  (10  mg.  per  tsp.),  pint 
bottles.  Parenteral  Solution:  25 
mg./cc.  in  10  cc.  multiple-dose 
vials;  50  mg./cc.  in  2 cc.  am- 
pules. 

J' 
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whenever  digitalis 
is  indicated 


LANOXIN:: 


formerly  known  as  Digoxin  ‘B.  W.  & Co.’^ 


■■If  one 

\ r^rommet^ded  for  Its 

h litv  to  the  many  and 

adaptability  agencies, 

the  drug  of  oh 

“u*  - “■  *■ 

Boston,  Lillie' 


‘LANOXIN’  TABLETS  ‘LANOXIN’  INJECTION  ‘LANOXIN’  ELIXIR  PEDIATRIC 
0.25  mg.  scored  (white)  0.5  mg.  in  2 cc.  (I.M.  or  I.V. ) 0.05  mg.  in  1 cc. 

0.5  mg.  scored  (green) 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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WAY 


AN  - 


N CTIVE 


PERISTALTIC 


ADSORBENT 


in  all  common  diarrheas 


POMAUN 


LIQUID 


Trademark 


ANTIDIARRHEAL 

with  pleasant  raspberry  flavor 


— eases  and  speeds  the  return 
to  normal  bowel  function  — 

The  comprehensive  antidiarrheal  formula  of  Pomolin  brings  positive  relief  to 
patients  with  specific  and  nonspecific  diarrheas,  bacillary  dysentery,  non- 
specific ulcerative  colitis  and  enteric  disturbances  induced  by  antibiotics. 

Pectin  and  kaolin  protect  against  mechanical  irritation,  adsorb  toxins  and 
bacteria,  and  consolidate  fluid  stools.  Sulfaguanidine  concentrates  antibac- 
terial action  in  the  enteric  tract.  Opium  tincture  suppresses  excessive  peristalsis 
and  reduces  the  defecation  reflex. 


Each  palatable  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P 
Pectin  N.F. 

Kaolin 

Opium  tincture  U.S.P 
(equivalent  to  2 cc 

Dosage 

ADULTS:  Initially  1 or  2 tablespoons 
from  four  to  six  times  daily,  or  1 or  2 
teaspoons  after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea  sub- 
sides. 


2 Gm. 

0.225  Gm. 

3 Gm. 

0.08  cc. 

of  paregoric) 

CHILDREN;  V2  teaspoon  (2.5  cc.)  per  15 
pounds  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


i HOW  SUPPLIED:  Bottles  of  16  fl.  oz.  Exempt  narcotic. 

Available  on  prescription  only. 
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Co-Pyronir 

keeps  most  allergic  patients 
symptom-free  around  the  clock 


Many  allergic  patients  require  only  one  Pulvule®  Co-Pyronil 
every  twelve*  hours,  because  Co-Pyronil  provides: 

• Prolonged  antihistaminic  action 

• Fast  antihistarninic  action 

plus 

• Safe,  effective  sympathomimetic  therapy 


*Unusually  severe  allergic  conditions  may  require  more  fre- 
quent administration.  Co-Pyronil  rarely  causes  sedation  and, 
even  in  high  dosage,  has  a very  low  incidence  of  side-effects. 

Supphed  as  Pulvules,  Suspension,  and 
Pediatric  Pulvules. 

Co-Pyronil®  (pyrrobutamine  compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Parkinson’s  Disease 
and  Related  Dyskinesias 

Charles  W.  Elkins,  M.D. 
Juan  E.  Fonseca,  M.D. 

Tucson,  Arizona 


p 

1 ARKINSON  S Disease  or  paralysis  agitans 
was  first  described  by  James  Parkinson  in  1817 
and  represents  but  one  of  a series  of  related 
dyskinesias  which  have  been  subject  to  much 
neuranatomical,  physiological  and  chemical  in- 
vestigation in  the  succeeding  years.  Chorea, 
athetosis,  choreoathetosis,  ballism  and  dystonia 
musculorum  are  the  other  members  of  the  group. 
Descriptive  terminology  must,  of  necessity,  be 
used  to  identify  the  individual  members  and  in- 
deed a severe  dyskinesia  may  include  certain 
observable  features  of  all  of  them.  Basically, 
however,  the  abnormal  movements  of  chorea 
are  abrupt  and  jerky,  involving  the  extremities 
and  frequently  the  trunk.  There  may  be  grim- 
acing movements  of  the  face.  The  flinging  of 
the  arms  and  legs  with  flexion  and  extension  of 
the  trunk  cause  the  patient’s  gait  to  have  the 
appearance  of  a grotesque  dance(l).  Ballism  is 


perhaps  a more  severe  example  of  chorea(2). 
On  the  other  hand,  the  involuntary  movements 
of  athetosis  are  slow  and  writhing  in  character, 
generally  involving  the  upper  extremities  more 
extensively  than  the  lower  and  the  distal  joints 
more  severely  than  the  proximal.  When  quick- 
jerky  movements  complicate  the  slow  sinous  va- 
riety, the  term  choreoathetosis  is  applied (3).  In 
dystonia  the  involuntary  movements  are  athe- 
totic but  complicated  by  twisting  “torsion 
spasms”  of  the  pelvis  and  shoulder  girdles(4). 
Paralysis  agitans  is  characterized  by  coarse, 
rhythmic  tremor  at  rest,  masked  facies,  festina- 
tion  or  propulsive  gait,  and  usually  some  in- 
creased muscle  tone,  the  demonstrable  cog- 
wheel rigidity.  To  further  elaborate  on  Parkin- 
son’s tremor,  it  disappears  during  sleep,  de- 
creases on  voluntary  motion  and  is  exaggerated 
by  emotion.  Rigidity  may  be  predominant  and 
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may  exist  as  a separate  entity  to  tremor  and  vice 
versa. 

Leaving  the  other  dyskinesias  for  the  moment, 
to  foeus  attention  on  paralysis  agitans,  it  ean  be 
pointed  out  that  there  are  several  types  of  this 
afflietion  and  a eonvenient  classifieation  has 
been  suggested  by  Alvord(5). 

I.  Typical  Parkinsonism 

a,  senile,  presenile  or  idiopathic 

b,  encephalic 

( 1 ) Von  Economos  lethargic- 

encephalitis 

a,  acute  “encephalitic” 

b,  late  “post  encephalitic” 

( 2 ) other  types  of  encepthalitis 

c,  “juvenile”,  often  familial 

d,  other  “sympomatic”  (certain  cases 

of  Wilson’s  Disease,  Carbon  mon- 
oxide, etc. ) 

II.  Atypical  Parkinsonism  ( i.e.  rigidity  with- 

out tremor ) 

a,  arteriosclerotic 

b,  other 

The  physiological  basis  for  paralysis  agitans 
is  for  the  present  unknown.  However  many 
structures  and  combination  of  structures  have 
been  implicated.  The  basal  ganglia  seem  to  be 
the  focus  for  the  production  of  the  tremor  of 
Parkinson’s  Disease.  These  paired  structures  con- 
sist of  the  caudate  nucleus,  internal  capsule  and 
putamen,  this  combination  being  spoken  of  as 
the  striatum  and  the  two  parts  of  the  globus 
pallidus  are  known  as  the  pallidum.  In  some  way 
malfunction  of  this  system  results  in  tremor.  One 
cannot  be  truly  specific  as  to  what  type  of  mal- 
function or  its  exact  location  is  responsible,  for 
as  will  be  developed  subsequently,  destructive 
lesions  created  within  parts  of  this  and  other 
systems  have  been  credited  with  the  alleviation 
of  tremor.  Those  systems  and  structures  impli- 
cated in  this  entity  are  the  entire  pyramidal  and 
extra  pyramidal  nervous  systems,  their  cells  of 
origin,  afferent  and  efferent  interconnections 
and  ultimate  outflow  through  the  cerebral  spinal 
nerves.  Specifically  those  parts  of  these  two  mo- 
tor systems  which  are  suspect  from  cephalad 
and  rostrad  are  Brodman’s  cortical  areas  4 and 
6;  the  controversial  suppressor  areas  particularly 
4s;  and  the  striatum  and  pallidum  as  previously 
mentioned.  Furthermore  connecting  pathways 
between  the  globus  pallidus  and  the  ventral 
thalamus  through  the  ansa  lenticularis  and  fas- 


icularis  lenticularis  importantly  enter  the  pic- 
ture. Finally  the  contents  of  the  mesencephalic 
tegmentum  which  include  the  subthalamic  nu- 
cleus of  Luysii,  the  red  nucleus,  substantia  nigra 
and  reticular  activating  substance  which  extends 
into  the  pons  and  below  are  most  certainly  in- 
volved. Other  structures  may  well  be  implicated 
but  the  above  will  serve  to  demonstrate  the 
complexity  of  the  necessary  studies  before  the 
answers  to  tremor  production  and  relief  ean  be 
compounded. 

For  many  years  investigation  has  been  ham- 
pered and  slow  progress  was  made  until  the 
sterotaxic  methods  were  introduced.  Prior  to 
this,  beliefs  were  based  on  clinical  pathological 
studies  of  infrequent  cases  and  at  times  deduc- 
tions were  made  from  logic  alone  by  admittedly 
good  thinkers.  Let  us  hasten  to  state  that  even 
with  this  background,  the  age  of  stimulation  and 
destruction  has  not  as  yet  provided  all  the  an- 
swers. In  reviewing  the  many  conflicting  beliefs 
up  to  1932,  Bucy  and  Buchanan  stated,  “The 
destructive  lesion  disclosed  by  anatomical  study 
cannot  possibly  demonstrate  the  physiological 
effector  mechanism  which  produces  motor  man- 
ifestations. Destructive  lesions  are  of  necessity 
negative  phenomenon.  They  destroy  but  do  not 
produce”(6). 

More  recently  Martin,  in  considering  Chorea, 
phrased  the  above  somewhat  differently.  “A  de- 
structive lesion  cannot  of  itself  give  rise  to  posi- 
tive symptoms.  The  choreic  movements  must  de- 
pend on  irregular  impulses  entering  the  motor 
system  and  clearly  such  impulses  cannot  arise 
from  destroyed  tissue  but  must  be  coming  from 
cells  that  are  intact  and  travel  along  intact  path- 
ways”(7). 

Continuing  in  this  vein.  Ward’s  hypothesis 
concerning  the  mechanism  of  the  tremor  be- 
comes more  complicated  and  may  be  quoted  in 
abbreviated  form.  “Tremor  is  driven  by  hyper- 
activity of  “tremorogenic”  cells  in  the  midbrain 
and  that  this  hyperactivity  is  the  result  of  dis- 
crete interruption  of  fibers  terminating  upon 
them.  The  destroyed  fibers  perhaps  have  inhibi- 
tory synaptic  endings  on  the  tremorogenic  cells. 
Presumably  they  arise  at  more  cephalad  levels 
and  funnel  together  in  the  mesencephalon  at 
about  the  level  of  the  red  nucleus.  That  denerva- 
tion hypersensitivity  to  acetylcholine  may  occur 
and  result  in  released  energy  in  the  form  of 
tremor  completes  this  interesting  concept”(8). 
Certainly  the  reticular  activating  system  is  sus- 
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pect  of  involvement  in  all  motor  and  sensory  in- 
terrelations. French  has  stated  that  this  system 
must  be  considered  the  great  integrating  mech- 
anism of  the  brain  without  which  unity  of  re- 
sponse to  complex  environmental  stimuli  is  im- 
possible(9).  It  might  be  added  that  environ- 
ment should  connote  in  this  sense  both  internal 
and  external  locale. 

Bucy,  on  the  other  hand,  presents  evidence 
that  the  cortico-spinal  tract  is  responsible  for  the 
tremor  of  Parkinson’s  disease.  He  abolished  the 
tremor  by  extirpation  of  the  precentral  gyrus 

(10) .  Parkinson  had  noted  the  disappearance  of 
tremor  following  capsular  hemiplegia.  Walker 
and  others  demonstrated  the  disappearance  of 
tremor  after  section  of  the  cerebral  peduncle 

(11)  and  Putnam  accomplished  reduction  of 
tremor  by  section  of  the  lateral  cortical  spinal 
tract  in  the  spinal  cord  lateral  column  (12).  Mar- 
tin considers  the  globus  pallidus,  striatum,  cor- 
pus Luysii  and  substantia  nigra  as  a physiologi- 
cal group  which  act  through  the  globus  pallidus 
and  that  a lesion  made  in  the  globus  palHdus  or 
its  efferent  fibers  has  the  negative  effect  of 
abolishing  positive  symptoms  produced  by  dis- 
ease elsewhere  but  emanating  through  the  glob- 
us pallidus  ( 13).  Actually  very  few  facts  con- 
cerning this  entire  system  may  be  considered 
proven.  Perhaps  as  close  as  can  be  established, 
destruction  of  the  corpus  Luysii  in  some  way 
gives  rise  to  hemichorea  and  the  globus 
pallidus  provides  something  which  is  essential 
for  the  occurrence  and  persistence  of  the  move- 
ments. 

It  is  not  intended  that  this  presentation  be 
made  a complete  review  of  hyperkinesia  and  the 
arguments  intended  to  refute  these  divergent 
hypotheses  need  not  be  given  here.  A neat  task 
would  be  to  pin  point  a lesion,  or  lesions,  respon- 
sible for  a specific  dyskinesia  and  then  to  iden- 
tify the  structure  or  structures,  the  integrity  of 
which  is  necessary  for  perpetuating  the  disorder. 

The  voice  of  conscience  in  Russell  Myers  now 
arises  and  warns  that  “If  for  example,  the  state- 
ment that  damage  to  the  substantia  nigra  is  re- 
sponsible for  the  appearance  of  tremor,  akinesia 
and/or  rigidity  is  to  be  honored  as  true  then  ( 1 ) 
Every  case  characterized  during  life  by  one  or 
more  of  the  clinical  signs  under  inquiry  should 
exhibit  when  examined  at  post  mortem,  some 
damage  to  the  substantia  nigra,  and  there  alone. 
(2)  Cases  lacking  the  clinical  signs  under  in- 
quiry should  exhibit  at  post  mortem  examina- 


tion no  instance  of  damage  to  the  substantia 
nigra.  ( 3 ) Every  brain  which  shows  at  post  mor- 
tem examination  some  damage  to  the  substania 
nigra  should  correspond,  without  exception,  to 
a patient  who  during  life,  exhibited  the  clinical 
signs  under  inquiry.  (4)  Every  brain  which  at 
post  mortem  study  fails  to  show  some  damage 
to  tlie  substantia  nigra  should  correspond  to  a 
patient  who,  during  life,  exhibited  none  of  the 
clinical  signs  under  inquiry”. 

“Similar  statements  concerning  the  relation- 
ship between  tremor  and  the  substantia  nigra 
have  been  made  implicating  other  structures 
such  as  the  striatum,  pallidum,  the  dorsal  thala- 
mus and  other  structures  in  the  brain  stem”.  ( 14 ) . 

Knowledge  of  the  pathological  changes  occur- 
ring in  paralysis  agitans  is  also  limited.  Alvord 
states  that  cytoplasmic  changes,  Lewy  bodies 
and  Alzheimer  triangles  are  observed  in  the  sub- 
stantia nigra  and  locus  coerulus.  Other  than  this, 
data  on  changes  in  other  structures  such  as  the 
globus  pallidus  is  incomplete.  Differences  in 
stains,  technics  and  interpretations  may  be  re- 
sponsible for  unconfirmed  reports  and  undupli- 
cated findings  of  specific  neuropathological 
changes  in  a dyskinesia  ( 15).  The  hope  of  fu- 
ture investigation  is  for  improved  technic  dem- 
onstrating neuron  loss  which  cannot  be  taken 
for  artefact  or  in  the  absence  of  demonstrable 
neuron  loss,  changes  in  neuron  biophysics  and 
conduction. 

There  has  been  no  effective  medical  treatment 
for  any  of  the  dyskinesias  except  paralysis  agi- 
tans. In  this  affliction  various  drugs  of  the  so- 
lenaceous  alkaloids,  synthetic  parasympatholy- 
tics,  antihistaminics,  stimulants,  relaxants  and 
ataractics  have  been  used  individually  or  in  com- 
bination depending  on  the  particular  needs  of 
the  patient.  The  mode  of  action  of  these  drugs 
are  a matter  of  theory,  but  experimentally,  tremor 
induced  by  stimulation  of  the  reticular  forma- 
tion in  the  monkey  can  be  reduced  or  abolished 
by  the  parenteral  administration  of  anticholiner- 
gic drugs.  Tremorigenic  lesions,  as  found  in  Par- 
kinsonism, may  interrupt  projections  to  cells  in 
the  medial  reticular  formation,  hypersensitivity 
to  acetylcholine  develops,  and  thus  the  anticho- 
linergic drugs  are  effective  in  relieving  tremor 
(16).  Furthermore  adrenalin  which  activates 
midbrain  reticular  cells  towards  the  alerting 
state  greatly  increased  Parkinsonian  tremor.  An- 
ticholinergic drugs  like  Atropine  reduce  both 
tremor  and  rigidity  as  they  affect  these  same 
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cells  towards  inhibition  of  the  alerted  state  ( 17 ) . 

As  with  most  drugs  unpleasant  side  effects 
may  frequently  occur.  The  patient  with  more 
than  mild  paralysis  agitans  usually  has  restric- 
tion of  movement  and  is  like  a prisoner  in  soli- 
tary confinement.  He  loses  ability  by  facial  ex- 
pression to  disapprove  or  appreciate  the  many 
things  and  efforts  of  others  that  surround  him. 
However  his  vision,  hearing,  smell,  taste,  mem- 
ory, impressions,  abstract  ideas  are  all  normal 
but  cannot  tie  in  with  motor  performance  and 
expression.  To  add  to  his  restrictive  woes  he  is 
given  drugs  to  reduce  his  captive  rigidity  and 
tremor  only  too  frequently  at  the  expense  of  his 
precious  residual,  a clear  mind  with  freedom  of 
memory  and  thought  ( 18 ) . 

Therefore  it  is  with  considerable  interest  that 
the  Parkinson  population:  patients,  relatives, 
friends  and  physieians  follow  the  accumulating 
results  of  a surgical  approach  which  offers  re- 
lief of  tremor  and  rigidity  without  sacrifice  of 
motor  power  or  reduction  of  the  special  senses 
mentioned  previously  but  also  admittedly  not 
affecting  the  eourse  of  the  disease. 

Cooper  ( 19 ) reported  the  relief  of  contralat- 
eral tremor  and  rigidity  in  a patient  with  paral- 
ysis agitans  in  whieh  an  inadvertent  occlusion 
of  the  anterior  choroidal  artery  had  been  accom- 
plished. Further  studies  and  subsequent  similar 
successes  justified  the  conclusion  that  the  ef- 
fectiveness of  anterior  choroidal  artery  occlusion 
was  due  to  infarction  of  more  than  a single, 
small  anatomic  structure  and  probably  involved 
a physiological  unit  of  two  or  more  intracerebral 
structures.  This  artery  is  a branch  of  the  inter- 
nal carotid  artery  and  from  its  anterior  portion 
supplies  in  part,  the  amygdala  and  hippocam- 
pus, the  tail  of  the  caudate  nucleus  and  hippo- 
campal complex.  Further  caudad  it  gives 
branches  to  the  mesial  aspect  of  the  globus  pal- 
lidus  and  more  distally  to  the  anterior,  lateral 
and  posterior  nuclei  of  the  ventro-lateral  thala- 
mus. The  fiber  tracts  passing  through  the  zone 
of  irrigation  of  this  vessel  are  the  fornix,  stria 
terminalis,  anterior  hypothalamic  commissure, 
supra  optic  commissure,  and  the  posterior  two 
thirds  of  the  posterior  limb  of  the  internal  cap- 
sule which  lies  between  the  globus  pallidus  and 
the  lateral  aspect  of  the  ventro-lateral  nueleus  of 
the  thalamus  ( 20 ) . 

Because  of  inherent  difficulties  in  technic  of 
choroidal  artery  occlusion  and  doubtful  applica- 
bility to  an  older  age  group,  the  procedures  of 


chemical  interference  with  the  globus  pallidus 
and  ventral  thalamus  was  developed  (21).  Others 
duplicated  these  procedures  and  utilized  elec- 
trolytic, mechanically  placed  and  ultra  sound 
destructive  lesions  ( 22 ) ( 23 ) ( 24 ) . 

Cooper’s  ( 25 ) conclusions  after  evaluating  the 
results  of  700  operations  employing  anterior 
choroidal  occlusion,  chemopallidectomy  and 
chemothalmectomy  for  paralysis  agitans  were 
that  the  artery  occlusion  was  somewhat  more  ef- 
fective than  the  other  procedures  in  permanent- 
ly relieving  tremor  and  rigidity,  but  that  palli- 
dectomy and  thalamectomy  are  capable  of  re- 
lieving tremor  and  rigidity  in  80%  of  cases.  The 
most  useful  single  lesion  for  relief  of  both  trem- 
or and  rigidity  was  the  thalamic  lesion.  Schwab 
and  England  (26)  in  a cautious  evaluation  of  a 
group  of  50  eases  supplied  by  them  and  opera- 
ted either  by  Dr.  Cooper  at  St.  Barnabas  Hospi- 
tal or  by  Dr.  William  Sweet  and  Associates  at 
Massaehusetts  General  Hospital  concluded  that 
successful  surgical  intervention  is  far  more  im- 
pressive than  any  medical  degree  of  improve- 
ment. Their  conclusions  were  restricted  by  their 
opinion  that  patients  over  60  years  of  age  were 
uncertain  risks  and  that  the  operation  should  be 
limited  to  strictly  unilateral  cases  in  good  health 
with  no  evidence  of  generalized  brain  impair- 
ment. Modifying  somewhat,  they  recognized 
that  the  procedures  should  not  be  delayed  until 
late  in  the  disease  with  total  incapacitation,  but 
should  be  considered  early  in  the  disease  when 
the  results  would  be  more  gratifying  and  the 
risks  small. 

Experience  has  been  gathered  in  a small  se- 
ries of  dyskinesias  treated  by  the  authors  with 
chemical  interference  of  the  globus  pallidus  or 
thalamus.  Nine  eases  of  parlysis  agitans  and  a 
single  case  of  unilateral  athetosis  have  been  so 
treated.  Of  the  nine  eases  of  Parkinson’s  disease, 
four  had  essentially  unilateral  involvement.  All 
of  these  were  benefited  by  a contralateral  proce- 
dure in  that  tremor  and  rigidity  were  reduced. 
Two  cases  with  bilateral  involvement  may  be 
considered  as  improved  after  bilateral  proce- 
dures. The  initial  operation  on  still  another  in- 
dividual with  bilateral  involvement  had  been 
performed  elsewhere  with  improvement,  and  the 
eontralateral  procedure  performed  here  contrib- 
uted to  improvement  in  those  extremities  not  af- 
fected by  the  first  procedure.  There  was  one 
mortality  in  a case  with  bilateral  involvement, 
secondary  to  massive  intracerebral  hemorrhage 
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produced  by  the  procedure.  In  the  paralysis  agi- 
tans  series,  was  a case  with  bilateral  involvement 
which  represented  a poor  selection  of  material 
for  surgery.  The  initial  operation  did  not  pro- 
duce desirable  improvement  and  a second  oper- 
ation is  not  contemplated.  It  might  be  stated 
here  that  none  of  these  patients  are  completely 
free  of  dependency  on  some  medication. 

A single  case  of  spontaneous  unilateral  atheto- 
sis in  an  80  year  old  woman  was  treated  with 
contralateral  chemothalmectomy  and  the  trem- 
or has  not  recurred  during  the  twelve  months 
period  following  surgery. 

Complications  other  than  the  mortality  men- 
tioned have  been  paraphasias  in  two  cases  fol- 
lowing the  placing  of  left  sided  lesions  in  right 
handed  patients.  One  case  cleared  rapidly  and 
the  other,  although  improved,  represents  a major 
complication.  Bronchopneumonia  complicated 
the  poorly  selected  case. 

CONCLUSIONS; 

A discussion  of  the  dyskinesias  has  been  given 
with  particular  reference  to  paralysis  agitans. 
Surgical  results  of  others  have  been  cited  and 
our  results  in  a small  series  presented. 
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and  Treatment  of  Parkinsonism.  Charles  C.  Thomas,  19.58. 

26.  Schwab,  R.  C.,  and  England,  A.  C.:  ibid  (18). 


25  YEARS  AGO  AT  ST.  MARY^S 

Look  what  happened  25  years  ago  at  St.  Mary’s  Hospital  in  Tucson. 


June  24,  1935  — Surgery  Schedule 

1.  Phrenic  Crush Dr.  Meade  Clyne 

2.  Appendectomy  Dr.  Royal  Rudolph 

3.  Suture  Tendon  of  Left  Hand Dr.  Fred  Harper 

4.  Blood  Transfusion  Dr.  Victor  Gore 

5.  Blood  Transfusion Dr.  C.  A.  Thomas 

6.  Plastic  Repair Dr.  J.  B.  Littlefield 

7.  Bone  Plate  with  Posterior  Mold  on  Foot Dr.  Mead  Clyne 

8.  Appendectomy Dr.  C.  A.  Thomas 

9.  Phrenic  Crush Dr.  Dan  Mahoney 

10.  Phrenic  Crush  Dr.  Harold  Kohl 

11.  Cystoscopy Dr.  Royal  Rudolph 

12.  Laparotomy  Dr.  George  Purcell 

Statistics  — Births  at  St.  Mary’s  Hospital 

June,  1935  44  babies  were  born 

fune,  1945  78  babies  were  born 

June,  1955  194  babies  were  born 


B.  P.  Storts,  M.D. 
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Surgical  Treatment  of  Otosclerosis 
By  Mobilization  of  Stapedial  Footplate*^ 


by 


Douglas  W.  Frerichs,  M.D. 


INTRODUCTION 

V 

iJ  URGICAL  advancement  in  treating  forms  of 
conductive  deafness  and  eradication  of  chronic 
ear  infections  have  been  monumental  during  the 
past  five  years.  The  impetus  for  modern  ear 
surgery  started  twenty-one  years  ago  when  Dr. 
Julius  Lempert(l),  developed  a practieal  one- 
stage  operation  for  treatment  of  conductive  deaf- 
ness due  to  otoselerosis.  The  necessity  of  optical 
magnification  of  the  surgical  field,  and  the  value 
of  using  high  speed  electrically  driven  burrs  to 
perform  this  type  of  ear  surgery,  brought  about 
a change  in  otologie  surgical  technique  that  has 
encompassed  the  world.  Subsequent  adapta- 
tions of  Lempert’s  methods  have  brought  about 
many  refinements  in  otological  surgery.  Opera- 
tions have  been  developed  in  the  last  six  years, 
which  offer  improved  hearing  in  people  with 
tympanic  membrane  perforations,  chronic  ad- 
hesive otitis,  chronic  otitis  media  and  chronic 
mastoiditis. 

Although  Dr.  Lempert’s  fenestration  operation 
has  been  replaced  in  part  by  direct  stapedial  ap- 
proach, it  was  through  a procedure  developed 
by  him  that  popular  methods  of  correcting  hear- 
ing in  otosclerosis  were  evolved(2). 

This  article  was  presented  at  the  Fourth  Annual  Meeting 
of  the  Medical  Society  of  the  United  States  and  Mexico  on  De- 
cember 6,  1959  in  Las  Vegas,  Nevada. 

f Spanish  translation  by  Augusto  Ortiz,  M.D.,  Phoenix. 


Dr.  Samuel  Rosen (3),  a pupil  of  Lempert’s, 
adapted  a direct  approach  (devised  originally 
by  Lempert  for  tympanosympathectomy ) and 
by  the  use  of  a tympano-meateal  flap,  a method 
of  attacking  the  otosclerotie  process  at  the  sta- 
pedial footplate  was  devised. 

PATHOLOGY 

Otosclerosis  is  a pathological  osseous  abnor- 
mality which  occurs  in  the  petrous  bone.  Symp- 
toms are  not  manifested  unless  the  osseous 
changes  encroach  on  the  footplate  of  the  stapes, 
penetrate  the  cochlea,  or  obstruct  the  round  win- 
dow. The  common  area  involved  that  produces 
symptoms  is  the  anterior  margin  of  the  footplate 
of  the  stapes.  Fixation  of  this  ossicle  prevents  a 
normal  tympanie  membrane  from  transmitting 
sound  waves  to  the  eochlea.  Complete  uncompli- 
cated fixation  of  the  stapes  usually  results  in  a 
hearing  loss  of  40-50  deeibels.  This  is  consider- 
ably below  the  level  needed  to  comprehend 
normal,  conversational  voiee. 

HISTORY 

The  patient  with  otosclerosis  usually  notices 
the  hearing  impairment  between  the  ages  of 
twenty  and  thirty  years.  A family  history  of  deaf- 
ness in  a parent  or  sibling  is  often  elieited.  The 
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deafness  is  insidious  in  onset  and  may  develop 
rapidly  in  a few  years  or  slowly  produce  symp- 
toms over  a decade.  A constant  tinnitus  is  usu- 
ally present.  The  disease  shows  a predominance 
in  females  and  pregnancy  often  accelerates  the 
symptoms.  Many  patients  are  wearing  hearing 
aids  at  the  time  of  their  examination  and  al- 
though they  may  profess  dissatisfaction  with  the 
instrument,  they  will  admit  that  hearing  is  im- 
proved by  sound  amplification. 

EXAMINATION 

The  patient  with  otosclerosis  is  soft  spoken, 
as  his  bone  conduction  is  normal  and  he  hears 
his  own  voice  clearly.  The  ear  drum  has  a nor- 
mal appearance,  except  in  advanced  cases,  which 
may  reveal  an  odd,  pinkish-hue  in  the  posterior- 
superior  quadrant.  This  phenomenon  is  due  to 
an  increased  vascularity  of  the  otosclerotic  bone 
behind  the  drum,  and  is  known  as  “Schwartze’s 
Sign”.  The  drum  is  mobile.  The  eustachian  tubes 
are  patent  when  insufflated.  Placing  a tuning 
fork  with  a frequency  of  512  D.V.  or  1024  D.V. 
alternately  beside  the  external  auditory  meatus 
and  then  on  the  mastoid  process  reveals  that 
bone  conduction  is  louder  than  air  conduction 
( negative  Rhine  Test ) . 

The  disease  is  usually  bilateral  and  a 256  D.  V. 
tuning  fork  placed  on  the  vertex  of  the  skull  re- 
fers to  the  ear  with  the  greatest  hearing  loss.  If 
the  intensity  of  the  examiner’s  voice  is  raised  or 
a speaking  tube  is  used,  the  patient  should  com- 
prehend almost  all  spoken  words.  Audiometric 
examination  reveals  a characteristic  flat  line  for 
air  conduction  with  near  normal  bone  conduc- 
tion. X-rays  of  the  mastoids  are  usually  nega- 
tive. A sclerotic  mastoid  does  not  contraindicate 
surgery. 

At  times  other  tests  may  be  necessary  for  se- 
lection of  surgical  candidates  but  these  usually 
require  special  otological  equipment  and  train- 
ing in  interpretation. 

SURGICAL  TECHNIQUES 

Under  local  anesthesia  as  described  by  Dr. 
Rosen,  an  incision  is  made  in  the  external  audi- 
tory canal,  6-8mm.  lateral  to  the  annulus  tym- 
panicus.  The  skin  and  the  tympanic  membrane 
are  reflected  anteriorly  as  a continuous  flap. 
Bony  annulus  is  removed  if  necessary  until  the 
stapes  is  well  exposed.  Utilizing  a Zeiss  opera- 
ting microscope,  mobilization  is  attempted  by 


transincudal,  stapedial,  or  direct  footplate  at- 
tack. In  the  event  that  the  stapes  is  firmly  frozen 
and  mobilization  is  difficult,  methods  devised  by 
Goodhill(4),  Fowler(5),  House(6),  and  Shea 
( 7 ) , may  be  utilized. 

Chiseling  around  the  footplate,  may  loosen 
the  attachments.  Fracture  through  the  mid-por- 
tion of  the  footplate  along  with  severing  the  an- 
terior crura  (monopod  lysis  of  Fowler)  may  be 
of  value  in  producing  mobilization.  In  cases  of 
atrophic  crura,  elastic  crura,  or  extensive  foot- 
plate involvement,  an  ingenious  method  has  been 
devised  by  Shea  of  connecting  the  incus  to  the 
footplate  with  a strut  of  polyethylene  tubing.  In 
certain  cases  a stapedectomy  is  done  and  a vein 
graft  used  to  cover  the  oval  window  ( 7 ) . A poly- 
ethylene strut  is  then  connected  from  the  incus 
to  the  graft.  The  success  of  surgery  varies  slight- 
ly with  the  operations,  but  approximately  60  per 
cent  of  the  patients  are  receiving  adequate  gains 
in  hearing. 

The  Stapes  Mobilization  Procedure  requires 
only  a few  days  hospitalization.  It  is  a one  to  two 
hour  procedure  and  is  performed  under  local 
anesthesia.  This  allows  checking  of  the  hearing 
at  the  time  of  surgery  to  confirm  successful  mo- 
bilization. The  patient  is  returned  to  complete 
activity  in  three  to  four  days,  and  the  ear  is 
healed  completely  in  less  than  two  weeks. 

Complications  are  uncommon  but  may  be  se- 
rious(8).  Labyrinthitis,  facial  nerve  paralysis, 
and  perforation  of  the  membrana  tympani  have 
been  reported.  The  latter  is  the  most  common, 
and  can  easily  be  handled  at  the  time  of  sur- 
gery by  sliding  the  meatal  skin  down  to  close 
the  perforation,  or  placing  a small  full-thickness 
graft  over  the  perforation  after  denuding  the 
margins  of  epithelium. 

The  operation  occasionally  restores  the  hear- 
ing to  the  previous  bone  conduction  level  (max- 
imum cochlear  reserve ) , but  most  operators  con- 
sider the  procedure  successful  if  a hearing  level 
for  air  conduction  of  better  than  30  decibels  in 
the  speech  frequencies  remains  two  months  after 
surgery. 

Considering  the  mechanism  of  hearing  loss 
due  to  otosclerosis,  one  would  expect  a higher 
percentage  of  recurrence  of  fixations  of  the 
stapes  after  successful  mobilization.  It  does  ap- 
pear that  around  10  per  cent  of  those  who  have 
passed  the  two  month  period  may  eventually 
re-ankylose,  but  revision  with  stapedectomy  and 
vein  graft  or  similar  procedure  seems  to  offer 
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these  cases  hope  of  permanent  relief.  It  must  be 
remembered,  however,  that  this  method  of  treat- 
ing otosclerosis  is  new,  and  the  long  term  results 
may  reveal  a greater  number  of  post-operative 
fixations  of  the  stapes  than  is  now  evident. 

CASE  REPORTS 


4.  B.P.  Sixteen-year-old  white  female  with 
hearing  loss  starting  at  eight  years  of  age,  and 
gradually  increasing  in  severity  until  the  time 
of  surgery.  Father  had  proven  otosclerosis. 
Stapes  mobilization  performed  June  30,  1958 
with  adequate  gain  in  hearing  which  has  re- 
mained satisfactory  to  date. 


1.  R.P.  Forty-three-year-old  female.  Deafness 
for  eight  years.  Conductive  hearing  loss  of  40 
decibels  with  excellent  bone  conduction.  Stapes 
mobilization  by  transincudal  method  of  the  left 
ear,  June  6,  1957.  Three  months  post  operative 
hearing  for  air  conduction  in  left  ear  in  speech 
range  5 decibels  below  normal.  Hearing  has 
been  maintained  to  date.  (Fig.  1.) 
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Fig.  1.  Forty-three-year-old  female.  Stapes  Mobilization  of  left 
ear  performed  June  1957.  Hearing  improved  well  above  critical 
level  for  conversational  voice.  (Case  1.) 


2.  R.S.  Forty -year-old  male.  Conductive  hear- 
ing loss  of  50  decibels  with  good  bone  conduc- 
tion. Stapes  mobilization  of  right  ear  May  28, 
1956  with  no  improvement  in  hearing.  On  July 
25,  1956,  a fenestration  operation  was  performed 
on  the  right  ear  with  improvement  in  hearing  to 
25  decibels  in  speech  range.  Hearing  has  been 
maintained  to  date. 

3.  H.C.  Forty-six-year-old  female  with  hearing 
loss  for  sixteen  years.  Successful  fenestration  of 
the  left  ear  performed  May  16,  1956  with  ade- 
quate gain  for  hearing  conversational  voice. 
Stapes  mobilization  of  right  ear  on  March  20, 
1959.  Severe  vertigo  following  surgery  with  nau- 
sea and  vomiting.  Hospitalized  for  ten  days  be- 
fore able  to  return  home.  Hearing  gain  was  ini- 
tially good,  but  symptoms  of  labyrinthitis  per- 
sisted for  almost  six  weeks  after  surgery.  Recent 
audio  reveals  hearing  below  pre-operative  level 
for  both  air  and  bone  conduction. 


5.  V.C.  Fifty-two-year-old  white  male  with 
hearing  loss  for  twelve  years  associated  with  tin- 
nitus. Family  history  of  deafness.  Has  worn  a 
hearing  aid  for  six  years  but  is  dissatisfied  with 
results,  although  he  does  hear  better  with  aid. 
Rilateral  hearing  loss  of  conductive  type  with 
good  air-bone  averages  40  decibels  in  both  ears. 
Stapes  mobilization  of  right  ear  was  attempted 
September  22,  1959,  but  due  to  firm  fixation  of 
footplate  and  elastic  crura,  intact  mobilization 
of  the  stapes  was  impossible.  The  crura  and  head 
of  the  stapes  were  removed,  and  the  footplate 
mobilized.  A polythylene  strut  of  No.  90  tubing 
was  inserted  between  the  incus  and  the  stapedial 
footplate.  Hearing  has  remained  excellent  two 
months  post-operatively.  (Fig.  2.) 


NAME  V«  C» AGE^i- 
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Fig.  2.  Fifty-two-year-old  male.  Partial  stapedectomy  with 
polyethylene  strut  inserted  between  incus  and  mobilized  foot- 
I>late.  (Case  5.) 


6.  A.R.  Thirty-two-year-old  male  with  a hear- 
ing loss  of  eleven  years  duration  associated  with 
tinnitus.  Stapes  mobilization  performed  on  right 
ear  on  August  14,  1956.  No  improvement  in  hear- 
ing noted  post  operatively.  No  deterioration. 
One  year  later,  hearing  at  pre-operative  level. 

7.  C.Z.  Sixty-one-year-old  male  with  hearing 
loss  of  75  decibels  in  speech  range  in  both  ears. 
Unsuccessful  stapes  mobilization  attempted 
elsewhere  on  right  ear.  Left  ear  operated  on  Au- 
gust 13,  1958  and  four  months  later  hearing  level 
of  35  decibels  was  present  in  left  ear.  Patient 
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only  rarely  uses  his  hearing  aid,  which  works 
much  better  than  before  surgery.  He  usually  can 
understand  average  conversational  voice  without 
a hearing  aid.  ( Fig.  3. ) 


NAME  , ivu  c.z  * Af.F  M DATE  


Fig.  3.  Sixty-one-year-old  male.  Unsatisfactory  hearing  with 
hearing  aid.  After  Stapes  Mobilization  hears  conversational  voice 
moderately  well  unaided.  Excellent  hearing  with  same  hearing 
aid  turned  to  lowest  amplification  (Case  7.) 

SUMMARY 

Patients  with  deafness  due  to  otosclerosis  can 
be  improved  by  a number  of  surgical  procedures, 
which  are  selected  depending  on  the  degree  of 
the  pathology  present.  By  submitting  to  this 


type  of  surgery,  the  patient  has  a fair  chance  of 
gaining  a great  improvement  in  hearing.  If  the 
surgery  is  unsuccessful,  and  the  bone  conduction 
remains  normal,  the  patient  can  resort  to  a hear- 
ing aid,  or  may  have  a good  chance  of  improve- 
ment by  means  of  fenestration  surgery.  The  com- 
plications of  surgery  for  otosclerosis  are  mini- 
mal, but  occasionally  serious. 

Fig.  4 

RESULTS 


SATISFACTORY  35  Cases 

(30  Decibels  or  Better) 

FAILURES  29 


TOTAL  CASES 64 


Fig.  4.  Results  of  sixty-four  cases  operated  on  from  19.57  to 
19.59.  This  includes  routine  Stapes  Mobilization  and  polyethylene 
strut  insertion  after  stapedectomy. 
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nt 

WHAT  ARE  CHANCES  OF  DISCHARGE  FROM  A MENTAL 

HOSPITAL? 

During  1958,  the  resident  hospital  population  continued  to  go  down  for  the 
third  straight  year  — a decrease  of  about  7,000  patients  or  approximately  1%.  Al- 
though the  number  of  admissions  was  higher  in  1958  than  in  1957,  the  number 
of  patients  discharged  also  increased.  The  reasons  for  the  decrease  in  the  hospi- 
tal population  may  be  attributed  to  new  therapies  and  improved  treatment  pro- 
grams. 

Today,  schizophrenic  patients  have  a 60%  chance  of  total  or  partial  recovery 
provided  prompt  and  adequate  treatment  is  given.  Forty  years  ago,  less  than 
20%  recovered.  In  New  York  state,  for  example,  6,427  were  released  during  1955 
and  three  years  later,  in  1958,  the  number  jumped  to  8,970,  or  about  a 40%  in- 
crease. 

The  chances  of  partial  or  total  recovery  from  involutional  psychosis  and  manic- 
depressive  psychosis  are  65%  and  75%  respectively. 
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El  Tratamiento  Quirurgico 
De  La  Otoesclerosis  Media nte 


La  Movilizacion  De  La 
Base  Del  Estribo"' 

por 

Douglas  W.  Frerichs,  M.D. 


INTRODUCCION 

El  tratamiento  quirurgico  de  las  varias  formas 
de  sorderas  de  conduccion  y la  eradicacion  de 
las  infecciones  cronicas  del  oido  ha  progresado 
en  forma  muy  notable  en  los  liltimos  cinco  anos. 
Cuando  el  doctor  Julius  Lempert(l)  hace 
veintion  anos  perfecciono  la  operacidn  para 
corregir  la  sordera  de  conduccion  por  otoescler- 
osis en  una  sola  etapa,  se  inicio  una  nueva  usar 
en  la  cirugia  otologica.  La  necesidad  de  usar 
mecanismos  dpticos  de  aurnento  y el  uso  de 
barrenos  de  alta  velocidad  revolucionaron  la 
tecnica  de  esta  cirugia  en  forma  decisiva.  Adapa- 
taciones  subsiguientes  a la  tecnica  de  Lempert 
han  hecho  posible  la  correccion  de  sorderas 
causadas  por  perforaciones  del  tambor,  otitis 
adhesivas,  otitis  media  y la  mastoiditis  cronicas. 

Aunque  la  operacion  basica  de  fenestracion 
de  Lempert  ha  sido  hasta  cierto  punto  re- 
emplazada  por  la  manipulacion  directa  del 
estribo  las  tecnicas  modernas  para  corregir  las 
corderas  de  conduccion  no  son  mas  perfeccion- 
amientos  de  las  tecnicas  basicas  de  ese  gran 
maestro.  (2) 

El  doctor  Samuel  Rosen(3),  discipulo  de 

®Este  trabajo  fue  presentado  en  la  cuarta  Asamblea  Annal  de 
l i Asociation  Medica  de  los  Estados  Unidos  y Mexico  el  dia  6 
de  cicienibre  de  1959  en  Las  Vegas,  Nevada. 


Lempert,  adapt©  una  de  las  tecnicas  que  se  usa- 
ban  originalmente  para  hacer  la  timpanosim- 
patectomia.  Mediante  el  uso  de  un  colgajo 
timpano-meatal  se  perfecciono  un  metodo  para 
corregir  el  proceso  otoesclerdtico  en  la  base  del 
estribo. 

PATOLOGIA 

La  otoesclerosis  es  una  anormalidad  patologica 
osea  que  ocurre  en  el  hueso  petroso.  Los  sin- 
tomas  no  se  manifiestan  a menos  que  los  cambios 
oseos  invadan  la  base  del  estribo,  la  coclea,  o la 
ventana  redonda.  Por  lo  general  los  sintomas  se 
manifiestan  cuando  le  proceso  patologico  penetra 
el  margen  anterior  del  pie  del  estribo.  Al  fijarse 
este  huesecilo  se  obstruye  la  trasmision  de  la 
vibracion  del  timpano  a la  coclea.  Cuando  el 
estribo  se  fija  en  forma  firme  la  perdida  auditiva 
puede  alcanzar  hasta  unos  40  o 50  decibels.  Esta 
perdida  es  suficiente  para  que  se  dificulte  el 
entendimiento  de  la  voz  en  el  volumen  de 
conversacion. 

HISTORIAL  CLINICO 

Generalmente  el  paciente  nota  la  dificultad 
entre  los  20  y los  30  anos  de  edad.  A menudo 
se  descubre  que  uno  de  padres  o algun  hermano 
padece  del  mismo  mal.  La  sordera  comienza  en 
forma  insidiosa  y puede  desarrollarse  con  rapidez 
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en  dos  o tres  aiios,  o en  forma  paiilatina  en  el 
transcurso  de  una  decada.  La  enfermedad  pre- 
domina  en  la  mujer  y el  embarazo  a meniido 
aeelera  los  sintomas.  Muchos  enfermos  usan 
aparatos  aiixiliares  auditivos  al  examinarse  y 
auqiie  algimos  inuestren  disgiisto  con  el  in- 
strumento  la  mayoria  concede  C[ue  el  anmento 
del  sonido  inejora  en  forma  notable  sn  per- 
cepcion  aiiditiva. 

EXAMEN 

El  paciente  con  otoesclerosis  habla  en  tones 
moderados  porque  sii  condnccion  osea  es  normal 
y escucha  su  propia  voz  sin  dificiiltad.  El  tam- 
bor  tiene  aspecto  normal  salvo  en  cases  avanza- 
dos  en  los  que  se  nota  im  aspecto  rosado  anor- 
mal  en  el  ciiadrante  postero-superior.  Este  feno- 
meno  se  conoce  como  el  signo  de  Schwartze  y 
se  debe  al  anmento  en  la  vascuaridad  del  huese- 
cillo  otoeclerotico  destras  del  tambor.  El  tim- 
pano se  mueve  libremente  y las  trompas  de  Ens- 
taqiiio  no  se  encuentran  tapadas.  La  priieba  de 
Rinne  es  negativa.  (Al  colocar  un  diapason  de 
frecuencias  de  512  a 1024  alternando  entre  el 
meato  y el  proceso  mastoideo  se  nota  que  la  con- 
duccion  osea  es  mejor  que  la  condnccion  por 
aire. ) La  enfermedad  es  generamente  bilateral  y 
al  colocar  un  diapason  de  256  ciclos  en  la  bove- 
da  del  craneo  el  sonido  se  refiere  hacia  el  oido 
con  la  mayor  perdida  auditiva.  Si  el  examinante 
aumenta  el  volumen  de  su  voz  o si  se  usa  algiin 
instrumento  alto-parlante  el  enfermo  probable- 
mente  comprenda  todo  lo  que  se  le  dice.  La 
curva  audiometrica  demuestra  una  linea  recta 
horizontal  para  la  condnccion  por  aire  mientras 
que  la  grafica  de  la  condnccion  osea  es  casi  nor- 
mal. Las  radiografias  de  los  procesos  mastoideos 
son  generalmente  negativas  pero  un  mastoideo 
otoesclerotico  no  contraindica  la  cirugia. 

A veces  es  necesario  hacer  otras  pruebas  para 
seleccionar  los  candidatos  para  cirugia,  pero  esas 
pruebas  adicionales  requieren  equipo  otologico 
especial  y personal  tecnico  entrenado  para  inter- 
pretar los  resultados. 

TfiCNICAS  OPERATORIAS 

De  acuerdo  con  la  tecnica  del  doctor  Rosen  se 
hace  una  incision  en  el  conducto  auditivo  exter- 
no  entre  6 y 8 mm.  en  relacion  lateral  al  anillo 
del  timpano,  bajo  anestesia  local.  La  piel  y la 
membrana  timpanica  se  reflejan  anteriormente 
en  una  sola  pieza.  Si  es  necesario  se  extrae  el 
anillo  oseo  hasta  exponer  debidamente  el  estri- 
bo.  Luego  se  hace  un  intento  de  movilizar  el  es- 


tribo  sacudiendo  ligeramente  el  yunque  o el 
mismo  estribo  en  su  base.  Dado  el  caso  que  el 
huescillo  este  tan  firmemente  adherido  que  se 
dificulte  su  movilizacioh  en  esta  forma,  entonces 
se  puede  recurrir  a los  metodos  de  Goodhill(4), 
Fowler, (5),  House(6)  y Shea(7).  A veces  se 
necesita  cincelar  alrededor  de  la  base  del  huece- 
cillo  a fin  de  debilitar  sus  asimientos.  El  metodo 
de  Fowler  de  fracturar  la  base  del  estribo  y cor- 
tar  su  extremo  anterior  es  necesario  de  vez  en 
cuando.  En  casos  de  atrofia  o de  elasticidad  de 
los  extremos  del  estribo  se  puede  utilizar  el  me- 
todo ingenioso  de  Shea  por  el  cual  se  conecta  el 
yunque  al  pie  del  estribo  mediante  una  abraza- 
dera  de  polietileno.  En  otros  casos  se  hace  una 
estapedectomia,  se  cubre  la  ventana  ovalada  con 
un  injerto  de  vena  y el  injerto  se  conecta  al  yun- 
que con  una  abrazadera  de  polietileno. 

El  exito  de  la  cirugia  depende  hasta  cierto 
punto  de  la  operacion  que  se  haga,  pero  aproxi- 
madamente  un  60%  de  los  pacientes  operados 
tienan  mejoramiento  en  la  condicion. 

La  movilizacion  del  estribo  requiere  solo  unos 
dias  de  hospitalizacion.  La  operacion  completa 
se  hace  con  anestesia  local  y toma  de  una  a dos 
horas  incluyendo  el  tiempo  que  se  usa  para  com- 
probar  los  resultados.  El  paciente  puede  regresar 
a su  trabajo  en  un  plazo  de  3 a 4 dias  y el  oido 
Sana  completamente  en  menos  de  dos  semanas. 

Las  complicaciones  son  raras  pero  cuando 
ocurren  suelen  ser  serias.(8).  Entre  otras  puede 
ocurrir  la  laberintitis,  la  paralisis  del  nervio  fa- 
cial y,  la  mas  coriente  de  todas,  la  perforacion  de 
la  membrana  timpani.  Esta  ultima  complicacion 
se  puede  corregir  facilmente  durante  la  operaci- 
on deslizando  el  revestimiento  cuticular  del 
meato  hasta  tapar  la  perforacion,  o mediante  un 
injerto  de  espesor  complete  (full-thickness 
graft)  colocado  sobre  la  perforacion  despues  de 
extraer  los  margenes  del  epitelio. 

Esta  operacion  a veces  devuelve  al  oido  el 
nivel  previo  de  condnccion  osea  ( reserva  coclear 
maxima)  pero  la  mayoria  de  los  cirujanos  con- 
sideran  la  operacion  como  un  exito  si  se  le  de- 
vuelve al  enfermo  un  nivel  auditivo  de  conduc- 
cion  por  aire  de  unos  30  decibels  en  las  frecuen- 
cias de  voz  al  cabo  de  dos  meses  despues  de  la 
cirugia. 

Dado  el  mecanismo  causante  de  la  deficiencia 
auditiva  por  otoesclerosis  se  anticiparia  un  por- 
centaje  mayor  de  repeticion  del  mal  despues  de 
la  operacion.  Alrededor  de  un  10%  de  los  en- 
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iermos  tienen  repeticion  de  los  sintomas  al  ter- 
minar  el  plazo  de  dos  meses.  En  estos  casos  una 
revision  de  la  operacion  con  estapedectomia  y 
con  injerto  de  vena  produce  niejora  permanente. 
Sin  embargo,  hay  que  tener  en  cuenta  que  este 
campo  es  relativamente  nuevo  y que  se  necesita 
tiempo  para  hacer  una  evaluacion  imparcial  y 
justa  de  los  resultados  permanentes. 

CASOS  CLINICOS 

1— R.P.  Miijer  de  43  anos  de  edad.  Sordera  de 
ocho  anos.  Perdida  de  audicion  de  conduccion 
de  40  decibels  con  conduccion  osea  excelente. 
Se  le  hizo  la  movilizacion  por  manipulacion  del 
yunque  el  6 de  junio  de  1957.  Tres  meses  des- 
pues de  la  operacion  la  conduccion  por  aire  en 
el  oido  izquierdo  dentro  de  las  frecuencias  de 
conversacion  es  de  solo  5 decibels  bajo  normal. 
Hasta  la  fecha  el  resultado  no  ha  cambiado. 
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Fig.  I.  Mujer  de  43  anos  de  edad.  Movilizacion  del  estribc 
en  junio  de  1957.  El  nivel  auditivo  aoincnto  sobre  el  nivel  critico 
en  las  Irecuencias  de  conversacion.  (Caso  1.) 

2— B.S.  Hombre  de  cuarenta  anos  de  edad.  Per- 
dida de  audicion  conductiva  de  50  decibels  con 
buena  conduccion  osea.  Se  le  hizo  la  moviliza- 
cion del  estribo  del  oido  derecho  el  28  de  mayo 
de  1956  sin  mejora  notable.  El  25  de  julio  de 
1956  se  le  hizo  la  fenestracion  con  mejora  de 
hasta  25  decibels  en  las  frecuencias  de  conver- 
sacion. Hasta  la  fecha  ha  mantenido  la  mejora. 

3— H.C.  Mujer  de  46  anos  de  edad  con  perdida 
auditiva  por  espacio  de  16  aiios.  El  dia  16  de 
mayo  de  1956  se  le  hizo  la  fenestracion  del  oido 
izquierdo  mejorando  su  condicion  al  punto  don- 
de  puede  oir  la  conversacion  sin  dificultad.  La 
movilizacion  del  estribo  se  le  hizo  el  20  de  mar- 
zo  de  1959.  En  el  post-operatorio  sufrio  nauseas, 
vomitos  y vertigo.  Se  hospitalizo  por  diez  dias. 


El  mejoramiento  en  un  pricipio  fue  satisfacorio 
pero  los  sintomas  de  laberintitis  perisistieron  por 
sies  semanas  despues  de  la  cirugia.  Los  audio- 
gramas  mas  recientes  demuestran  perdida  audi- 
tiva en  conduccion  por  aire  y osea  hasta  niveles 
mas  bajos  aiin  que  los  pre-operatorios. 

4—  B.P.  Jovencita  de  16  anos  de  edad  con  per- 
dida auditiva  desde  la  edad  de  ocho  anos,  em- 
peorando  progresivamente  hasta  la  fecha  de  cir- 
ugia. El  padre  de  la  paciente  sufria  la  otoesclero- 
sis.  Se  le  hizo  la  movilizacion  del  estribo  el  30 
de  junio  de  1958  con  buenos  resultados  y hasta 
la  fecha  no  ha  habido  desmejora. 

5—  V.C.  Hombre  de  52  anos  de  edad  con  sor- 
dera de  12  anos  y con  tinito.  Historia  de  sordera 
en  la  familia.  Ha  usado  un  aparato  auxiliar  au- 
ditivo por  6 anos  pero  nunca  se  sintio  satisfecho 
con  el  resultado,  aunque  si  concede  que  oye  me- 
jor  con  el  aparato.  Tenia  perdida  bilateral  de 
tipo  conductive  con  buena  conduccion  por  aire, 
promediando  unos  40  decibels  en  cada  oido.  Se 
intento  hacerle  la  movilizacion  del  oido  derecho 
el  22  de  noviembre  de  1959  pero  no  se  le  pudo 
hacer  una  movilizacion  intacta  por  motive  de 
estar  los  extremes  elasticos  y el  huesecillo  muy 
fijos.  Se  extrajeron  los  extremes  y la  cabeza  del 
huesecillo  y se  movilizo  la  base.  Una  abrazadera 
de  polietileno  de  calibre  90  se  coloco  entre  el 
yunque  y la  base  del  estribo.  El  resultado  ha 
side  excelente  hasta  dos  meses  despues  de  a op- 
eracion ( Fig.  2. ) 


NAME  hd-Rt  Vt  Ct age5^ 


Fig.  2.  Hombre  de  52  anos  de  edad.  Estapedectomia  parcial 
con  abrazndc>-a  de  polietileno  colocada  entre  el  yunque  y la 
base  movilizada. 


6— A.B.  Hombre  de  32  anos  de  edad  con  sor- 
dera de  11  aiios  y con  tinito.  Se  le  hizo  la  movili- 
zacion del  estribo  derecho  el  14  de  agosto  de 
1956.  No  se  noto  mejoria  post-operatoria  pero 
tampoco  se  noto  perdida.  Un  afio  mas  tarde  el 
oido  ha  vuelto  al  nivel  de  audicion  preopera- 
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tono. 

7— C.Z.  Hombre  de  61  anos  de  edad  con  per- 
dida  aiiditiva  de  75  decibels  en  las  frecuencias 
de  conversacion  en  ambos  oidos.  Se  le  hizo  una 
movilizacion  anteriormente  en  el  oido  derecho 
sin  mejora  alguna.  El  13  de  agosto  de  1958  le 
operamos  el  oido  izquierdo  y 4 meses  mas  tarde 
mantenia  un  nivel  auditivo  de  35  decibels  en 
este  oido.  El  paciente  usa  el  aparato  auditivo 
auxiliar  en  muy  raras  ocasiones  puesto  que  el 
ove  bien  en  las  frecuencias  de  conversacion. 
Naturalmente  el  aparato  le  ayuda  mucho  mas 
que  antes  de  la  cirugia.  (Fig.  3) 

NAME  . ■ L » Z » AGE  DATE 


Fig.  3.  Hombre  de  61  anos.  Nivel  auditivo  deficiente  con  el 
uso  del  aparato  auxiliar.  Despues  de  la  movilizacion  del  estribo 
oye  la  voz  de  conversacion  bastante  bien  sin  el  uso  del  instru- 
mento.  Con  el  aparato  auxiliar  tiene  nivel  auditivo  excelente 
atm  en  las  amplificaciones  mas  bajas. 


KESUMEN 

1 a sordera  causada  por  otoesclerosis  se  puede 
mejorar  con  varios  procedimientos  quiruricos. 
La  operacion  indicada  en  cada  caso  depende  del 
grade  de  patologia  que  se  encuentre.  Con  esta 
operacion  el  enfermo  puede  mejorar  su  oido  en 
forma  notable.  Si  los  resultados  de  la  operacion 
no  son  buenos  y la  conduccion  osea  permanece 
normal  el  enfermo  puede  hacer  uso  del  aparato 
auxiliar  auditivo,  o en  ultimo  caso  puede  some- 
terse  a la  operacion  de  fenestracion.  Las  compli- 
caciones  de  esta  cirugia  son  minimas  aunque  de 
vez  en  cuando  pueden  ser  serias. 

Fig.  4 

RESULTADOS 


SATISFACTORIOS  35  Casos 

(30  o mas  decibels) 

FRACASOS  29 


TOTAL  DE  CASOS 64 


Fig.  4.  Los  resultados  de  64  casos  operados  entre  1957  y 
1959.  Este  grupo  incuye  la  movilizacion  del  estribo  y el  uso  de 
abrazaderas  de  pobetUeno  despues  de  la  estapedectomia. 
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RISE  IN  TEEN-AGE  VD  POSES  NEW  CHALLENGE 

The  increase  of  venereal  disease  among  teen-agers  in  many  parts  of  the  coun- 
try has  posed  a new  challenge  to  the  nation’s  publie  health  authorities.  Details 
on  the  nature  of  the  new  hazard,  its  causes,  and  what  is  being  done  to  meet  it 
are  contained  in  a new  25-cent  pamphlet  VENEREAL  DISEASE,  OLD 
PLAGUE  — NEW  CHALLENGE  by  T.  Lefoy  Richman,  Associate  Executive 
Director  of  the  American  Social  Health  Association,  published  by  the  Public  Af- 
fairs Committee,  22  East  38th  Street,  New  York. 

Mr.  Richman  declares  that  “the  teen-ager  has  come  more  prominently  into  the 
special  VD  problem  group;  sexual  behavior  is  becoming  more  casual  among 
many  groups;  and  that  the  prostitute  is  being  widely  displaced  as  a spreader  of 
venereal  disease.” 

“Once  essentially  medical,  the  VD  control  effort  now  gives  increased  weight 
to  education,”  he  continues  — pointing  out  that  “there  has  emerged  a new  health 
profession,  requiring  specialized  skills  and  aptitudes  — VD  Investigation.” 

The  annual  VD-infected  popidation  in  the  United  States  under  20  years  of  age 
is  estimated  at  200,000.  But  of  these  fewer  than  50,000  are  reported  in  tiny  one 
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Rapid  peak  attainment  — for  early  control  — 

KYNEX®  Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours'’^  ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.'^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  — 

More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.^  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.® 


Extremely  low  toxicity'^  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies'^  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation"'  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus.  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 
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once-a-day  sulfa. . . 


NOTE:  Investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
lent to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
erate overdosage  may  produce  side  effects.  Thus,  the 
single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage: 
Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg,  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage:  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Vz  teaspoonful  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over:  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW-for  acute  G.U.  infection  AZO-KYNEX'’  Phenylazodiaminopyridine  HCI -Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


LEDERLE  LABORATORIES, 


Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Beta  Radiation  Hazard 


by 


Edward  L Alpen,  Ph.D. 


W HAT  is  the  nature  of  the  radiation  hazard 
from  beta  rays  and  what  are  the  requirements 
which  must  be  established  to  instrumentally  as- 
sess this  hazard?  First,  let  us  discuss  the  nature 
of  the  hazard  and  then  from  this  we  can  formu- 
late a requirement  which  must  be  set  forth  for 
instrumentation. 

Experimental  work  at  NRDL,  and  at  other 
laboratories,  has  now  clearly  established  that  it 
is  necessary  to  consider  radiological  damage  to 
skin  as  a separate  entity  divorced  from  the  deep 
effects  of  more  penetrating  radiation.  The  acute 
lesion  is  one  associated  primarily  with  the  ac- 
tively dividing  tissue  at  the  base  of  the  epider- 
mis. This  layer,  the  stratum  germinativum,  is  the 
only  actively  dividing  tissue  in  skin.  Of  course, 
hair  must  be  considered  as  a separate  organ  in 
these  discussions,  as  radiation  effects  on  hair  are 
directed,  as  the  result  of  radiation  damage  to  the 
liair  follicle.  But,  considering  only  the  skin  for 
the  moment,  it  follows  that  only  radiation  energy 
deposited  in  the  stratum  germinativum  is  ef- 
fective in  producing  acute  damage.  This  infor- 
mation provides  for  us  the  necessary  criteria  for 
detector  design.  If  the  absorbing  characteristics 
of  the  chamber  window  is  made  equnKilent  to 
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the  overlying  tissue  above  the  important  basal 
layer,  and  if  the  chamber  depth  is  shallow 
enough  so  that  it  stimulates  the  basal  layer,  the 
system  is  energy  independent  and  detects  only 
biologically  significant  radiation.  An  absorber  of 
7-10  mg/cm^  and  a chamber  depth  of  1-2  cm 
adequately  satisfies  these  requirements. 

Having  indicated  the  technique  whereby 
measurement  is  accomplished,  it  is  necessary  to 
outline  the  useful  application  of  this  data.  Is  a 
casualty  to  be  expected  from  this  exposure?  The 
time  of  appearance,  the  severity  of  the  lesion, 
and  the  numbers  of  individuals  involved  must 
be  determined.  Taking  the  latter  problem  first, 
it  is  so  difficult  to  establish  the  fraction  of  ex- 
posed people  that  will  develop  lesions  that  a 
simplified  approach  must  be  used.  As  in  deep 
organ  effects,  the  dose-percent  effect  curve  is 
so  steep  that  one  eventually  admits  that  a step- 
function  relationship  must  be  assumed.  That  is 
to  say,  any  group  of  people  whose  exposure  ex- 
ceeds some  established  value  must  be  assumed 
to  uniformly  respond  as  predicted.  The  accom- 
panying table  outlines  proposed  values  for  these 
pre-set  levels. 

The  latent  time  for  development  of  the  lesion 
has  been  demonstrated  to  be  fairly  independent 
of  dose  over  very  wide  ranges.  For  example,  it 
is  safe  to  assume  that  skin  breakdown  will  occur 
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ACUTE  EFFECTS  OF  IONIZING  RADIATION  ON  SKIN 

Estimated  Dose 
Required  (EDR) 

Effect  in  1 week 

No  acute  effects.  0-600  rad 

Moderate  early  erythema.  600-2000  rad 

Early  erythema  under  24  hours.  Skin  breakdown  in  2 2000-4000  rad 

weeks. 

Severe  erythema  in  24  hours.  Severe  skin  breakdown  in  4000-10,000  rad 
1-2  weeks. 

Severe  erythema  in  4 hours.  Severe  skin  breakdown  in  10,000-30,000  rad 
1-2  weeks. 

Immediate  skin  blistering  (less  than  1 day).  30,000-100,000  rad 


in  14-20  days  after  any  exposure  in  excess  of 
the  indicated  threshold  and  less  than  10,000- 
15,000  rad.  At  exposures  in  excess  of  this  the 
time  may  be  as  short  as  one  week,  and  when 
the  exposures  reaches  50,000  rad  and  up,  an 
obviously  highly  unlikely  event,  prompt  damage 
will  be  seen. 

Other  Considerations: 

Systemic  effects.  We  have  verified  our  earlier 
reported  observations  that  generalized  systemic 
response  to  beta  radiation  is  directly  related  to 
the  area  of  skin  damaged  rather  than  the  ex- 
posure dose.  Even  over  as  wide  a range  as  5000 
rad  to  100,000  rad  mortality  from  exposure  of 
30  percent  of  the  body  area  is  not  significantly 
different.  Generally  the  cause  of  death  is,  as 
might  be  expected,  infection  and  severe  dehy- 
dration. The  lesions  are  painful  and  do  not  form 
eschars  as  do  thermal  burns. 

Recovery  and  Fractationation: 

We  have  evaluated  the  ability  of  skin  to  toler- 
ate repeated  exposures  to  beta  rays  and  have 
verified  and  extended  the  observations  of  Quim- 
by  and  others  that  recovery  rates  are  extremely 
fast.  In  rat  skin  400  rad  on  alternate  days  is 
tolerated  without  skin  breakdown  for  total  ex- 
posures as  high  as  12,000  rad. 

Late  Effects: 

Irradiation  of  skin  is  certain  to  lead  to  serious 
late  consequences  in  terms  of  tumor  formation. 
In  rat  skin,  high  rates  of  tumor  incidence  withhi 
a year,  both  malignant  and  otherwise,  is  the 
result  of  exposure  to  only  600  rad.  The  tumors 
are  multiple  and  recur  after  removal.  It  is  in- 
teresting to  observe  that  fractionation  of  the  dose 
increases  tumor  incidence  and  decreases  skin 
breakdown.  This  apparently  is  no  more  than  a 
proof  of  the  obvious  fact  that  dead  skin  cannot 
produce  tumors. 

Can  we  summarize  the  operational  importance 


of  beta  ray  hazards?  Yes,  at  least  we  can  support 
with  experimental  observations  the  following 
statements: 

A.  Beta  radiation  is  not  a serious  threat  to 
survival  and  area  of  involvement  is  important 
parameter.  Normal  medical  and  surgical  tech- 
niques would  adequately  manage  these  people. 

B.  Recovery  rates  are  very  fast  and  repeated 
exposures  will  probably  be  allowable  on  a low 
risk  basis. 

C.  Late  effects  bear  careful  examination,  but 
available  human  data  would  not  seem  to  be 
totally  in  support  of  the  animal  data.  The  prob- 
able difference  lies  in  the  time  required  for 
tumor  development  after  exposure. 

When  is  measurement  of  beta  dose-rate  neces- 
sary? 

The  problem  will  be  one  of  local  exposure  of 
important  regions  of  the  body  with  concomitant 
regional  or  functional  incapacitation.  Exposures 
will  be  important  under  three  conditions: 

1.  One  of  restricted  field  geometry  where 
gamma  contribution  is  reduced. 

2.  Handling  or  operating  contaminated  ve- 
hicles or  materials. 

3.  Removal  of  large  contaminated  objects  from 
generally  contaminated  areas. 

It  must  be  remembered  that  it  is  possible  to 
develop  a very  valuable  guideline  for  personnel 
and  equipment  decontamination  if  it  is  remem- 
bered that  there  is  no  practical  advantage  in 
reducing  skin  dose  from  local  or  surface  con- 
tamination below  the  point  where  the  contribu- 
tion to  skin  dose  from  the  removable  material 
is  significantly  less  than  that  which  is  being  re- 
ceived from  the  general  environmental  area,  both 
lieta  and  gamma.  Basic  to  this  remark  is  the 
generalization  that  gamma  cancellation  is  not  a 
necessary  requirement  in  a beta  survey  metci 
which  is  designed  for  hazard  control. 
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Medical  Practice  A Century  Ago 

An  Address  by 

W.  D.  Snively,  Jr.,  M.D. 

(Vice  President  and  Medical  Director 
Mead  Johnson  and  Company 
Evansville,  Indiana) 


I T certainly  is  a pleasure  to  address  the  Ari- 
zona State  Academy  of  General  Practice  and  to 
bring  you  the  greetings  of  the  Indiana  State 
Academy,  of  which  I happen  to  be  the  Chairman 
of  the  Scientific  Exhibits  Committee. 

Some  years  ago  a white  explorer  was  conduct- 
ing a safari  in  darkest  Africa,  and  for  four  days 
he  had  driven  his  native  bearers  unmercifully. 
They  covered  perhaps  twice  as  much  mileage 
as  usual  on  such  a trip.  But  on  the  fifth  day  he 
got  up  all  ready  to  go  early  in  the  morning,  and 
the  natives  were  all  squatting  on  their  haunches, 
and  they  refused  to  move.  Well,  he  berated  them 
and  urged  them  but  to  no  avail.  And  finally  the 
leader  spoke  up  and  he  said,  “My  men  say  that 
for  the  last  four  days  they  have  traveled  so  rap- 
idly and  so  far  that  they  have  left  their  souls 
behind.  They  are  just  going  to  sit  here  and  wait 
until  their  souls  catch  up  to  their  bodies.” 

Well,  I think  that  frequently  many  of  us,  and 
particularly  busy  family  physicians,  would  do 
well  if  they  would  pause  a little  bit  and  let  their 
souls  catch  up  with  their  bodies.  And  I also 
thing  it’s  not  a bad  idea  if  we  pause  once  in  a 
while  and  let  our  history  catch  up  with  us,  take 
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a look  at  what  has  gone  before  in  the  field  of 
history  to  see  where  we’ve  been.  Frequently 
if  we  do  this  we  are  much  happier  with  our  lot 
than  we  would  otherwise  have  been. 

Now  I’m  going  to  talk  about  medicine  during 
the  nineteenth  century. 

For  many  of  us,  mention  of  the  colorful  nine- 
teenth century,  the  years  from  1800  to  1900, 
brings  forth  visions  of  heartwarming  Currier  and 
Ives  scenes  — “Home  to  Thanksgiving,”  “A  Home 
in  the  Country,”  “Skating  in  Central  Park,” 
scenes  of  hunting  in  the  virgin  forests  or  riding 
pell-mell  across  the  broad  prairies.  It  recalls  win- 
tertime scenes  of  drifting  snow,  sleigh  bells,  and 
groaning,  festive  tables. 

We  are  prone  to  forget  the  fear,  often  the  hor- 
ror, that  was  the  ever-present  accompaniment 
of  disease  during  that  century.  As  we  conjure  up 
lovely  pictures  from  the  past,  we  choose  not  to 
recall  the  ailments,  frequently  fatal,  that  resulted 
from  the  primitive  sanitary  practices  of  that  pe- 
riod and  from  the  infectious  disease  that  ravaged 
unchecked.  We  consign  to  merciful  oblivion  the 
awful  mortality  rate  of  newborn  babies.  We  for- 
get that  Doctor  John  Herdman  wrote  in  1807, 
“It  is  no  less  astonishing  than  true,  that  more 
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than  a fourth  part  of  the  human  race  die  in  in- 
fancy — in  their  first  year.”  During  that  century 
and  during  the  uncounted  centuries  that  pre- 
ceded it,  disease  enjoyed  a heyday. 

The  disease  picture  in  the  United  States  was 
strikingly  different  from  what  we  see  today. 
Ague  and  abscesses,  buboes  and  blackwater  fe- 
ver, scrofula,  scurvy  and  the  strangling  diphtheria 
daily  confronted  the  doctor  who  practiced  med- 
icine during  the  1800’s.  Diarrhea  was  so  com- 
mon that  it  was  almost  regarded  as  a normal 
event.  It  was  called  “summer  complaint.”  Pneu- 
monia was  quite  correctly  regarded  as  the  ter- 
rible “Captain  of  the  Men  of  Death.”  Surgery 
was  primitive  in  its  techniques,  savage  in  the 
agony  it  produced,  and  accompanied  by  an  awe- 
some mortality  rate. 

Nineteenth  century  physicians  possessed  a 
woefully  inadequate  fund  of  knowledge;  their 
medicines  were  still  more  inadequate.  Many  of 
the  doctors  of  that  period  were  men  of  great 
learning  for  that  day  — men  of  high  intelligence, 
of  incredible  devotion.  Perhaps  to  most  of  them 
“death  was  lighter  than  a feather  and  duty  heav- 
ier than  a mountain.”  Yet  their  devoted  efforts 
were  in  part  futile,  since  the  number  of  agents 
effective  in  treating  disease  was  so  small.  Anti- 
infective  drugs,  anesthetics,  sedatives,  psycho- 
therapeutic agents,  vitamins,  nutritional  prod- 
ucts, hormones,  enzymes,  analgesics,  were  either 
entirely  lacking,  dangerous  or  ineffective.  The 
great  gifts  of  the  research  programs  of  the  phar- 
maceutical companies  did  not  begin  to  arrive  in 
numbers  until  well  past  the  turn  of  the  twentieth 
century. 

In  order  to  orient  you  in  the  medical  scene  of 
the  nineteenth  century,  let  us  take  a look  at  the 
practice  of  medicine  a little  past  the  middle  of 
that  century.  When  one  desires  to  obtain  an  ac- 
curate living  picture  of  the  past,  he  will  be 
helped  greatly  if  he  can  somehow  view  that  pe- 
riod from  its  own  frame  of  reference  in  time. 
Hence,  I am  asking  you  to  place  yourself  square- 
ly in  another  man’s  boots  — the  boots  of  John  B. 
Weever,  who  in  the  year  1858  had  reached  the 
ripe  age  of  22  years  and  was  about  to  begin  the 
practice  of  medicine  in  the  Evansville  area.  John 
was  the  son  of  a physician.  Doctor  Charles  S. 
Weever,  who  had  served  a preceptorship  under 
another  early  Evansville  physician.  Doctor  Wil- 
liam Trafton.  John  received  a preliminary  edu- 
cation, and  in  1855  began  the  study  of  medicine 
in  his  father’s  office.  Later  he  continued  his 


studies  under  the  direction  of  the  famous  Doctor 
Samuel  D.  Gross.  He  entered  the  Jefferson  Medi- 
cal College  in  Philadelphia  and  was  graduated 
in  1858.  He  took  the  long  course,  the  four-month 
winter  course.  Then  he  returned  to  the  Evans- 
ville area. 

As  John  began  practice  in  the  year  of  our 
Lord  1858,  it  was  just  thirty-nine  years  since 
Doctor  William  Hornby,  Jr.,  completed  a long 
journey  from  the  East  and  unpacked  his  saddle- 
bags in  the  little  town  of  Evansville.  He  pro- 
ceeded to  set  up  a pioneer  practice  nearby.  Al- 
though he  was  handicapped  by  a limited  medi- 
cal education,  he  answered  the  calls  of  the  af- 
flicted and  gave  them  the  benefit  of  his  medical 
knowledge  and  skill.  His  life  was  a hard  one. 
Roads  were  poor  or  non-existent.  Bridges  were 
almost  unknown.  During  high  water,  the  streams 
had  to  be  crossed  in  dugouts.  Since  the  nearest 
drugstore  was  in  Louisville,  125  miles  away. 
Doctor  Hornby  carried  his  meager  supply  of 
remedies  in  his  little  black  bag.  He  was  busy 
from  the  start.  There  was  no  problem  of  building 
a practice!  As  William  Faux  wrote  in  his  diary 
in  1819,  “Many  are  dying  in  Evansville  of  a bil- 
ious disorder.”  Perhaps  it  was  the  hard  life  of 
the  frontier  doctor  that  caused  the  early  death 
of  Doctor  Hornby  in  1832. 

The  first  Medical  Society  was  founded  in 
Evansville  in  1845.  The  Society  had  a code  of 
ethics  which  prescribed  twenty  rules  for  the 
guidance  of  physicians.  One  of  them  read,  “It  is 
the  duty  of  every  medical  practitioner  to  treat 
his  patients  with  steadiness,  tenderness  and  hu- 
manity and  to  make  due  allowances  for  that 
mental  weakness,  which  usually  accompanies 
bodily  disease.  Secrecy  and  delicacy  should  be 
observed  . . .”  The  seventh  rule  read,  “Physicians 
should  not  visit  their  patients  too  frequently,  lest 
seeing  them  oftener  than  necessary  might  pro- 
duce unsteadiness  in  the  treatment.” 

A number  of  rules  dealt  with  the  etiquette  of 
consultation.  The  twentieth  rule  admonished, 
“Medical  men  should  ‘Remember  the  Sabbath 
day,  to  keep  it  holy;’  and  visits  should,  as  far  as 
consistent  with  professional  engagements,  be 
made  either  before,  or  after  public  worship,  or 
during  its  intervals.”  The  regulations  concluded 
with  a Scale  of  Medical  Charges,  most  of  which 
consisted  of  surgical  operations,  many  of  them 
major  and  all  of  them  performed  without  bene- 
fit of  anesthesia. 

The  Evansville  Medical  College  was  organized 
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in  1846.  It  continued  its  operations  for  ten  years. 
In  those  days  medical  colleges  were  very  differ- 
ent from  what  they  are  today.  The  instructors 
were  always  practicing  physicians.  Since  they 
were  usually  busy,  one  can  imagine  that  stu- 
dents frequently  were  forced  to  wait  for  the  ar- 
rival of  their  instructor.  Many  of  the  early  lec- 
ture rooms  were  amphitheaters  with  steep  rising 
ledges  on  which  were  placed  chairs  for  the  stu- 
dents. There  is  reason  to  believe  that  students 
annoyed  with  late  arriving  professors  sometimes 
became  infuriated.  In  one  such  amphitheater, 
at  ten  minutes  past  the  time  appointed  for  a lec- 
ture, the  students  rose  in  a body  and  hurled 
tlieir  chairs  down  intoTbe  central  pit. 

Another  fascinating  but  gruesome  aspect  of 
medical  colleges  of  the  early  days  was  the  prob- 
lem of  obtaining  cadavers  for  dissecting.  There 
was  no  provision  for  students  to  obtain  cadavers 
legally,  so  they  had  to  resort  to  grave  robbing, 
or  somewhat  more  euphemistically,  body  snatch- 
ing. The  practice  of  body  snatching  is  well  sum- 
marized by  an  epitaph  which  appeared  on  a 
gravestone  in  the  East: 

“The  body  snatchers,  they  have  come  and 
made  a snatch  at  me. 

It’s  very  hard  — them  kind  of  men  won’t 
let  a body  be. 

Don’t  come  to  weep  upon  my  grave  and 
think  that  here  I be, 

They  haven’t  left  an  atom  here  of  my 
anatomy.” 

The  first  hospital  in  Evansville  coincided  with 
the  first  medical  school.  It  was  built  on  the  wa- 
terfront in  1856  at  a cost  of  $73,000. 

John  Weever  was  about  to  begin  the  practice 
of  medicine  in  the  year  1858.  It  is  reasonable  to 
suppose  that  he  might  well  have  been  interested 
in  the  advances  of  the  previous  century  even  as 
we  are  today.  From  the  vantage  point  of  1959, 
the  accomplishments  of  the  century  between 
1758  and  1858  appear  pitifully  meager,  but  in 
the  light  of  the  total  knowledge  of  medicine  of 
1858,  these  same  advances  must  have  been  quite 
impressive  to  John  Weever. 

In  1758  the  thermometer  was  introduced  in 
clinical  work.  The  first  operation  for  localized 
appendicitis  was  performed  in  1759.  The  first 
medical  library  was  founded  at  the  University 
of  Pennsylvania  Hospital  in  1762  and  in  1763 
the  great  Linnaeus  introduced  scientific  termi- 
nology for  disease.  In  1765  the  Medical  Depart- 
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ment  of  the  University  of  Pennsylvania  was 
founded. 

Many  diseases  were  first  described  during 
that  century:  angina  pectoris,  drug  addiction, 
chronic  alcoholism,  intestinal  obstruction  in  ba- 
bies, peritonitis,  parasite  diseases,  whooping 
cough,  nephritis,  heart  block,  asthma,  typhus, 
and  typhoid  fever. 

In  1770  the  first  medical  degree  was  conferred 
by  King’s  College.  The  first  American  Pharma- 
copoeia was  published  in  Philadelphia  in  TT78. 
In  1783  the  professions  of  surgery  and  barbering 
were  first  separated  in  Europe. 

During  this  same  century,  John  Hunter  made 
fundamental  discoveries  concerning  the  circula- 
tion of  the  blood.  Samuel  Brown  vaccinated  700 
people  against  smallpox  in  Lexington,  Kentucky, 
in  1802.  In  1804  Dalton  outlihed  the  atomic 
theory.  Morphine  was  isolated  in  1805.  The 
stethoscope  was  perfected  in  1816,  and  in  1825 
potassium  iodide  was  first  used  as  a not-too-suc- 
cessful  remedy  for  syphilis.  In  1831  chloroform 
was  discovered,  although  its  use  in  anesthesia 
was  delayed  for  many  years.  In  1839  Schwann 
published  his  cellular  theory.  Doctor  S.  D.  Gross 
was  giving  his  lectures  on  pathology  in  Cincin- 
nati. 

The  great  Doctor  Daniel  Drake  lived  in  Cin- 
cinnati about  this  time.  He  was  the  outstanding 
physician  of  Mid-America  during  that  century. 
He  was  also  a great  historian,  geographer  and 
writer.  We  may  be  sure  that  Doctor  Daniel 
Drake  visited  the  small  village  of  Evansville 
during  his  many  travels. 

In  1840  Henle  published  his  statement  of  the 
germ  theory  of  communicable  diseases.  In  that 
same  year  the  Medical  Department  of  Kemper 
College,  the  first  medical  school  west  of  the 
Mississippi,  was  founded.  In  1845  leukemia  was 
first  described. 

As  he  looked  back  on  the  medical  advances 
of  the  previous  century,  John  Weever  had  good 
justification  for  believing  that  the  profession 
of  medicine  was  a progressive  one.  It  probably 
seemed  to  him  at  that  time  that  perhaps  there 
wasn’t  too  much  left  to  be  discoyered. 

We  are  fortunate  in  having  an  early  notebook 
belonging  to  an  Evansville  physician  who  prac- 
ticed in  1858.  The  book  is  written  in  a mixture 
of  German  and  English  and  gives  a fascinating 
picture  of  the  diseases  of  those  days  and  the 
drugs  that  were  used  to  treat  them.  Some  of  the 
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therapy  came  amazingly  close  to  the  mark. 

Take  the  disease  scorbutus,  or  scurvy.  Its 
treatment  is  listed  under  five  headings;  Dietet- 
ics, Astringents,  Temperants,  Tonics  and  Re- 
frigerants. Under  Dietetics  we  read,  “Change  of 
diet  is  the  best:  no  animal  salted  food  but  acid 
fruits:  citrons,  lemons,  oranges  and  green  vege- 
tables: pickles,  potatoes,  sauercrout,  salad;  clean- 
liness and  pure  air.”  In  that  paragraph  is  item- 
ized the  modern  treatment  of  scurvy. 

Under  the  heading  of  Astringents  we  see  list- 
ed, “Mouth-washes  of  citric  acid,  of  chlorate 
potash,  or  oximel,  vinegar  et  water.” 

Under  Temperants  we  see,  “Acidulous  drinks 
or  fermented  beverages:  beers,  cider,  lemonade, 
o.ximelat;  these  are  useful  in  the  acute  or  hot 
scurvy.”  • 

Under  Tonics  we  read,  “In  the  chronic  or  cold 
scurvy:  cinchona,  quinine,  sulphuric  elixir  and 
tincture  of  iron”  are  useful. 

Under  Refrigerants  are  recommended,  “Cold 
affusions  or  tepid  ablutions,  cold  mouth-washes 
and  shower  baths.” 

Other  diseases  for  which  we  find  detailed 
therapy  include:  insolation  or  sun-stroke,  rubeo- 
la or  measles,  photophobia  or  intolerance  to 
light,  dyspepsia  or  difficult  digestion,  dysmenor- 
rhea or  menstrual  colic,  psychopathies,  combus- 
tions or  burns,  polysarcia  or  adiposis,  ophthal- 
mia or  inflamation  of  the  eyes,  otitis  or  earache. 

As  we  go  down  the  list  of  internal  remedies, 
we  see  a surprising  number  that  are  used  today: 
atropine,  alcohol,  ammonia,  arsenic,  belladonna, 
bismuth,  bromine,  cinchona,  digitalis,  ergot,  io- 
dine, morphine,  opium,  paregoric  and  quinine. 
These  and  many  other  medicaments  were  used 
by  the  physicians  of  a century  ago  and  by  many 
they  were  probably  highly  regarded.  This  was 
not  the  case,  however,  with  Oliver  Wendell 
Holmes,  the  physician-poet.  He  said  in  1860: 

“Excluding  opium,  which  the  Creator, 
himself,  seems  to  prescribe,  and  excluding 
wine,  which  is  a food,  and  excluding  the 
vapors  which  produce  the  miracle  of  anes- 
thesia, I “ firmly  believe  that  if  the  whole 
materia  medica,  as  now  used,  could  be  sunk 
to  the  bottom  of  the  sea,  it  would  be  all  the 
better  for  mankind  and  all  the  worse  for  the 
fishes.” 

If  medical  therapy  of  that  day  could  be  de- 
scribed as  elementary,  surgery  would  best  be 
characterized  as  primitive.  It  consisted,  for  the 


most  part,  of  wound  surgery  and  was  confined 
to  the  surface  of  the  body.  Surgery  remained 
savagely  primitive  until  the  middle  half  of  the 
nineteenth  century  because  of  lack  of  knowledge 
of  anatomy,  lack  of  a method  for  controlling 
hemorrhage,  lack  of  anesthetics  to  deaden  pain 
and  absence  of  knowledge  of  infection  and  how 
to  combat  it.  We  have  in  our  possession  a man- 
ual of  surgery  by  Cooper  and  Green  published 
in  the  year  1839,  from  the  library  of  Doctor  Wil- 
liam Trafton,  the  first  Evansville  physician.  It 
speaks  of  one  of  the  operations  most  frequently 
performed,  that  of  amputation,  and  it  says, 
“Much  improved,  however,  as  amputation  has 
been,  it  is  an  operation  at  once  terrible  to  bear, 
dreadful  to  behold  and  sometimes  severe  and 
fatal  in  the  consequences  which  it  itself  pro- 
duces.” 

There  was  one  disease  that  must  have  in- 
trigued an  intellectual,  curious  person  like  John 
Weever.  That  mysterious  ailment  was  milk  sick- 
ness. Many  a pioneer  in  Mid-America  had  rea- 
son to  say  with  Abraham  Lincoln’s  cousin,  Den- 
nis Hanks,  “We  war  perplext  by  a disese  cald 
milk  sick,”  for  milk  sickness  was  a savage,  piti- 
less disease  that  was  dreaded.  It  was  also  called 
staggers,  tires,  swamp  sickness  and  trembles.  It 
afflicted  man  and  beast  alike.  Between  the  salt 
lick  and  the  village  of  Evansville,  the  ground 
was  strewn  with  the  bleached  bones  of  cattle 
that  had  perished  from  this  illness.  In  1858  it 
caused  half  the  deaths  in  DuRois  County,  Indi- 
ana. In  Pigeon  Creek,  Indiana,  in  the  autumn  of 
1818,  it  killed  Nancy  Hanks  Lincoln  (Abraham 
Lincoln’s  mother)  as  well  as  his  great  aunt  and 
uncle  within  a period  of  six  weeks.  In  1839  it 
killed  50  of  the  500  people  living  in  Danville, 
Indiana.  What  would  we  think  of  a disease  that 
struck  down  a comparable  number  of  people  in 
Evansville  today  — 12,500  souls  in  one  year?  A 
nearby  village,  which  was  one  of  Evansville’s 
early  rivals,  was  abandoned  because  of  milk 
sickness.  The  impact  that  this  disease  had  on 
the  early  history  of  Indiana  is  simply  incalcul- 
able. 

It  was  suspected  that  milk  sickness  was  caused 
by  drinking  poisoned  milk  or  cream.  Just  how 
the  milk  or  cream  became  poisoned  was  not  so 
clear.  The  symptoms  of  milk  sickness  included 
foul  breath,  dizziness,  muscular  pains,  ^•omiting, 
intense  thirst,  rapid  pulse,  convulsions,  and  un- 
consciousness. Its  victims  took  years  to  get  well 
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if  they  did  not  die.  The  only  treatment  whieh 
was  really  suecessful  was  the  use  of  brandy  and 
honey. 

In  1839  John  Rowe,  a fanner  cf  Fayette  Coun- 
ty, Ohio,  presented  striking  evidence  that  milk 
sickness  was  caused  when  cows  ate  white  snake- 
root.  Whether  or  not  Mr.  Rowe’s  findings  were 
published  in  the  medical  journals  of  that  day, 
we  do  net  know;  we  suspect  they  weren’t.  At 
any  rate,  his  ideas  were  not  recognized  by  phy- 
sicians. It  wasn’t  until  1917  that  the  facts  were 
finally  ascertained  concerning  milk  sickness. 
Then  it  was  established  that  Farmer  Rowe  was 
right.  When  cows  ate  white  snakeroot,  a strong 
poison,  tremetol,  was  secreted  into  their  milk. 
This  poison  was  completely  neutralized  by  drink- 
ing beverage  alcohol.  The  brandy  and  honey 
therapy  of  our  ancestors  cannot  be  improved 
upon  today. 

But  there  were  many  other  problems  thct 
plagued  physicians  in  1858.  Cholera,  which  first 
struck  in  Evansville  in  1832,  was  still  an  impor- 
tant cause  of  death.  Pneumonia  was  universally 
dreaded;  the  mortality  rate  was  about  thirty  per 
cent.  In  1838  more  than  50  people  of  a popula- 
tion of  about  2,000  died  of  pneumonia  in  Evans- 
ville. A highly  fatal  form  of  erysipelas  visited 
the  Evansville  area  in  1842. 

There  was  one  thing  that  Doctor  John  Weever 
had  to  be  thankful  for.  In  1858  doctors  had  the 
great  blessing  of  anesthesia.  Prior  to  1852  anes- 
thesia was  not  employed,  and  before  its  discov- 
ery even  simple  operations  turned  the  operating 
room  into  a medieval  torture  chamber.  The  use 
of  opium  and  alcohol  did  little  more  than  subdue 
the  level  of  the  pain. 

Another  disease  which  threatened  life  was 
malaria.  As  the  name  indicates,  it  was  believed 
to  be  caused  by  bad  air.  The  little  Anopheles 
mosquito  was  not  suspected  as  the  villain  behind 
the  malady.  In  an  address  given  by  the  Honor- 
able D.  B.  Kumbler  to  a graduating  class  from 
one  of  the  Evansville  medical  schools,  he  de- 
scribed an  epidemic  of  malaria : 

“On  a beautiful  morning  last  summer, 
there  came  up  from  the  South  the  deadly 
breath  of  the  plague.  It  came  from  morass 
and  swamp,  from  canebrake  and  cotton 
field,  from  village  and  city. 

“Many  flew  from  their  homes  upon  which 
Death  had  set  his  mark  and  many  others  fell 
by  their  own  firesides,  strangled  and 
shocked  by  the  poisoned  air.  It  touched  the 


weak  man  and  the  strong.  It  touched  the 
young  man  and  old.  It  touched  the  low  and 
the  high,  and  they  were  consumed  as  by  the 
fire  of  hell  . . . 

“(The  doctors)  . . . went  down  into  the 
valley  and  shadow  of  pestilence  and  met 
disease  and  death  in  all  their  horrid  and 
sickening  forms.  Day  and  night  they  toiled 
and  suffered  without  rest  and  without  re- 
lief, ministering  to  the  sick  and  comforting 
the  dying  until  God  shook  the  frosts  out  of 
the  sky.” 

It  was  those  selfsame  frosts  that  stopped  the 
depredations  of  the  mosquito,  although  Judge 
Kumbler  and  the  doctors  of  his  day  had  no  way 
of  knowing  that. 

Now  while  medicine  was  certainly  a respected 
profession  in  1858,  it  was  almost  entirely  an  art 
with  a little  science  mixed  in.  It  was  the  tragedy 
of  medicine  that  continued  deep  into  the  nine- 
teenth century  that  too  few  facts  were  scientif- 
ically established  to  give  a basis  for  effective 
treatment.  Such  treatment  had  to  wait  until 
much  more  could  be  discovered.  The  patients 
could  not  wait  and  they  sickened  and  longed 
for  physicans  who  could  cure  them  and  all  too 
frequently  they  died.  Patients  wanted  doctors 
who  were  sure  of  themselves  and  the  doctors 
had  to  believe  their  treatments  helped  for  their 
own  happiness.  The  following  was  said  about 
one  of  our  early  and  respected  Evansville  phy- 
sicians, Doctor  William  Howard  Trafton: 

“He  had  great  force  and  positiveness  of 
character  . . . his  professional  convictions 
were  absolute.” 

Few  of  us  would  want  a physician  in  this  day 
whose  professional  convictions  were  absolute. 

So  self-confidence  was  a prime  requisite  for 
a successful  practitioner  of  1859.  Woe  to  the 
doctor  who  used  his  eyes  and  his  intelligence 
and  saw  that  most  of  his  remedies  failed.  Per- 
haps this  was  how  the  ponderous  manner,  the 
solemn  dignity,  the  formalized  behavior  of  the 
early  physician  came  into  being.  He  looked  wise 
while  he  examined  a tongue,  he  consulted  a 
ponderous  timepiece  while  taking  the  pulse  — 
perhaps  he  pretended  to  be  calculating.  We 
should  neither  criticize  nor  ridicule  the  doctors 
of  that  day  for  their  pompousness,  for  their  dig- 
nity, for  their  provision  of  sympathy  in  lieu  of 
science.  All  too  frequently  sympathy  was  all 
they  had  to  offer  their  patients. 

Just  consider  those  days.  Hospitals  were  not 
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in  general  use.  People  usually  went  to  the  hos- 
pital to  die.  It  was  regarded  as  a “court  of  last 
resort”  in  which  the  sentence  was  usually  “death 
by  disease.”  Death  from  disease  was  always  just 
around  the  corner.  William  E.  Wilson  wrote  in 
his  charming  book,  The  Wabash: 

“You  lived  with  death  intimately  in  those 
days.  Young  or  old,  you  were  spared  none 
of  its  tedious  and  obscene  drama.  You  sat 
with  it  all  day,  helplessly,  wondering  what 
it  was  and  whence  it  had  come.  You  ate  with 
it  only  a few  feet  from  your  table.  At  night, 
you  slept  with  it,  hearing  it  fumble  at  the 
throat  of  the  one  you  loved  in  the  same 
room,  in  the  same  bed.  You  could  never  es- 
cape it,  shut  it  out,  or  forget  it  for  a single 
moment.  You  could  neither  glorify  it  nor 
pretend  that  it  was  not  there.  And  when,  at 
last,  it  had  finished  and  gone,  you  lived  on, 
in  the  same  shameless  intimacy,  with  what 
it  left  behind,  until  you  did  what  you  had 
to  do  and  found  yourself  finally  standing 
bareheaded  above  a mound  of  wet  and  yel- 
low earth  that  you  had  dug  yourself,  taking 
your  leave  in  silence  and  without  a cere- 
mony.” 

We  can  be  sure  that  as  John  Weever  studied 
the  accomplishments  of  the  men  of  medicine  for 
the  previous  century;  as  he  looked  about  him 
and  beheld  the  physicians  of  his  day  (conscien- 
tious members  of  an  honorable  profession,  doing 
their  utmost  to  alleviate  suffering  and  death), 
he  must  have  felt  that  the  practice  of  medicine 
was  a fine  calling,  indeed. 

Perhaps  it  is  a blessing  that  he  could  not  have 
put  on  the  mantle  of  prophecy  and  looked  ahead. 
For  if  he  could  have  seen  the  shape  of  things  to 
come  he  might  have  been  woefully  dissatisfied 
with  his  lot.  But  he  was  not  dissatisfied  with  his 
lot  and  he  made  the  most  of  it.  He  engaged  in 
the  practice  of  medicine  for  well  over  half  a 
century  and  before  he  died  in  1934,  he  was  just 


four  years  short  of  the  century  mark  himself. 

In  these  few  minutes  I have  tried  to  give  you 
some  small  inkling  of  what  the  physician  of  100 
years  ago  had  to  face  and  what  he  had  to  work 
with.  It  has  been  better  done  and  in  fewer  words 
by  Doctor  James  Newton  Matthews,  of  the 
Alarion  County  Medical  Society  in  our  own 
Hoosier  State.  Doctor  Matthews  wrote  the  poem. 
Ballade  of  the  Busy  Doctor,  which  was  read 
at  a banquet  of  his  county  medical  so- 
ciety in  the  year  1888.  It  presents  a somber  but 
perceptive  view  of  the  doctor’s  lot  in  a small 
Midwestern  town  during  a nineteenth  century 
winter.  I am  going  to  finish  my  lecture  with  this 
poem. 

“When  winter  pipes  in  the  poplar  tree. 

And  soles  are  shod  with  the  snow  and  sleet— 
When  sick-room  doors  close  noiselessly. 

And  doctors  hurry  along  the  street; 

When  the  bleak  north  winds  at  the  gables 
beat. 

And  the  flaky  noon  of  the  night  is  nigh. 
And  the  reveller’s  laugh  grows  obsolete. 

When  Death,  white  Death,  is  a-driving  by. 

“When  the  cowering  sinner  crooks  his  knee 
At  the  cradle  side,  in  suppliance  sweet. 

And  friends  converse  in  a minor  key. 

And  doctors  hurry  along  the  street; 

When  Croesus  flies  to  his  country  seat. 

And  castaways  in  the  garrets  cry. 

And  in  each  house  is  a 'shape  and  a sheet,’ 
Then  Death,  white  Death,  is  a-driving  by. 

“When  the  blast  of  the  autumn  blinds  the  bee. 
And  the  long  rains  fall  on  the  ruined  wheat. 
When  a glimmer  of  green  on  the  pools  we  see. 
And  doctors  hurry  along  the  street; 

When  every  fellow  we  chance  to  meet 
Has  a fulvous  glitter  in  either  eye. 

And  a weary  wobble  in  both  his  feet, 

When  Death,  white  Death,  is  a-driv:ng  b\'. 

ENVOY 

“When  farmers  ride  at  a furious  heat. 

And  doctors  hurry  along  the  street. 

With  grave  hearts,  under  a scowling  sky. 
Then  Death,  white  Death,  is  a-dri\4ng  by.” 


THE  AMERICAN  FOUNDATION  FOR  THE  BLIND 

The  American  Foundation  for  the  Blind  awarded  its  Certificate  of  Merit  to 
the  Association  of  American  Railroads  and  the  National  Bus  Traffic  Associa- 
tion for  making  it  possible  for  blind  persons  to  take  along  a sighted  companion 
free  of  charge  on  most  railroads  and  buses. 
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Gastric  Tumors 

L.  Henry  Garland,  M.D." 
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Abstracts  from  the  presentation  by  Dr.  L.  Henry  Garland  at  the  Seventh 
Annual  Cancer  Seminar,  American  Cancer  Society,  Arizona  Division,  January 
22-24, 1959,  Phoenix. 


I N the  diagnosis  of  gastric  tumors,  radiology, 
unfortunately,  is  still  the  most  useful  tool.  I say 
unfortunately  because  it  is  a crude  weapon.  Ob- 
viously, a lesion  has  to  be  about  1 cm  in  diame- 
ter for  the  average  radiologist  to  pick  it  up;  and 
a lesion  of  such  size,  according  to  my  pathologic 
friends,  has  as  many  as  200,000,000  cancer  cells 
in  it.  The  lesion  therefore  must  have  been  pres- 
ent for  many  months,  if  not  years,  before  it 
reached  demonstrability. 

Should  all  men  over  45  have  a stomach  x-ray 
every  year?  Well,  when  this  slide  was  made 
some  years  ago,  the  incidence  of  gastric  cancer 
was  about  17  per  100,000  per  year.  It  has 
dropped  since  then.  However,  in  persons  over 
50,  the  prevalence  was  about  100  per  100,000; 

“Clinical  Professor  of  Radiology,  Stanford  University  Medical 
School,  San  Francisco. 


it’s  dropped  now  to  about  55  or  so  per  100,000 
per  annum.  So  you  would  have  to  x-ray  this 
number  over  age  50  to  catch  this  number  of  tu- 
mors, if  you  caught  all  of  them,  and  we’re  not 
that  good,  of  course.  I doubt  if  we’d  catch  more 
than  half  of  them  under  the  best  of  circum- 
stances. So  you  would  have  to  x-ray,  therefore, 
100,000  each  year,  over  age  50,  to  catch  less  than 
50  tumors.  Now  the  mortality  rate  of  exploring 
and  removing  those  would  be  something.  It 
wouldn’t  be  0,  but  it  would  be  some  modest  fig- 
ure. The  cure  rate  would  be  a somewhat  modest 
figure.  Doctor  Kirklin  used  to  say  that  to  do  a 
thorough  x-ray  survey  job  you  should  repeat  the 
examination  every  three  months.  This  would  oc- 
cupy not  only  all  of  the  radiologists  in  the  United 
States,  but  all  of  the  surgeons  as  well,  doing 
radiology. 
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Squibb  Announces 


Squibb  Alpha-Phenoxyethyl  Penicillin  Potassium 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtaina&e  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im 
proved  oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain higher  blood  levels — with  greater  speed — than 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.^'  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
must  he  carefully  observed  with  Cliemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco-  Squibb 
holic  ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.:  r.  A'T  i 

» Tn\incr>  'cBi-.-t"' n A Squibb  Quahty-thc 

Lancet  2: 1105  ( Uec.l" ) 105”.  lAAotMAAK.  Priceless  Ingredient 
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A Platform  for  Medicine  in  Arizona 

Lindsay  E.  Beaton,  M.D. 


It  has  been  increas- 
ingly remarked,  and 
with  unhappy  rele- 
vance, that  organized 
medicine  most  fails 
its  responsibility  in 
lacking  definite  plans 
and  policies.  Its  lead- 
ers have  seemed  rou- 
tinely to  react  with 
an  automatic  veto  to 
every  prospect  of  so- 
cial change  that  might 
extend  the  fullness  of 
medical  discovery  to 
all  economic  levels. 
Only  recently,  with 
suggestions  for  the  care  of  the  aged  and  for  the 
rehabilitation  of  the  handicapped,  have  American 
physicians  come  up  with  designs  of  their  own. 
This  reluctance  to  dare  imaginative  exploration  is 
a denial  of  the  traditions  of  both  science  and  of 
this  country.  As  James  R.  Killian,  then  special 
assistant  to  the  President  for  science  and  tech- 
nology, put  it  in  an  address  to  the  American 
Association  for  the  Advancement  of  Science, 
“We  have  forged  ahead  because  we  wanted 
things  to  change.  We  have  wanted  to  look 
forward  and  not  backward.  The  revolution  of 
modern  man  — the  revolution  which  has  found 


its  fullest  expression  here  in  the  United  States  — 
lies  essentially  in  this:  it  is  the  revolt  against 
things  as  they  are  when  there  are  ways  of 
doing  things  better.  It  is  a revolution  against  all 
the  forces  which  hinder  man  in  building  a better 
life.”  In  medicine  an  aff’rmative  program  is 
overdue,  and  it  must  be  fashioned  by  those  in 
the  profession  who  acknowledge  the  existence 
of  problems  and  have  the  will  to  pursue  solu- 
tions. To  go  from  the  professor  to  the  journalist, 
James  Reston,  writing  last  year  in  the  New  York 
Times  on  the  subject  of  national  goals,  neatly 
summarized  the  issue  in  a sentence  as  meaning- 
ful for  medicine  as  for  government.  “It  is  the 
ancient  conflict,  beyond  partisan  politics,  be- 
tween the  pessimists  and  the  optimists,  between 
those  who  want  to  concentrate  on  stopping  bad 
things  and  those  who  want  to  concentrate  on 
positive  new  programs,  between  those  who  still 
have  the  zest  and  audacity  to  pioneer  and  those 
who  are  weary  and  find  it  more  comfortable  to 
defend  the  familiar.” 

It  is  not  presumed  in  this  place  to  offer  any 
final  set  of  proposals.  Rather  it  is  intended  to 
point  out  selected  socio-medical  areas  in  which 
Arizona  doctors  should  develop  specific  stands. 
Eventually,  perhaps  over  a matter  of  several 
months  or  a year  or  two,  the  maturation  of 
such  a platform  would  allow  the  public  to 
know  what  medicine  believes  on  the  major 
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social  questions  that  affect  health  and  what 
plans  it  has  for  contributions  to  their  resolution. 
This  is  an  admittedly  ambitious  and  exacting 
project.  It  is  conceded  first  of  all  that  time  will 
be  needed  to  set  forth  a coherent  program  to 
eover  all  of  the  situations  in  which  medicine  has 
a legitimate  concern.  It  is  acknowledged  that 
there  will  be  dispute  and  doubt  about  the  extent 
to  which  physicians  should  intervene  in  the  pub- 
lic business.  And  finally  we  will  have  to  be  alert 
against  the  tendency  for  stated  positions  to  be- 
come dogma  and  to  be  defended  by  cant.  In  true 
scientific  fashion  every  stand  of  a medical 
society  should  be  only  a working  hypothesis, 
to  being  refined  or  discarded  in  the  light  of 
the  best  opinion  of  the  particular  time,  subjeet 
to  being  refined,  or  discarded  in  the  light  of 
fresh  facts. 

It  is  not  known  that  any  other  state  medical 
association  has  ever  undertaken  to  formulate 
an  integrated  platform  of  this  sort.  This  should 
not  deter  Arizona.  A small  state  like  ours  can 
perhaps  practically  serve  as  a laboratory  for  ex- 
periment in  socio-medical  ideas  and  could  even 
institute  pilot  studies  for  the  instruction  of  the 
country  as  a whole.  Furthermore,  it  seems  im- 
portant that  we  map  out  our  own  schemes  and 
not  merely  copy  the  directives  that  filter  down 
from  national  bodies.  Not  only  do  we  have  our 
own  special  problems,  but  we  feel,  without 
arrogance,  that  we  are  as  capable  as  are  any  of 
our  colleagues  in  other  states.  Present  proof  of 
this  confident  statement  can  be  adduced  in 
the  “Arizona  Plan”  for  contributions  by  pharma- 
cists to  A.M.E.F.  or  the  unique  medico-legal 
panel  of  the  Pima  County  Medical  Society  for 
the  prehearing  of  malpractice  claims. 

As  one  looks  to  the  means  by  which  such  a 
program  can  be  developed,  first  of  all  one  hopes 
for  discussion  in  the  editorial  columns  of  Arizona 
Medicine,  which  would  not  only  clarify  issues 
but  would  stimulate  reader  contribution.  Beyond 
this  open  forum  it  seems  most  reasonalile  and 
most  feasible  to  depend  primarily  on  the  com- 
mittees of  the  association.  Various  matters,  to 
be  mentioned  below,  will  be  referred  by  the 
Board  of  Directors  to  the  standing  committees 
for  study  and  for  recommendations  as  to  policy 
and  means  of  implementation.  At  its  last  meet- 
ing, the  Board  of  Directors  added  another  ap- 
paratus to  the  armamentarium  with  which  Ari- 
zona’s physicians  can  attack  this  inquiry.  In 
the  belief  that  the  Arizona  Medical  Association 


is  now  a major  corporation  and  should  function 
with  all  of  the  tools  of  corporate  management, 
the  Board  has  appointed  an  Executive  Commit- 
tee. This  Executive  Committee  will  act  to  dis- 
pose of  routine  matters  for  the  Board  and  to 
develop  alternative  policy  positions  on  pressing 
questions  before  Board  meetings,  and  in  addi- 
tion has  been  directed  to  initiate  the  platform 
here  under  discussion.  It  will  utilize  information 
and  advice  from  our  committees,  and  from  all 
other  sources.  Through  this  procedure  it  is  con- 
ceived that  it  will  be  possible  for  the  Associa- 
tion to  establish  a consistent  and  impelling  pro- 
gram that  will  explain  the  positions  of  Arizona’s 
doctors  on  all  questions,  social  or  scientific,  that 
affect  the  health  of  the  people. 

However,  while  the  meehanism  of  the  prepa- 
ration of  a platform  has  been  described  in  terms 
of  committee  action,  obviously  this  is  an  assign- 
ment that  cannot  be  fulfilled  by  committees  and 
the  Board  alone.  To  be  rounded  and  representa- 
tive the  final  formal  program  must  accurately 
reflect  the  views  of  the  members  of  this  As- 
sociation. Furthermore,  the  specific  planks  will 
each  be  best  hewn  out  by  single  individuals  who 
will  put  their  minds  to  expressing  a policy  on  a 
given  point,  whether  these  be  committee  ehair- 
men  or  members,  editorialists  in  Arizona  Medi- 
cine, or  interested  members  of  the  Assoeiation 
with  special  conviction  and  competence.  A state- 
ment by  George  Kennan  in  Daedalus  in  1958 
puts  our  point  very  succinctly.  “Thought  is,  by 
its  very  nature,  an  individual  process,  not  a 
collective  one;  to  be  useful,  thought  must  be 
communicated;  to  be  communicated  it  must  pass 
through  the  filter  of  a single  mind  that  puts  it 
into  words;  it  cannot,  therefore,  be  greater  than 
what  a single  mind  can  comprehend  and  state. 
There  is  thus  no  such  thing  as  collective  judg- 
ment; there  is  only  individual  judgment,  enriched 
and  refined  on  occasion  by  the  advice  of  others, 
and  commanding,  in  certain  cases,  the  approval 
of  a wider  body.”  It  is  therefore  hoped  that 
many  members  will  make  known  to  the  officers 
of  the  Association,  to  the  District  Directors,  or 
to  committee  chairmen  their  own  thoughts.  They 
may  wish  to  comment  on  some  of  the  topics 
listed  in  this  article,  or  they  may  very  well  wish 
to  suggest  others.  The  planning  phase  of  this 
program  has  begun.  There  is  no  time  like  the 
present  for  any  member  to  draft  his  own  ideas 
for  the  guidance  and  sanction  of  his  colleagues. 

There  are  several  urgent  (jnestions  for  which 
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answers  should  be  forthcoming  in  the  fairly 
near  future.  Perhaps  the  foremost  is  an  inquiry 
into  the  necessity  of  rewriting  the  Medical  Prac- 
tice Act.  Both  evaluation  and  possible  subse- 
quent composition  of  a new  act  would,  of  course, 
be  carried  out  in  concert  with  the  State  Board 
of  Medical  Examiners.  However,  the  doctors  of 
Arizona  have  a vital  stake,  for  the  profession, 
and  more  particularly  for  their  patients,  in  a 
modern  and  effective  Medical  Practice  Aet  that 
will  secure  the  proper  number  of  skilled  and 
responsible  practitioners  to  meet  the  needs  of 
a mounting  population.  Other  issues  on  whieh 
the  physicians  of  this  state  might  prepare  and 
recommend  legislation  are  the  hitherto  contro- 
versial ones  of  vivisection,  milk  pasteurization, 
and  contraception  and  sterilization. 

Among  affirmative  undertakings  that  we  might 
ready  and  propose  are  an  Arizona  plan  for  the 
care  of  medically  indigent,  whether  aged  or 
other.  None  of  us,  I think  is  satisfied  with  the 
schemes  that  have  been  offered  to  date.  Hos- 
pitalization needs,  present  and  partieularly  in 
the  future,  for  rural  areas  even  more  than  urban, 
require  definitive  programming.  This  in  turn 
raises  the  concept  of  a plan  for  rural  medicine 
as  a whole  in  Arizona,  one  of  the  few  remaining 
states  in  which  true  rural  medicine  is  practiced. 
A schedule  of  hospital  construction  of  necessity 
brings  up  the  puzzle  of  relationships  with 
osteopaths  in  open  hospitals  supported  by  gov- 
ernmental funds.  It  is  not  beyond  the  bounds 
of  credibility  that  the  Arizona  Medical  Associa- 
tion might  be  the  first  to  devise  the  compromise 
that  will  allow  the  gradual  entrance  of  osteo- 
pathic physicians  into  the  discipline  of  scientific 
medicine,  certainly  one  of  the  pressing  aims  of 
medicine  and  a quick  way  of  providing  more 
accepted  and  authenticated  physieians  for  the 
country.  We  can,  without  being  presumptuous, 
enter  more  actively  into  the  guidance  of  our 
State  Health  Department  and  the  opening  for 
such  leadership  should  be  made  now.  The 
Association  should  also  be  ready  to  appoint 
advisory  groups  to  the  various  state  health 
agencies,  for  example  the  Children’s  Colony  at 
Bandolph,  where  a eonsultant  board  of  pedia- 
tricians, neurologists  and  psychiatrists  is  ob- 
viously called  for. 

Finally,  there  are  challenges  which  are  of 
aeute  pertinenee  to  the  physician,  in  addition 
to  their  public  consequence.  We  should  be 
doing  our  utmost  to  encourage  the  enlistment 


of  young  men  and  women  into  the  profession, 
to  counteract  the  admitted  decline  in  the  number 
and  caliber  of  applicants  for  medical  schools. 
The  program  on  medical  careers  begun  over  a 
year  ago  by  the  immediate  past  president  of 
this  Assoeiation,  Dr.  Dermont  Melick,  must  be 
implemented  as  an  ongoing  one.  Finally,  a con- 
tinuing investigation  of  fee  schedules  is  manda- 
tory. The  ultimate  decision  about  fee  schedules 
in  our  state  is  one  that  will  affect  us  personally, 
but  will  also  be  vital  to  patients  of  limited  or 
moderate  means. 

As  the  items  in  such  a platform  are  perfected 
it  should  not  be  difficult  to  achieve  wide  eircu- 
lation  to  the  membership  of  the  Association. 
Some  would  require  approval  of  the  Board  of 
Directors  or  actual  ratification  by  the  House  of 
Delegates.  Others  would  probably  be  formal 
statements  for  publie  edueation  of  stands  to 
which  there  would  obviously  be  little  profes- 
sional objection,  and  they  could  be  published  in 
Arizona  Medicine  and  communicated  by  letter 
to  the  component  County  Societies.  More  dif- 
ficult would  be  the  accomplishment  of  the  aims 
and  goals  of  the  program  through  lay  accept- 
ance. Certainly  the  Association  must  anticipate 
sponsorship  of  legislation,  as  well  as  aggressive 
intercession  for  or  against  bills  proposed  by 
others.  The  Association  will  have  to  be  willing 
that  its  spokesmen  play  an  increasingly  enter- 
prising role  before  the  various  committees  of 
the  legislature,  in  order  to  make  clear  to  them 
the  politices  of  organized  medicine  and  the 
reasons  for  them.  Our  positions  will  be  more 
aeceptable  in  the  public  view  when  we  have  an 
affirmative  program  to  present,  of  such  a nature 
as  to  make  unmistakable  the  fact  that  our  of- 
ficial stands  are  designed  for  the  welfare  of 
the  sick  and  not  for  personal  and  selfish  gain. 

When  such  a platform  has  been  proelaimed, 
the  Public  Relations  Committee  of  the  Associa- 
tion will  have  a more  crucial  role  than  it  ever 
has  had  in  the  past.  It  will  bear  the  burden  of 
preparing  releases  on  approved  policies  of  the 
Association,  to  see  that  they  are  published  in 
the  popular  press.  The  honest  point  would  be 
made  clear  that  we  are  not  beating  a private 
drum,  but  that,  as  the  stewards  of  the  sick  and 
the  guardians  of  the  well,  it  is  our  duty  to  let 
our  fellow  citizens  be  fully  aware  of  measures 
we  believe  essential.  Press  conferences,  special 
publications,  and  talks  before  community  groups 
could  conceivably  all  be  parts  of  the  Public 
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Relations  Committee’s  schedule.  The  Association 
will  only  insist  that  the  committee  provide 
candid  and  explicit  information  about  medicine’s 
opinions  and  that  it  never  descend  to  conceal- 
ment or  evasion,  that  it  never  dilute  or  weaken 
the  presentation  of  a purely  professional  medical 
program  by  the  interpolation  of  political  or 
economic  special  pleading. 

Physicians  are  not  like  politicians,  who  every 
four  years  go  through  the  national  ritual  of 
preparing  a platform,  to  which  they  can  point 
with  partisan  pride  and  which  they  can  then 
neglect  in  the  following  48  months  of  leisure. 
When  we  have  hammered  out  our  platform,  we 
shall  expect  it  to  be  a set  of  purposes  we  can 
live  by,  which  we  will  try  hard  to  put  into  reality, 
and  by  which  we  hope  that  all  our  fellow  citizens 
will  know  our  devotion  to  the  public  health. 

BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The 
Arizona  Medical  Association,  Inc.,  held  Wednes- 
day, May  4,  1960,  Leslie  B.  Smith,  M.D.  (Vice 
President),  Chairman,  presiding. 

MEMBERSHIP  CLASSIFICATIONS 
CHANGES 

Maricopa  County  Medical  Society 

It  was  regularly  moved  and  unanimously  car- 
ried that  the  Board  of  Directors  approve  As- 
sociate membership,  dues  exempt,  account  resi- 
dency training  in  the  field  of  psychiatry  (for 
a term  of  two  years  commencing  April,  1959), 
for  Raymond  A.  Huger,  M.D.,  retroactive  to 
December  31,  1959. 

It  was  regularly  moved  and  unanimously 
carried  that  the  Board  of  Directors  approve 
Associate  membership,  dues  exempt,  account 
retirement,  for  Hilary  D.  Ketcherside,  M.D., 
retroactive  to  December  31,  1959. 

Pima  County  Medical  Society 

It  was  regularly  moved  and  unanimously 
carried  that  the  Board  of  Directors  approve 
Associate  membership,  dues  exempt,  account 
retirement,  for  George  O.  Hartman,  M.D.,  retro- 
active to  December  31,  1959. 

Membership  Report  — Dues  Delinquents 

It  was  reported  that  twenty-seven  (27)  mem- 
bers of  this  Association  were  delinquent  in  the 
payment  of  their  1960  dues,  as  of  April  1,  1960. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

The  Board  of  Directors  in  meeting  held  Febru- 
ary 14,  1960,  following  discussion  referable  to 


the  propriety  and  legality  of  requiring  a life 
insurance  policy  in  a sum  in  excess  of  the  actual 
amount  of  the  student  loan,  associate  with  the 
program  under  the  direction  of  the  Benevolent 
and  Loan  Fund  Committee,  determined  that  the 
subject  be  referred  back  to  said  Committee, 
with  counsel’s  comments  thereon,  with  the  re- 
quest that  the  Chairman  report  back  to  this 
Board  thereon  at  this  meeting.  Ernest  A.  Born, 
M.D.,  Chairman  of  the  Committee,  advises  that 
unless  the  Board  of  Directors  wishes  to  modify 
its  previous  directive  requiring  term  life  insur- 
ance in  the  sum  of  $6,000.00  to  secure  a student 
loan,  the  Committee  has  but  to  follow  such  in- 
struction, and  it  has  no  recommendation  for 
change  of  such  directive  at  this  time. 

The  report  of  Doctor  Born  was  accepted. 

HISTORY  AND  OBITUARIES 
COMMITTEE 

Morris  Fishbein,  Contributing  Editor,  “Post- 
graduate Medicine, ’’  by  letter  dated  December 
28,  1959,  reports  proposal  to  publish  in  each 
issue  of  the  publication  a portrait  and  biography 
of  the  outstanding  name  in  the  history  of  medi- 
cine in  each  of  the  fifty  states.  The  decision 
has  been  made  to  use  only  the  names  of  phy- 
sicians who  are  no  longer  living.  The  aid  and 
suggestions  of  the  Association  to  carry  out  the 
development  of  such  feature  having  medical- 
historical  value  is  enlisted. 

This  request  was  referred  to  the  History  and 
Obituaries  Committee  for  consideration  and 
recommendation.  By  letter  dated  February  24, 
1960,  received  from  Louis  G.  Jekel,  M.D.,  Chair- 
man, it  proposed  the  name  of  Alexander  M. 
Tuthill,  M.D.,  of  Phoenix. 

It  was  moved,  seconded  and  unanimously 
carried  that  this  Board  accept  the  recommenda- 
tion of  this  Committee. 

MEDICAL  ECONOMICS  COMMITTEE 
Subcommittee  on  Fee  and  Contractual  Medicine 

For  the  record,  the  report  of  the  subcommittee 
on  Fee  and  Contractual  Medicine,  promulgated 
in  meeting  held  February  21,  1960,  referable 
to  the  subject  of  a relative  value  fee  schedule, 
was  circulated  among  the  members  of  the  Board 
of  Directors  of  this  Association  through  the  mail, 
seeking  direction  as  pertains  to  recommenda- 
tions contained  therein.  It  was  the  majority 
opinion  of  the  members  of  the  Board  ( 15  votes 
being  cast  in  the  “affirmative”  and  5 “not  \'ot- 
ing”),  that  this  subcommittee  prepare  a rcsolu- 
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tion  in  accord  with  its  recommendations  con- 
tained in  report  submitted,  for  submission  to 
the  House  of  Delegates  at  its  annual  meeting, 
provided,  of  course,  that  the  subcommittee  still 
holds  its  position  as  a majority  opinion.  It  was 
pointed  out  that  such  resolution  shall  in  no  way 
carry  any  implication  that  it  has  been  approved 
or  even  discussed  by  the  Board  of  Directors 
as  it  has  not  had  occasion  to  do  so. 

It  was  moved  by  Doctor  Singer  and  seconded 
by  Doctor  Tuveson  that  the  subcommittee  on 
Fee  and  Contractual  Medicine  ask  for  an  ex- 
pression from  this  Board  as  to  the  advisability 
of  withdrawing  the  resolution  for  further  study. 
The  motion  was  declared  adopted,  17  votes 
being  cast  in  the  affirmative  and  3 votes  being 
cast  in  the  negative. 

Received  by  the  Board  of  Directors  was  a 
letter  dated  April  22,  I960,  presented  by  Otis 
Barry  Miller,  M.D.  of  Tucson,  President  of  the 
Arizona  Dermatology  Society,  advising  that  the 
dermatologists  have  formulated  a suggestive 
fee  schedule  in  order  that  some  standardization 
may  be  secured,  listing  its  suggestions  in  the 
event  a relative  value  fee  schedule  is  adopted  by 
the  House  of  Delegates  at  this  time. 

It  was  reported  that  a letter  dated  April  29, 
1960  of  Edgar  F.  Mauer,  M.D.  of  Los  Angeles, 
California,  addressed  to  the  President,  Dermont 
W.  Melick,  M.D.,  was  received  in  the  matter  of 
experience  in  California  following  the  adoption 
of  the  relative  value  study  by  the  Council  of 
the  California  Medical  Association.  Copies  were 
previously  distributed  among  the  offieers  and 
committee  chairmen,  including  Doctor  Hamer, 
who  is  Chairman  of  the  Reference  Committee  on 
Resolutions. 

Received  was  a letter  dated  March  7,  1960, 
signed  by  David  R.  Long,  M.D.,  Secretary, 
Physicians  and  Surgeons  Forum  (Phoenix)  ad- 
vising that,  at  a regular  meeting  held  March  2, 
1960,  a resolution  was  adopted  by  that  group 
declaring:  “If  a fee  schedule  is  adopted  by 
The  Arizona  Medical  Association,  this  organiza- 
tion, the  Physicians  and  Surgeons  Forum  of 
Phoenix,  Arizona,  go  on  record  for  support  of 
a Relative  Value  Fee  Schedule,  with  there  being 
established  a specific  relationship  between  this 
established  ‘unit’  and  the  Cost  of  Living  Index.” 

Subcommittee  on  Medicare 

By  unanimous  action  of  the  Board  of  Di- 
rectors, the  following  supplemental  agreements 


presented  by  the  Contracting  Officer  of  the 
Office  for  Dependents’  Medical  care,  associate 
with  the  Medicare  Contract  No.  DA-49-007- 
MD-806,  were  authorized  executed  in  behalf 
of  this  Association,  following  review  and  recom- 
mendation of  the  Fiscal  Administrator,  the 
changes  involving  operational  procedure: 

I — Supplemental  Agreement  Execution.  An- 
nex I — Antepartum  Care  (Urinalyses  — Matern- 
ity Cases) 

II  — Supplemental  Agreement  Execution.  An- 
nex I — Joint  Directive  DDI25I  Change:  “Medi- 
care Permit”  to  “Non-availability  Statement” 

III  — Supplemental  Agreement  Execution.  An- 
nex I — Schedule  — Articles  I and  II  — Appendix 
B — Financial  Accounting. 

PROFESSIONAL  COMMITTEE 
Subcommittee  on  Aging 

The  President,  Dermont  W.  Melick,  M.D., 
reported  the  interim  appointment  of  Jesse  D. 
Hamer,  M.D.  (Phoenix)  as  a member  of  the 
Professional  Committee  for  the  remainder  of 
the  fiscal  year,  assigned  as  Chairman  of  the 
subcommittee  on  Aging.  Doctor  Hamer  has  ac- 
cepted the  assignment. 

It  was  regularly  moved,  seconded  and  unani- 
mously carried  that  the  appointment  of  Doctor 
Hamer  by  the  President  by  confirmed. 

Arizona  Division  of  Vocational  Rehabilitation 

Presented  and  read  was  a letter  dated  No- 
vember 23,  1959,  addressed  to  the  President 
of  the  Association  by  Palmer  Dysart,  M.D.,  State 
Medical  Consultant,  Arizona  Division  of  Voca- 
tional Rehabilitation,  referable  to  participation 
of  the  Division  in  cardiae  surgery.  This  Associ- 
ation is  requested  to  be  a certifying  body  of 
qualified  surgeons  in  the  field  of  heart  surgery. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  this  matter  be  referred  to  the  Profes- 
sional Committee  for  review  and  report  back  to 
this  Board. 

PROFESSIONAL  LIAISON  COMMITTEE 
Subcommittee  on  Governmental  Medical  Staffs 

Letters  were  received  from  Senators  Gold- 
water  and  Hayden,  also  Representatives  Rhodes 
and  Udall,  referable  to  hospital  and  medical 
care  being  rendered  civilian  civil  service  em- 
ployees and  their  dependents  through  military 
hospital  facilities  and  Army  medical  officers  of 
the  Navajo  Ordnance  Depot  in  Bellemont,  Ari- 
zona. A detailed  report  thereon  contained  in 
letter  dated  March  22,  1960,  received  from  T.  J. 
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Hartford,  Major  General,  MC,  Acting,  the  Sur- 
geon General,  Department  of  the  Army,  was 
likewise  received,  copies  of  which  were  pre- 
viously forwarded  to  all  interested  parties  of 
the  Association. 

The  Board  determined  to  file  the  report. 

Subcommittee  on  Public  Health 

It  was  reported  that  Paul  Fannin,  Governor 
of  the  State  of  Arizona,  appointed  E.  Henry 
Running,  M.D.  (Phoenix)  a member  of  the 
Arizona  State  Board  of  Health,  Doctor  Running 
being  a nominee  of  this  Association  for  the 
position. 

Subeommittee  on  Schools 

It  was  reported  that  Noel  G.  Smith,  M.D., 
Chairman  of  the  subcommittee  on  Schools  of 
the  Professional  Liaison  Committee,  would  like 
this  Board  of  Directors  to  authorize  his  commit- 
tee to  explore  a plan  for  the  medical  care  of 
school  children,  particularly  those  in  families 
of  low  income  and/or  indigent,  which  will  in- 
clude participation  of  the  private  practitioner. 
When  a plan  is  formulated,  it  will  be  presented 
to  the  Board  of  Directors  for  approval. 

It  was  moved,  seconded  and  unanimously 
carried  that  this  subject  follow  normal  protocol, 
and  go  through  routine  committee  channels  for 
approval. 

Subcommittee  on  Womans  Auxiliary 

Doctor  Beaton  reported  that  he  wishes  at  this 
time  to  defer  further  discussion  on  the  action 
of  the  Board  of  Directors  in  meeting  held  Febru- 
ary 14,  1960,  dealing  with  the  student  nurse 
loan  fund  program  and  inclusion  of  students  in 
paramedical  fields,  the  latter  not  being  approved 
by  this  Board. 

Mrs.  Robert  Cummings,  President-elect  of  the 
Woman’s  Auxiliary  of  The  Arizona  Medical 
Association,  by  letter  dated  April  13,  1960,  sub- 
mitted the  proposed  1960-61  program  of  the 
group.  Its  Board  of  Directors  authorized  request 
for  a grant  of  at  least  1,000.00  to  underwrite 
the  proposed  program. 

It  was  moved,  seconded  and  unanimously 
carried  that  the  budget  request  of  $1,000.00  be 
approved. 

PUBLIC  RELATIONS  COMMITTEE 
Ernest  E.  Snyder,  Director,  Central  Arizona 
Regional  Science  Fair,  by  letter  dated  March 
17,  1960,  acknowledged  the  generous  contribu- 
tion of  this  Association  toward  the  support  of 
the  1960  Science  Fair  of  the  Central  Arizona 


Region.  The  Administrative  Council  and  the 
area  Science  teachers  and  pupils  expressed  their 
appreciation  for  the  interest  shown  in  this  worthy 
endeavor. 

It  was  reported  that  a sum  of  $50.00  was 
authorized  paid  to  each  of  the  Central,  Northern 
and  Southern  Divisions  ( Arizona  Regional 
Science  Fair).  The  Northern  Division  returned 
the  contribution,  finding  itself  not  in  position 
to  participate  in  the  activity  in  1960. 

PUBLISHING  COMMITTEE 

MacDonald  Wood,  M.D.,  of  Phoenix,  by  letter 
dated  March  8,  1960,  reported  four  reprints  of 
scientific  articles,  unsolicited,  received  from 
William  G.  Schultz,  M.D.,  Tucson,  raising  the 
question  of  “ethics”  in  such  distribution,  if  the 
intent  is  to  solicit  patients  directly  or  indirectly 
or  to  attempt  to  bring  undue  attention  to  the 
author.  It  was  reported  that  on  investigation 
Doctor  Shultz  advises  these  reprints  were  for- 
warded to  most  of  the  doctors  in  the  State,  pri- 
marily for  the  interest  of  those  who  have  been 
confronted  with  a case(s)  of  “exstrophy.” 

It  was  moved,  seconded  and  carried  by  a 
show  of  hands  that  the  Board  of  Directors  ap- 
prove the  distribution  of  reprints,  if  it  so  pleases 
the  author,  to  members  of  the  soeiety,  but  that 
we  not  permit  the  use  of  our  addressograph 
plates  for  this  purpose. 

OLD  BUSINESS 
Community  Service  Award  — 

A.  H.  Robins  Company,  Inc. 

The  A.  H.  Robins  Company,  Inc.,  of  Rich- 
mond, Virginia,  by  letter  dated  January  27,  1960, 
sought  the  reactions  of  this  Association  to  its 
proposal  that  a community  service  award  for 
physicians  be  established,  similar  to  a program 
previously  inaugurated  making  similar  awards 
to  pharmacists,  giving  them  recognition  for  the 
sacrifice  and  time  given  by  them  to  their  com- 
munities through  civic  activities.  It  is  the  feel- 
ing that  in  these  days  of  threats  on  socialized 
medicine  and  with  the  general  widespread  and 
unfounded  complaints  against  the  cost  of  drugs 
and  medical  care,  all  positive  factors  in  behalf 
of  the  members  of  the  medical  team  should  be 
put  before  the  public.  Should  such  program  be 
voted,  the  Robins  company  woidd,  of  course, 
work  with  the  State  Association  in  obtaining 
publicity  in  the  home-town  newspapers  for  the 
award  ceremony  and  in  suitable  journals.  The 
project  would  be  treated  in  a most  dignified 
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manner  on  an  ethical  basis. 

It  Was  moved,  seconded,  that  a letter  be 
direeted  to  the  A.  H.  Robins  Company,  Inc., 
encouraging  the  establishment  of  such  program 
of  physicians’  community  service  awards,  co- 
operating through  our  Public  Relations  Com- 
mittee. ' *■ 

The  motion  was  declared  adopted,  19  votes 
being  cast  in  the  affairmative  and  one  vote 
being  cast  in  the  negative. 

California  Emergency  Treatment  Statute 

Mr.  Edward  Jacobson,  counsel,  briefly  re- 
viewed his  report  dealing  with  the  California 
statute  referable  to  emergency  care  at  the  scene 
of  an  emergency,  exempting  liability  for  any 
civil  damages  as  a result  of  any  acts  or  omissions 
by  any  person  licensed  under  Section  2144  ren- 
dering such  emergency  care. 

It  was  seconded  and  unanimously  carried  that 
this  matter  be  referred  to  the  proper  committee 
( plus  the  advice  of  our  legal  counsel ) , the  com- 
mtitee  to  be  determined  by  the  President. 
California  Morbidity  and  Mortality 
Secrecy  Study  Statute 

For  the  information  of  the  Board,  Mr.  Edward 
Jacobson,  counsel,  reviewed  the  California  Bill 
AB.595  referable  to  granting  secrecy  to  morbid- 
ity and  mortality  studies  which  became  law  in 
that  State  in  September,  1959,  occasioned  by 
the  question  of  Doctor  Leslie  Smith  as  to  wheth- 
er or  not  Arizona  doctors  had  similar  protection. 

It  was  moved  by  Doctor  Yount,  seconded  by 
Doctor  Young  and  unanimously  carried  that  the 
Public  Relations  Committee  be  instructed  to 
formulate  some  plan  of  indoctrination  of  the 
publie  regarding  the  medical  profession  on  a 
paid  advertising  basis. 

Holbrook  Tribune-News 
AM  A Articles  — Publicatio7i 

Presented  and  read  was  a letter  dated  Febru- 
ary 24,  1960,  received  from  V.  P.  Richards,  pub- 
lisher, Holbrook  Tribune-News,  unfavorable  to 
the  publication  of  articles  prepared  by  AMA, 
dealing  with  “the  nature  of  tomorrow’s  chal- 
lenges to  the  medical  profession  and  how  these 
challenges  affect  today’s  patient”. 

AMA  Survey  — 

Treatment  of  Mental  Diseases  as 
Practice  of  Medicine 

Received  from  the  Law  Division  of  the  Amer- 
ican Medical  Association  under  date  of  March, 
1960,  was  a report  of  survey  of  State  Medical 
Practice  Acts  relating  to  the  question  of  whether 


definitions  of  “Practice  of  Medicine”  in  state 
medical  licensure  laws  are  broad  enough  to  in- 
clude the  diagnosis  and  treatment  of  mental  and 
emotional  disorders. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  this  subject  be  referred  to  the  Legisla- 
tive Committee  for  study  and  report. 

Doctors’  Fees  — N ester  Roos,  Ph.D. 

Doctor  Melick  reviewed  his  actions  following 
address  by  Nester  Roos,  Ph.D.  of  the  University 
of  Arizona  Business  Administration  Faeulty, 
charging  that  doctors  are  doubling  their  bills  on 
health  insurance-covered  patients,  thus  skyrock- 
eting insurance  premiums  to  the  publie.  Many 
of  his  comments  were  not  based  on  fact,  dis- 
closed by  investigation. 

Charles  A.  DeLeeuw,  President  of  the  Arizona 
Association  of  Life  Underwriters,  Inc.,  by  letter 
dated  April  21,  1960,  commented  upon  the  arti- 
cles of  Doctor  Roos  as  appeared  in  the  Arizona 
Republic  and  Phoenix  Gazette,  as  well  as  an 
editorial  dated  April  8,  1960,  appearing  in  the 
Arizona  Daily  Sun,  suggesting  the  appointment 
of  a joint  committee  to  bring  in  closer  harmony 
the  activities  of  the  medical  profession  and  the 
insurance  carriers. 

It  was  directed  that  the  report  and  corre- 
spondence be  received  and  filed. 

Arizona  Chiropody  Association  — Legislation 

Howard  B.  Seyfert,  Jr.,  D.S.C.,  Chairman, 
Legislative  Committee  of  the  Arizona  Chiropody 
Association,  by  letter  dated  April  8,  1960,  re- 
quested a report  setting  forth  the  objections  of 
this  Association  to  legislation  proposed  during 
the  last  regular  session  of  the  24th  Legislature 
by  this  group  dealing  with  recognition  of  claims 
by  health  and  accident  insurance  companies, 
submitted  by  chiropodists  in  the  State  of  Ari- 
zona. Counsel’s  report  contained  in  letter  dated 
February  10,  1960,  was  presented  and  read. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  a summary  of  the  report  of  counsel’s 
views  be  forwarded  to  the  Arizona  Chiropody 
Association. 

Pan  American  Underwriters  — 

Los  Angeles  Continental  Casualty  Company 

A joint  letter,  signed  by  A.  Ortiz,  M.D.  and 
Carlos  V.  Greth,  M.D.,  dated  April  14,  1960, 
was  presented  and  read,  requesting  an  investi- 
gation of  policies  of  the  Pan  American  Under- 
writers of  Los  Angeles,  representing  Continental 
Casualty  Company,  associate  with  the  rendering 
of  professional  services  by  the  doctors  in  ques- 
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tion  covering  Mexican  contracted  workers  en- 
gaged in  agricultural  work  in  the  State  of  Ari- 
zona. Specifically,  the  complaint  against  the 
company  is  its  refusal  to  pay  fees  owed  for  serv- 
ices rendered  during  the  past  five  or  six  months. 
It  is  the  belief  that  the  insurance  carrier(s) 
wishes  only  to  deal  with  physicians  of  its  choice 
and  have  failed  to  consult  with  Doctors  Ortiz 
and  Greth  to  resolve  any  differences,  real  or 
imaginative. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  this  complaint  be  referred  to  the  Fee 
and  Contractual  Medicine  Committee  for  re- 
view and  report. 

Notional  Group  Annuity  Program  — 

AM  A Group  Disability  Insurance  Program 

F.J.L.  Blasingame,  M.D.,  Executive  Vice 
President,  American  Medical  Association,  by  let- 
ter^^ated  April  18,  1960,  sought  information 
dealing  with  “National  Group  Annuity  Program” 
and  “AMA  Group  Disability  Insurance  Pro- 
gram” pertinent  to  the  action  of  the  House  of 
Delegates  in  June  and  December,  1959.  A ques- 
tionnaire was  submitted  inquiring  into  the  ad- 
vantages and  disadvantages  of  a national  group 
annuity  program  for  physicians  under  the  aus- 
pices of  AMA.  Doctor  Blasingame  by  telegram 
dated  April  30,  1960,  states  that  unless  informed 
otherwise  prior  to  May  6,  or  receipt  by  that 
date  of  completed  questionnaires  concerning 
group  and  disability  programs,  “it  will  be  in- 
terpreted you  (this  Association)  do  not  approve 
sponsorship  of  either  program  as  an  appropriate 
AMA  activity”. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  Doctor  Blasingame  be  informed  this 
Association  has  the  matter  under  advisement 
and  it  should  not  be  concluded  at  this  time  that 
it  is  either  for  or  against  the  sponsorship  of  such 
program;  and  that  the  matter  be  referred  to  the 
Insurance  Planning  and  Investigation  subcom- 
mittee of  the  Medical  Economic  Gommittee  for 
investigation  and  report. 

FINANGIAL 

1959- 60  Financial  Report 

Doctor  Young  presented  the  Treasurer’s  re- 
port covering  the  fiscal  year  1959-60. 

1960- 61  Budget  of  Appropriations 

Doctor  Young  presented  his  proposed  budget 
of  appropriations  for  the  year  1960-61  (April 
1,  1960  to  March  31,  1961),  including  certain 
recommendations : 


REGOMMENDATIONS : 

1.  That  the  Association  dues  for  Active  Mem- 
bers for  1981  be  set  at  $70.00.  This  will  include 
a $10.00  per  member  contribution  to  AMEF. 

2.  That  consideration  be  given  to  a By-Laws 
Amendment  which  will  relieve  the  Treasurer 
from  the  onerous  task  of  receiving  and  deposit- 
ing all  the  small  receipts  of  the  Journel.  The 
Journal  business  manager  could  be  empowered 
to  set  up  a separate  accounting  system,  bank 
account,  etc. 

Reviewed  by  the  Treasurer  and  Darwin  W. 
Neubauer,  M.D.,  Editor-in-Ghief,  was  the  pro- 
posed budget  for  the  fiscal  year  1980-61  relating 
to  Arizona  Medicine  Journal  publication. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  budget  presented  by  Doctor  Neu- 
bauer be  approved. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Treasurer’s  report  for  the  fiscal 
year  1959-60,  concluded,  be  accepted  and  that 
the  budget  of  appropriations  for  the  fiscal  year 
1960-61  be  approved,  including  the  Treasurer’s 
recommendations. 

Regarding  recommendation  No.  2 of  the  Treas- 
urer, the  Board  makes  note  that  to  carry  out 
such  recommendation  it  will  be  necessary  to 
seek  the  review  and  recommendation  of  the 
Articles  of  Incorporation  and  By-Laws  Gommit- 
tee. 

Doctor  Yount  further  presented  the  report  of 
audit  dated  May  3,  1960,  received  from  R.  S. 
Gondit,  G.P.A.  of  Prescott,  Arizona,  covering 
the  fiscal  year  April  1,  1959  to  March  31,  1960. 

It  was  regularly  moved,  seconded  and  unani- 
mously carried  that  the  certified  audit  presented 
by  R.  S.  Gondit,  G.P.A. , under  date  of  March 
31,  1960,  be  accepted. 

EXEGUTIVE  SESSION 

The  Board  of  Directors  went  into  Executive 
Session  at  this  point  in  the  meeting,  the  follow- 
ing actions  resulting  therefrom: 

It  was  moved  by  Doctor  Hileman,  seconded 
by  Doctor  Manning  and  unanimously  carried 
that  the  salaries  of  the  Executive  Secretary  and 
Assistant  Executive  Secretary  be  raised  as  fol- 
lows: Robert  Garpenter,  $50.00  monthly;  Paul 
R.  Boykin,  $100.00  monthly  (or  the  ecpiivalent 
in  fringe  benefits,  if  desired,  in  either  instance); 
and  that  the  allowance  for  mileage  be  raised  to 
10  cents  per  mile.  The  Treasurer  was  directed  to 
make  provision  therefor  in  the  1960-61  budget. 
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COMMUNICATIONS 
Idaho  State  Medical  Association 
H.R.  4700  — For  and  Bill 
The  House  of  Delegates  of  the  Idaho  State 
Medical  Association  in  meeting  held  January 
£9th  and  30,  1960,  adopted  a resolution  oppos- 
ing the  Federal  purchase  of  hospitalization,  nurs- 
ing home  care  or  medical  care  for  OASDI  bene- 
ficiaries, either  directly,  as  in  H.R.  4700  (the 
Forand  Bill),  or  indirectly  through  prepayment 
plans,  private  insurance  companies  or  other 
mechanisms. 

Received  and  filed. 

Baltimore  City  Medical  Society 

The  Baltimore  City  Medical  Society  of  Balti- 
more, Maryland,  adopted  a resolution  urging  that 
hospital  accrediting  bodies  consider  the  differ- 
ence between  a small  private  hospital  and  a 
university  hospital,  and  that  different  standards 
for  private  hospitals  and  university  hospitals  be 
established. 

Received  and  filed. 

Invitations  — 1961  Annual  Meeting 

Invitations  were  received  from  the  San  Mar- 
cos Hotel,  Chandler,  the  Safari  Hotel,  Scotts- 
dale, and  the  Hiway  House,  Tucson,  offering 
their  facilities  to  accommodate  the  1961  annual 
meeting  of  this  Association. 

Referred  to  the  House  of  Delegates. 

OTHER  BUSINESS 

1961  Legislative  Program 

MR.  JACOBSON:  Some  of  the  matters  which 
have  come  across  our  desk  to  look  at  for  next 
year  have  already  been  discussed  here.  There 
are  some  others  that  Bill  Manning  may  want  to 
talk  to  or  others  who  are  on  the  State  Board  of 
Medical  Examiners.  There  has  been  talk  of  a 
possible  revision  of  the  Medical  Practice  Act, 
to  do  a variety  of  things.  One  has  been  men- 
tioned, and  that  is  to  include  within  the  defini- 
tions of  the  practice  of  medicine,  the  curing  — 
the  holding  yourself  out  to  cure  mental  ills. 
Another  has  to  do  with  possible  clarification 
of  the  problem  or  recidency  versus  internship, 
which  has  a great  many  ramifications.  Another 
has  to  do  with  the  two-year  statute  of  limita- 
tions — possible  revision  thereof  — that  has 
to  do  with  when  men  who  have  had  their  li- 
censes denied  or  revoked  may  apply  again  and 
under  what  conditions  and  how  far  back  can 
you  look  for  misdeeds,  etc.  In  addition,  there 
has  been  a great  deal  of  interest  apparently  gen- 


erated by  the  Planned  Parenthood  Society,  to 
interest  this  Association  in  a possible  amend- 
ment of  the  misdemeanor  statute.  Beyond  those 
things,  about  all  we  can  look  forward  to,  about 
which  I know,  are  the  usual  defensive  measures. 

The  meeting  adjourned  at  12:15  P.M. 

Lorel  A.  Stapley,  M.D. 

Secretary 

RESOLUTIONS 
HOUSE  OF  DELEGATES 

BUDGET  - FISCAL  YEAR  1960-61* 

RESOLVED  by  the  House  of  Delegates,  The 
Arizona  Medical  Association,  Inc.,  that  the  fol- 
lowing Budget  of  expenses  for  the  fiscal  year 
April  1,  1960  to  March  31,  1961,  be  adopted. 

RESOLVED,  that  the  House  of  Delegates  ap- 
proves that  active  membership  dues  of  this 
Association  be  continued  at  $70.00  for  the  com- 
ing year,  which  includes  $10.00  per  member  al- 
located to  AMEF. 

ADOPTED  May  6,  1960. 

SOCIAL  SECURITY  FOR  DOCTORS  OF 
MEDICINE 

WHEREAS,  the  membership  of  the  Maricopa 
County  Medical  Society  has  been  polled  to  de- 
termine the  opinions  of  its  members  regarding 
participation  in  the  Old  Age  and  Survivors  In- 
surance and  Unemployment  Compensation  Sec- 
tion of  the  Social  Security  Act,  and 

WHEREAS,  this  survey  revealed  that  the 
vast  majority  of  those  replying  are  against  par- 
ticipation by  doctors  of  medicine  in  this  Act; 
therefore,  be  it 

RESOLVED,  that  the  Maricopa  County 
Medical  Society  go  on  record  as  opposing  doctor 
of  medicine  participation  in  the  Social  Security- 
Act;  and  be  it  further 

RESOLVED,  that  this  Resolution  be  for- 
warded to  The  Arizona  Medical  Association,  Inc. 
for  introduction  into  the  House  of  Delegates 
for  its  action  at  its  annual  meeting  in  May,  1960; 
and  be  it  further 

RESOLVED,  that  a copy  of  this  Resolution 
be  forwarded  to  the  Executive  Vice  President 
of  the  American  Medical  Association,  the  Chair- 
man of  the  Ways  and  Means  Committee  of  the 
U.  S.  House  of  Representatives,  and  to  the 
Arizona  Congressional  delegation  in  the  U.  S. 
Congress. 

ADOPTED  May  6,  1960. 

"Copy  of  budget  can  be  obtained  from  Central  Offices  or 
Editorial  Office. 
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(1)  THE  IMMEDIATE  DISSEMINATION  OF 
INFORMATION  RELATIVE  TO  THE  AC- 
TION OF  THE  HOUSE  OF  DELEGATES  OF 
THE  ARIZONA  MEDICAL  ASSOCIATION, 
INC.,  MAY  6,  1960,  ON  PHYSICIANS’  PAR- 
TICIPATION IN  OLD  AGE  AND  SURVIVORS 
DISABILTY  INSURANCE  (SOCIAL  SECUR- 
ITY) 

(2)  RECOMMENDED  INDIVIDUAL  AC- 
TION OF  MEMBERS  OF  THE  ARIZONA 
STATE  MEDICAL  ASSOCIATION,  INC.,  RE- 
LATIVE TO  COMPULSORY  INCLUSION  OF 
PHYSICIANS  IN  OLD  AGE  AND  SURVIVORS 
DISABILITY  INSURANCE  (SOCIAL  SECUR- 
ITY) 

WHEREAS,  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.  has  expressed 
itself  in  opposition  to  compulsory  inclusion  of 
physicians  in  the  Social  Security  System 
(O.A.S.D.I.)  and 

WHEREAS,  the  House  Ways  and  Means 
Committee  of  the  House  of  Representatives  of 
Congress  has  in  the  past  several  weeks  voted 
11  to  9 to  provide  for  the  compulsory  inclusion 
of  physicians  under  Title  II  of  the  Social  Se- 
curity Act,  and  has  included  this  proposal  in 
its  revised  Social  Security  program  bill  and 

WHEREAS,  such  bill  will  be  presented  to 
and  voted  on  by  Congress  within  the  next  6 to  8 
weeks;  now  therefore,  be  it 

RESOLVED,  that  the  Secretary  of  The  Ari- 
zona Medical  Association,  Inc.,  shall  immedi- 
ately disseminate  information  relative  to  the 
action  of  the  House  of  Delegates  on  compulsory 
inclusion  of  physicians  in  the  Social  Security 
System  to  the  following: 

1.  All  members  of  the  Arizona  Congressional 
delegation 

2.  All  members  of  the  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives, 
Congress  of  the  United  States 

3.  President  Dwight  D.  Eisenhower 

4.  President  — Arizona  Bar  Association 

5.  Executive  Vice  President  — American  Medi- 
cal Association 

6.  AMA  News 

7.  All  physician  members  of  Congress 

8.  All  State  Medical  Associations  in  the  United 
States 

9.  Presidents  of  each  of  the  component 
County  Medical  Auxiliaries  and  be  it 
further 


RESOLVED,  that  The  Arizona  Medical  As- 
sociation, Inc.,  shall  immediately  disseminate 
in  letter  form,  to  each  member  physician,  this 
information  relative  to  the  action  of  the  House 
of  Delegates  on  Social  Security,  with  the  urgent 
recommendation  that  each  physician  write  to 
the  Chairman  of  the  House  Ways  and  Means 
Committee,  Representative  Wilbur  Mills,  and 
to  members  of  the  Arizona  Congressional  dele- 
gation, expressing  the  physician’s  opinion  rela- 
tive to  compulsory  inclusion  of  physicians  in 
the  Social  Security  System. 

ADOPTED  May  6,  1960. 

VETERAN’S  ADMINISTRATION  POLICY 
REGARDING  DISCIPLINARY  DISCHARGE 
OF  PATIENTS  WITH  COMMUNICABLE 
DISEASE 

WHEREAS,  the  present  policy  of  the  Vet- 
eran’s Administration  Hospitals  in  excluding 
from  hospitalization  for  a period  of  90  days 
some  patients  for  disciplinary  reasons,  or  re- 
fusing readmission  for  the  same  period  of  pa- 
tients that  have  left  against  medical  advice,  and 
WHEREAS,  in  Arizona  a high  percentage  of 
such  patients  are  tuberculosus  with  positive 
sputum,  and 

WHEREAS,  such  patients,  and  other  patients 
with  serious  communicable  diseases,  constitute 
a source  of  infection  to  citizens  of  the  state 
while  they  are  at  large  in  the  community  without 
adequate  isolation  or  care,  and 

WHEREAS,  numerous  new  cases  of  tubercu- 
losis have  been  traced  to  contact  with  such 
cases,  and 

WHEREAS,  the  presence  of,  or  location  of 
such  cases  is  in  the  majority  of  instances  un- 
known to  the  local  health  authorities,  and 
WHEREAS,  the  local  facilities  for  the  isola- 
tion and  care  of  known  positive  cases  of  tubercu- 
losis are  already  over-taxed  and  home  quaran- 
tine or  care  of  such  cases  is  in  most  instances 
unsatisfactory,  or  impossible,  therefore  be  it 
RESOLVED:  By  the  Arizona  Medical  As- 
sociation that  the  Veteran’s  Administration  re- 
examine the  policy  in  regard  to  disciplinary  dis- 
charge and  delay  in  readmission  for  disciplinar>- 
reasons  where  it  applies  to  cases  of  active  tuber- 
culosis who  may  become  a danger  to  the  citizens 
of  the  communities  in  which  they  reside,  so 
that  a closer  cooperation  will  exist  between  the 
Veteran’s  Administration  and  local  public  health 
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authorities,  in  order  that  adequate  provision  can 
be  made  to  quarantine  and  isolate  such  cases  of 
communicable  tuberculosis  before  they  become 
a menace  to  their  families  or  fellow  citizens. 

RESOLVED,  that  a copy  of  this  Resolution 
be  forwarded  by  our  Association  to  the  ap- 
propriate Veteran’s  Administration  officials  and 
to  the  local  county  as  well  as  to  the  state  health 
authorities. 

ADOPTED  May  6,  1960. 

OLD  AGE  AND  SURVIVORS  INSURANCE 
AND  UNEMPLOYMENT  COMPENSATION 

(SOCIAL  SECURITY)  - EXTENSION  OF 
BENEFITS  TO  ALL  CITIZENS  OF  THE 
UNITED  STATES 

WHEREAS,  it  is  the  belief  of  some  that  all 
classes  and  individuals  in  the  United  States 
should  be  forced  to  participate  in  the  old  Age 
and  Survivors  Insurance  and  Unemployment 
Compensation  Section  of  the  Social  Security 
Act;  and 

WHEREAS,  it  has  been  the  expressed  opinion 
of  the  members  of  The  Arizona  Medical  As- 
sociation, Inc.,  voiced  by  an  overwhelming  ma- 
jority (404  against  and  16  for)  that  we  were 
opposed  to  compulsory  inclusion;  and 

WHEREAS,  it  has  been  the  repeatedly  ex- 
pressed opinion  of  the  House  of  Delegates  of 
the  American  Medical  Association  that  it  “un- 
equivocally opposes  the  compulsory  inclusion 
of  self-employed  physicians  in  the  Social  Se- 
curity System”;  and 

WHEREAS,  benefits  from  the  Old  Age  and 
Survivors  Insurance  and  Unemployment  Com- 
pensation would  be  wholly  unrealistic  when 
applied  to  the  medical  profession;  now,  there- 
fore, be  it 

RESOLVED,  that  the  members  of  The  Ari- 
zona Medical  Association,  Inc.  duly  assembled 
in  its  1960  meeting  do  hereby  again  express  their 
firm  opposition  to  being  included  under  the  Old 
Age  and  Survivors  Insurance  and  Unemploy- 
ment Compensation;  and  be  it  further 

RESOLVED,  that  the  members  of  this  As- 
sociation reaffirm  their  desire  for  legislation 
which  would  allow  them  to  exercise  their  in- 
dividual God-given  right  to  plan  and  save  for 
their  future  by  a more  equitable  tax  deductible 
method,  as  exemplified  by  the  Simpson-Keogh 
bill;  and  be  it  further 


RESOLVED,  that  the  expression  of  this  reso- 
lution be  forwarded  to  our  United  States  Con- 
gressmen, the  American  Medical  Association, 
and  the  leaders  and  proper  committees  of  the 
Arizona  State  Legislature. 

ADOPTED  May  6,  1960. 

PUBLICITY  OF  FEDERALIZED 
MEDICAL  PLANS 

WHEREAS,  rapidly  mounting  pressures  from 
trade  unions,  politicians,  and  well-meaning 
Socialists  promise  very  soon  to  force  Forand- 
type  legislation  upon  the  American  people;  and 

WHEREAS,  though  most  of  the  medical  fra- 
ternity and  allied  professions  realize  the  danger- 
ous and  undesirable  features  of  Forand-type 
legislation,  the  majority  of  U.  S.  citizens  are 
not  aware  of  these  facts  and  thus  could  be 
swayed  to  allow  this  dangerous  legislation  to 
pass;  and 

WHEREAS,  it  does  not  appear  that  organized 
medicine  and  allied  professions  are  accomplish- 
ing a small  fraction  of  what  should  be  done 
about  bringing  the  facts  to  the  public;  now, 
therefore,  be  it 

RESOLVED  that  the  Arizona  Medical  As- 
sociation, Inc.  lose  no  time  in  launching  a 
vigorous  publicity  campaign  giving  the  true 
facts  regarding  federalized  medicine  to  the 
public.  This  campaign  to  be  pursued  on  tele- 
vision, radio,  newspapers,  magazines,  public 
debate  and  before  all  service  clubs. 

This  campaign  can  be  strengthened  by  com- 
bining forces  with  the  professions  allied  to 
medicine,  as  well  as  the  pharmaceutical  com- 
panies, the  insurance  companies,  the  U.  S.  Cham- 
ber of  Commerce,  and  other  groups  who  realize 
the  threat  of  Socialized  Medicine. 

In  short,  we  who  realized  the  danger  have 
a responsibility  to  speak  out.  Our  responsibility 
is  not  only  to  our  fellow  citizens,  but  also  to 
our  medical  posterity;  further,  be  it 

RESOLVED  to  set  an  example  and  work 
with  the  A.M.A.  to  pursue  this  course  upon  a 
national  scale. 

ADOPTED  May  6,  I960. 

ESTABLISHMENT  OF  A PROGRAM  OF 
VOLUNTARY  HEALTH  AND  ACCIDENT 
INSURANCE  TO  COVER  THE  HEALTH 
NEEDS  OF  OLDER  CITIZENS 

WHEREAS,  people  in  the  older  age  group 


VoL  17,  No.  8 


Arizona  Medicine 


471 


in  this  country  have  become  more  nnmerous  due 
in  part  to  the  advances  in  medical  science,  and 

WHEREAS,  people  aged  65  or  older  often 
are  living  on  retirement  incomes  which  are 
subject  to  devaluation  by  the  progressive  in- 
flation of  the  currency,  and 

WHEREAS,  this  same  segment  of  the  popu- 
lation often  requires  medieal  and  surgical  care 
in  excess  of  the  average  citizen,  and 

WHEREAS,  there  are  numerous  proposals  by 
certain  senators  and  representatives  to  solve  this 
problem  by  federal  government  programs  fi- 
nanced by  general  taxation  of  the  people,  and 

WHEREAS,  the  medical  profession  has  con- 
sistently been  opposed  to  federal  government 
intervention  in  the  field  of  medical  care,  now, 
therefore, 

RE  IT  RESOLVED:  That  the  Arizona  Medi- 
cal Association  goes  on  record  as  being  in  favor 
of  and  willing  to  cooperate  fully  in  the  estab- 
lishment of  a program  of  voluntary  health  and 
accident  insurance  to  cover  completely  the 
health  needs  of  the  older  citizen  which  will  be 
non-cancellable  and  open  to  all  people  in  this 
age  group  regardless  of  physical  condition,  and 

RE  IT  EURTHER  RESOLVED:  That  we 
feel  this  is  the  one  program  which  can  success- 
fully combat  the  threat  of  socialized  government 
medicine  which  will  destroy  the  private  practice 
of  medicine  and  the  private  insurance  industry 
as  we  know  them  today. 

ADOPTED  May  6,  I960. 

AMENDMENT  TO  CHAPTER  II 
MEMBERSHIP,  SECTION  3 CLASSES  OF 
MEMBERSHIP,  (E)  AFFILIATE 
MEMBERS,  PROVIDING  FOR  A FIFTH 
CATEGORY  OF  ELIGIBILITY 

(E)  Affiliate  Members 

Affiliate  members  may  be  elected  to  this 
Association  by  the  Board  upon  recommenda- 
tion by  county  societies  from  ( 1 ) those  doctors 
of  medicine  who  are  duly  accredited  in  Mexico, 
or  in  foreign  countries,  engaged  in  medical 
missionary  and  similar  educational  and  philan- 
thropic work,  (2)  Arizona  dentists  who  are 
members  in  good  standing  of  their  local  and 
state  societies,  (3)  pharmacists  who  are  active 
members  of  their  Arizona  State  Association, 
[and]  (4)  teachers  of  medicine  and  allied 
sciences  who  are  not  eligible  to  other  member- 


ship in  this  Association,  AND  (5)  FORMER 
ACTIVE  MEMBERS  OF  THIS  ASSOCIA- 
TION, WHO  ARE  NOW  IN  PRACTICE  IN 
ANOTHER  STATE. 

Rights.  Affiliate  members  shall  enjoy  the 
privileges  of  attending  the  scientific  meetings. 
They  shall  not  have  the  right  to  serve  as  Dele- 
gate, or  to  hold  elective  or  appointive  office. 
They  shall  pay  no  dues. 

NOTE:  [Bracketed]  word  represents  deletion, 
CAPITALIZED  words  are  new  material. 

ADOPTED  May  6,  1960. 

ESTABLISHMENT  OF  AN  ADULT 
PSYCHIATRIC  CLINIC 

WHEREAS,  psychiatrists  in  the  Phoenix  and 
Tucson  areas  agree  that  there  is  a need  for  adult 
psychiatric  clinics;  and 

WHEREAS,  psychiatrists  in  private  practice 
have  agreed  to  help  approved  agencies  fostering 
such  adult  clinics;  and 

WHEREAS,  these  clinics  would  be  for  peo- 
ple unable  to  afford  private  psychiatric  care; 
and 

WHEREAS,  it  is  felt  that  other  communities 
over  the  state  have  these  same  needs;  and 

WHEREAS,  such  clinics  would  work  in  con- 
junction with  existing  state  and  community 
agencies  involved  in  mental  health  and  woidd 
expect  to  tie  in  their  activities  with  the  state 
universities;  e.g.  training  facilities  for  clinical 
psychologists  and  social  workers;  now,  therefore, 
be  it 

RESOLVED,  that  the  Arizona  Medical  As- 
sociation go  on  record  as  recognizing  the  real 
need  for  such  clinics;  and  be  it  further 

RESOLVED,  that  this  Association  will  do 
everything  in  its  power  to  support  communitx 
establishment  of  such  clinics. 

ADOPTED  May  6,  1960. 

LIAIITATION  OF  FEDERAL  MEDICAL 
CARE  OF  ALL  VETERANS  TO 
SERVICE-CONNECTED  DISABILITIES 

WHEREAS,  non-service  connected  disabili- 
ties are  cared  for  in  Veterans’  Hospitals;  and 

WHEREAS,  a large  portion  of  the  patient 
load  of  the  Veterans’  Hospitals  consists  of  non- 
service connected  disabilities;  in  No\ember  1957 
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at  a given  day  there  were  39,230  service  con- 
nected patients  and  74,770  non-service  con- 
nected patients  in  Veterans’  hospitals;  and 

WHEREAS,  the  cost  of  care  for  patients  in 
Veterans’  Hospitals  as  compared  with  the  cost 
of  care  in  private  hospitals  must  be  considered; 
and 

WHEREAS,  there  has  been  a tendency  to 
provide  care  for  more  and  more  people  under 
federal  sujiervision;  therefore,  be  it 

RESOLVED,  that  federal  medical  care  of 
all  veterans  be  limited  to  service-connected  dis- 
abilities 

RESOLVED,  that  a copy  of  this  Resolution 
be  mailed  to  the  Executive  Vice  President  of 
the  American  Medical  Association,  the  Arizona 
Congressional  delegation.  Administrator  of  the 
Veterans  Bureau,  to  the  Maryland  Medical  As- 
sociation, the  Chairman  of  the  Armed  Forces 
Committees  of  each  House  of  the  U.  S.  Con- 
gress, and  a copy  to  the  author  of  the  Resolu- 
tion, the  Honorable  Doctor  Steen  of  Tucson. 

ADOPTED  May  6,  1960. 


“Nonsense  dean,  we  were  practicing 
mouth-to-mouth  resuscitation!" 


Serving  Arizona 
Health  Needs 
Since  1908 


/Sum-6iMA4 

^ DRUG  STORES 


Phoenix  - Tucson  - Scottsdale  -Sunnyslope 


Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale  - Wickenburg 


A 


■ • logical 
prescription  for 
overweight  patients 


anorectic-ataractic 


meprobamate  400  mg.,  with  d-am^hetamine  sulfate  5 mg.,  Tablets: 


meprobamate  plus  d-amphetamine... 
I depresses  appetite... elevates  mood... 
I eases  tensions  of  dieting... without  over- 
! stimulation,. insomnia  or  barbiturate 
j hangover. 

; Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 


L 


ONE  and  only  ONE 


PER 

DAY  will  economically 


control  appetite  in  weight  reduction 
or  relieve  the  nervous  symptoms  of 
anxiety  and  the  underlying  depression. 


Timed  AMOJca;  CAPSULES  (Testagar)  furnish  a controlled  uniform  action. 
The  medications  provide  prolonged,  continuous  therapeutic  effect  from  active 
ingredients  over  a period  of  6 to  10  hours. 

Following  ingestion  of  one  Timed  AMOc/ca;  CAPSULE,  small  amounts  of 
the  medication  are  released  immediately. 

Each  Timed  AMOcfex  CAPSULE  contains  a daily  therapeutic  dose  of: 


Dextro-amphetamine  hydrochloride 15  mg., 

Amobarbital  60  mg. 

PROTRACTED  THERAPEUTIC  EFFECT 


AMOdex 

ADVANTAGES 

HIGH-LEVEL  ANOREXIGENIC 
ACTIVITY  WITHOUT 
NERVOUS  EXCITATION 
SMOOTH,  UNIFORM 
ACTION 

THERAPEUTIC  EFFEa 
LASTING  6 TO  10  HOURS 
ONLY  ONE  DOSE  DAILY 
aiNICALLY  ECONOMICAL 
TO  THE  PATIENT 


Timed  AMOcfex  CAPSULES 
are  manufactured  under 
these  patent  numbers: 
2,736,682  - 2,809,916 
2,809,917  - 2,809,918 
Which  provide  prolonged, 
continuous  therapeutic 
effect  over  a period  of 
6-10  hours 


Before  the  development  of  Timed  AMOt/ea:  (Testagar)  the  usual  ^ose  of 
Dextro-amphetamine  hydrochloride,  for  the  control  of  appetite,  was  one 
5 mg.  tablet  two  or  three  times  a day.  The  usual  dose  of  Amobarbital  ranged 
from  20  to  40  mg.,  two  or  three  times  a day.  On  sueh  a dosage  regimen  the 
absorption  of  the  drugs,  after  ingestion,  takes  place  quite  rapidly.  The  thera- 
peutic activity  occurs  within  one-half  to  one  hour.  When  the  therapeutic  peak 
is  reached,  a gradual  decline  takes  place.  At  this  point,  the  patient  should 
receive  another  dose  of  medication  . . . the  cycle  is  then  repeated. 

Patients  frequently  fail  to  follow  the  physician’s  instructions.  They  take 
medication  at  irregular  intervals.  When  this  occurs  with  drugs  such  as 
dextro-amphetamine  sulfate,  phosphate  or  hydrochloride,  excitation  may 
result.  A balanced  combination  of  Dextro-amphetamine  hydrochloride,  the 
preferred  salt,  plus  a balanced  daily  dose  of  Amobarbital  will  give  the 
expected  therapeutie  results  without  excitation. 

Timed  AMOc^ca;,  after  ingestion,  releases  Dextro-amphetamine  Hydro- 
chloride and  Amobarbital  steadily  and  uniformly  over  a period  of  6 to  10 
hours.  Therefore,  the  physician  may  dispense  with  the  usual  dosage  schedule 
thereby  attaining  better  control  of  therapy.  The  patient  will  receive  the  bene- 
fits of  even  and  sustained  therapeutic  effects.  Side  reactions  such  as  anxiety 
and  excitation  are  greatly  minimized. 

ACTION  AND  USES 

Timed  PiMOdex  CAPSULES  (Testagar)  supply  the  antidepressant  and 
mood-elevating  effects  of  Dextro-amphetamine  hydrochloride  and  the  calming 
action  of  Amobarbital.  Timed  AMOJea:  elevates  the  mood,  relieves  nervous 
tension,  restores  emotional  stability  and  the  capaeity  for  mental  and  physical 
effort. 

INDICATIONS 

Timed  AMOc?e:r  is  the  preferred  treatment  in  anxiety  states  and  in  the 
management  of  obesity.  Timed  AMOcfex  may  also  be  used  in  the  treatment 
of  Depressive  states.  Alcoholism,  Nausea  and  Vomiting  of  Pregnancy. 
DOSAGE  The  Daily  Dose  of  Timed  AMOcfeA;  (Testagar)  IS  ONE  CAP- 
SULE ON  ARISING  OR  AT  BREAKFAST. 

SUPPLIED  Bottles  of  100  and  1000  capsules,  available  at  all  pharmacies. 
Also  supplied  in  half  strength  as  Timed  AMOdeA:,  Jr. 
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<J\lcclical  *Societ^  of  tin 


Ignited  <^^tates  an  dJH, 


QXICO 


Guadalajara  and  Mazatlan  in  November 


if' 


The  same  excellence  of  papers  and  the  same 
splendid  attendance  at  all  sessions  are  expected 
at  our  next  annual  meeting  as  have  been  experi- 
enced in  the  past.  We  will  meet  in  Guadalajara 
on  November  8,  9,  10  and  in  Mazatlan  on  11  and 
12. 

Guadalajara  is  Mexico’s  second  largest  city 
with  a population  of  almost  a half  million,  an 
elevation  of  5052  feet.  The  climate  is  very  even, 
never  cold,  never  hot.  The  homes  have  neither 
heating  nor  cooling  facilities.  It  is  a beautiful 
city  and  has  been  spared  violence;  it  is  now  as 
the  Mexican  Automobile  Club’s  guide  says,  “An 
unmarred  reflection  of  Mexico’s  colonial  past 
and  also  a mirror  of  the  XXth  Century  progress 
with  industries,  factories  and  large  markets.” 
Members  and  wives  attending  the  meeting- will 
have  an  opportunity  to  visit  Tlaquepaque,  a 


suburb  where  they  make  and  sell  articles  of  pot- 
tery, glassware,  silver  and  other  native  craft 
items.  There  will  also  be  a trip  to  Chapala  on 
Mexico’s  largest  lake. 

Mazatlan,  meaning  “place  of  the  deer”,  is  fa- 
miliar to  many  of  our  members  as  a famous  fish- 
ing port.  This  city  of  40,000  is  situated  on  the 
Gulf  of  California  and  has  one  of  the  most  beau- 
tiful setitngs  on  the  west  coast  of  Mexico. 

Our  members  who  have  attended  meetings  in 
Mexico  do  not  need  to  be  told  about  the  hospi- 
tality always  found  there;  those  of  you  who  will 
be  going  for  the  first  time  will  come  back  trying 
to  find  words  to  describe  it. 

You  will  soon  be  furnished  with  information 
concerning  reservations  and  methods  of  travel 
available. 

Juan  E.  Fonseca,  M.D. 
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SURVrVAL 

Thomas  Jefferson  commented  that  it  was  an 
aim  of  the  Declaration  of  Independence  “to 
place  before  mankind  the  common  sense  of  the 
subject,  in  terms  so  plain  and  firm  as  to  com- 
mand their  assent,  and  to  justify  ourselves  in 
the  independent  stand  we  are  compelled  to 
take.”  We  must  make  that  stand  in  establishing 
our  defense  program. 

The  public  must  be  made  aware  of  the  fact 
that  our  survival  as  a nation  is  at  stake.  We  as 
medical  men  must  assist  and  so  establish  the 
situation  in  terms  that  the  public  will  under- 
stand, so  that  they  will  respond  to  this  aspect 
of  our  defense.  Unfortunately  we  must  place  it 


in  the  terms  of  Civil  Defense,  a term  that  during 
World  War  II  in  the  U.S.  was  synonymous  with 
playing  tin  soldier.  And  possibly  because  of  this 
term  it  is  a phase  of  our  way  of  life  that  is  not 
given  just  consideration  and  planning. 

We  have  remained  a free  nation  because  of 
the  foresight  of  individuals  such  as  General  Le- 
may  who  have  continued  to  demand  adequate 
strategic  air  capability.  No  other  position  would 
have  been  so  effective.  It  does  not  appear  in  our 
time  that  this  retaliatory  capability  can  be  les- 
sened. 

Alongside  this,  however,  we  must  develop  an 
internal  capability  to  survive  as  a nation.  Our 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  nrles  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

.5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


(The  opinions  expressed  in  the  original  contributions  do  not 
necessarily  e.xpress  the  opinion  of  the  Editorial  Board.) 
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government  has  established  a stand  which  ne- 
cessitates that  if  and  when  war  comes  we  must 
accept  a tremendous  blow.  This  could  prove  to 
be  a mortal  one  if  we  are  not  prepared  to  accept 
it.  The  ability  to  recover  from  this  blow  and  to 
survive  an  all-out  attack  is  merely  an  extension 
of  our  arm  of  retaliation.  The  denial  of  the  abil- 
ity to  destroy  a population  magnifies  the  Rus- 
sians’ problem  of  offense  many  times.  Proper 
preparation  presents  a serious  threat  to  their 
ability  to  deliver  a knockout  punch,  and  their 
burden  is  increased  by  increasing  the  stress  on 
their  economy  with  extended  military  require- 
ments. 

If  we  as  citizens  and  doctors  are  hard-willed 
enough  to  plan  for  survival,  to  prepare  reason- 
ably secure  fallout  shelters,  to  practice  emer- 
gency procedures,  then  we  have  taken  a large 
step  to  eliminate  panic  and  hysteria  and  are  so 
organized  that  we  can  support  the  necessary  re- 
taliatory forces. 

Our  organization  must  take  positive  steps  to 
meet  the  requirements  that  may  be  placed  upon 
it.  It  must  eliminate  the  defeatist  attitude  that 
there  is  nothing  to  be  clone. 

A re-evaluation  of  the  potential  target  sites  in 
Arizona  and  the  planned  targets  that  exist  makes 
it  possible  for  one  to  reach  only  one  conclusion. 
This  is  a way  of  life  that  we  must  accept  — we 
must  take  steps  to  live  with  this  during  the  en- 
suing years  and,  if  necessary,  to  survive  the  ini- 
tial destructive  impact. 

This  calls  for  reactivation  of  our  Civil  Defense 
committee  with  serious  thinking  on  the  part  of 
those  involved  to  properly  evaluate  the  situa- 
tion, to  adequately  make  recommendations  for 
our  survival  and  the  care  of  the  enormous  num- 
ber of  patients  that  would  be  turned  upon  us. 

Obviously,  fallout  is  the  problem,  and  inac- 
tivity plays  only  into  the  hands  of  the  enemy. 

DWN 

A GUEST  EDITORIAL* 
WATCH  OUT! 

It  is  quite  possible  the  powers  that  be  in 
Washington  have  more  than  one  reason  for  com- 
plaining about  the  prices  of  drugs.  Senator  Estes 

Reprint  from  Virginia  Medical  Monthly,  Vol.  87,  pages  176- 
176,  April,  I960. 


Kefauver’s  drug  price  investigating  subcommit- 
tee would  have  us  believe  that  the  government’s 
sole  interest  is  “simply  with  the  price  of  drugs— 
a price  which  must  be  paid  by  someone  under 
any  system  of  medical  care.  ” I think  there  is  a 
psychological  reason  which  they  hope  to  keep 
under  cover.  This  Senate  antitrust  investigation 
is  just  another  cunning  approach  in  the  attempt 
to  slip  socialized  medicine  in  at  the  back  door. 
It  appears  to  me  that  Mr.  Kefauver  almost  gave 
this  fact  away  in  his  opening  statement  when  he 
said:  “It  is  not  the  purpose  of  these  hearings  to 
question  in  any  way  the  American  system  of  pri- 
vate medical  practice.”  I react  to  this  statement 
in  the  same  manner  I would  if  a small  boy  should 
rush  into  my  office  and  exclaim:  “Doctor,  some- 
one batted  a baseball  through  your  back  window 
—and  I don’t  want  you  to  think  that  I did  it.” 

If  these  investigators’  thoughts  were  just  in 
the  drug  field,  they  should  also  be  concerned 
about  quality  as  well  as  price.  They  certainly 
have  shown  a lack  of  interest  in  the  cost  of  phar- 
maceutical research  and  manufacturing,  and 
without  research,  drugs  would  soon  degrade  in 
both  quality  and  quantity.  The  Senator’s  line  of 
reasoning  in  advocating  that  druggists  be  al- 
lowed to  use  generic  instead  of  brand  names, 
would  throw  the  drug  business  into  a tail  spin 
within  a short  time.  If  one  company  spends  a 
million  dollars  to  produce  a new  drug,  and  an- 
other concern  is  allowed  to  copy  the  formula, 
pay  none  of  the  research  cost,  and  market  the 
product  at  a low  price,  the  results  would  be  dis- 
astrous. The  better  firms  would  go  broke,  initia- 
tive to  find  new  drugs  would  be  smothered  and 
we  would  find  ourselves  advancing  in  reverse  — 
back  towards  the  “calomel  and  castor  oil  days”. 

I feel  that  these  governmental  probes  are  mo- 
tivated, primarily,  for  publicity.  If  they  can  at- 
tract enough  attention  by  their  investigations  of 
the  major  drug  manufacturing  firms,  and  lead 
the  American  people  into  believing  that  the 
prices  of  drugs  are  too  high,  it  might  be  possible 
to  gain  a large  number  of  sympathetic  listeners. 

They  hope  to  stir  up  enough  interest  in  the 
drug  controversy  to  swing  the  spotlight  away 
from  the  doctors  for  a while,  give  us  a breathing 
spell,  make  us  feel  complacent  and  lessen  our 
vigil  against  legislation  like  the  Forand  bill.  It 
is  their  wish  that  we  don’t  get  wise  to  their  two- 
fold purpose  of  these  investigations  in  relation 
to  the  Forand  bill  itself.  First,  they  will  attempt 
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to  convince  the  public  that  older  people,  on  so- 
cial security,  will  not  be  able  to  pay  the  high 
drug  prices  —and  that  the  government  should 
step  in  to  help.  Second,  if  these  tactics  could  get 
a Forand  type  of  legislation  passed  without 
enough  medical  publicity  to  stir  up  strong  oppo- 
sition — they  would  be  in  position  to  widen  so- 
cial security  to  cover  everybody.  Then  we  would 
have  socialized  medicine  under  another  name. 

People,  consciously,  or  unconsciously,  associ- 
ate drugs  and  physicians  together.  An  aroused 
populace  against  drug  prices  would  not  be  too 
friendly  towards  tlie  medical  profession.  Such  a 
situation  would  gain  recruits  for  a more  effec- 
tive battle  against  the  free  practice  of  medicine. 
While  we  sit  on  the  side  lines,  apparently  un- 
molested, and  watch  the  steam  roller  attempt 
to  crush  the  drug  firms,  we  must  remain  alert. 
We  could  get  caught  napping  like  Hitler  did  one 
time  during  World  War  II  — when  the  Allied 
soldiers  were  issued  heavy,  long-handled  under- 
wear. As  soon  as  the  Germans  got  wind  of  it, 
they  rushed  up  to  Norway  while  our  troops 
poured  into  Africa.  It  behooves  us  to  watch  out 
for  all  sorts  of  misleading  tactics,  because  this 
drug  battle  is  only  a sham  attack.  The  medical 
profession  is  their  chief  objective.  They  hope  to 
find  time  to  reorganize  their  forces,  turn  upon 
us  without  warning  and  launch  a surprise  attack 
where  and  when  we  might  least  expect  it. 

F.  Clyde  Bedsaul,  M.D. 

Floyd,  Va. 

1960  CONVENTION 

The  most  successful  convention,  the  69th,  was 
concluded  May  7,  I960.  The  registration  of  over 
400  is  equal  to  approximately  40%  of  the  mem- 
bership. This  is  indeed  a record.  The  scientific 
program  was  superior,  and  the  social  activities 
were  well  attended  where  personal  communica- 
tions were  enjoyed.  The  physical  facilities  were 
above  previous  levels. 

That  the  Americans  still  enjoy  this  privilege, 
to  change  their  minds,  was  illustrated  by  the 
scarcity  of  steaks  at  the  dinner  dance.  If  in  the 
future,  a convention  evokes  as  few  complaints 
as  this  one,  it  will  be  most  successful. 

The  exhibitors,  who  contribute  (not  for  Ke- 
fauver),  were  well  pleased,  thanks  to  Roland 
Schoen,  and  we  can  thank  Roland  for  the  suc- 


cessful novel  organization.  One  potential  exhib- 
itor, whose  company  chose  not  to  exhibit  this 
year,  stated,  “It  was  so  good  that  I think  the  ad- 
mission fee  for  exhibitors  should  be  raised  next 
year.” 

The  writer,  who  will  be  charged  with  the  re- 
sponsibility of  organizing  and  directing  the  1961 
meeting,  is  indeed  challenged  by  the  pattern 
set  this  year  by  Lindsay  Reaton  and  his  commit- 
tee. Rut  we  will  try  — if  you  have  any  construc- 
tive criticism  or  advice,  it  will  be  more  than 
welcome SEE  YOU  NEXT  YEAR. 

LRS 


MEDICO-LEGAL  DIGEST 

Notice  is  taken  to  the  appearance  of  a month- 
ly publication  entitled  “Medico-Legal  Digest” 
which  is  striving  to  take  its  place  among  the 
many  publications  of  this  type  in  carrying  infor- 
mation to  the  practicing  physician  on  the  perti- 
nent application  of  the  law  to  medicine.  The 
Roard  of  Directors  of  this  publication  include 
such  famous  names  as  LeMoyne  Snyder,  M.D., 
L.L.D.  of  “Court  of  Last  Resort”  fame,  and  Dr. 
Carl  Wasmuth,  M.D.,  L.L.D.  from  the  Depart- 
ment of  Legal  Medicine,  of  the  Cleveland  Mar- 
shall Law  School. 

It  is  hoped  that  this  publication  will  present 
factual  information  rather  than  editorialize  so 
that  we  may  drew  our  own  conclusions  in  the 
relationship  of  the  law  to  medicine. 

IMC. 


SOURCE  FOR  STATISTICS 

HEALTH  STATISTICS  from  the  U.S.  Na- 
tional Health  Survey  (Series  R — No.  16,  May 
1960)  covers  statistics  on  the  number  of  injuries 
and  days  of  disability  due  to  injuries  by  type  of 
injury,  class  of  accident,  sex,  and  age  and  is 
based  on  data  collected  in  household  interviews 
during  the  period  July  1958  - June  1959. 

For  this  report.  No.  584-R16  (price  30  cents) 
and  others  in  the  series  of  Public  Health  Service 
Publications,  order  from  the  Superintendent  of 
Documents,  U.S.  Government  Printing  Office, 
Washington  25,  D.  C. 
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David  Marcus,  M .D. 

1901  - 1960 


David  Marcus,  M.D. 


Dr.  David  Marcus  had  practiced  medicine  in 
Tucson  for  the  past  11  years,  having  moved  there 
in  1948.  He  was  born  in  Montreal,  Canada  and 
was  a graduate  of  McGill  University  Medical 
School  in  Montreal.  He  interned  at  Manhattan 
State  Hospital,  New  York  City,  1923-24;  Mt. 
Sinai  Hospital,  Cleveland,  Ohio,  1924-25;  and 
Sunny  Acres  Sanatorium,  Warrensville,  Ohio, 
1925-26.  For  a number  of  years  he  was  in  private 
practice  in  Cleveland.  He  was  a Fellow  of  the 
American  College  of  Chest  Physicians. 

During  World  War  11  Dr.  Marcus  served  as  a 
major  at  Fitzsimmons  General  Hospital  in  Den- 
ver, from  1942-46. 


Dr.  Marcus  was  a member  of  the  Pima  Coun- 
ty, Arizona,  and  American  Medical  Associations; 
the  Association  of  Military  Surgeons  and  the 
Trudeau  Society.  He  was  also  a member  of  the 
Tucson  Elks  Club  and  Morgan  McDermott  Post 
of  the  American  Legion.  He  was  a former  mem- 
ber of  the  Uptown  Optimists  Club. 

His  widow,  Bernice  Mae,  resides  at  4102  E. 
Lester,  Tucson.  Their  two  sons  are  James  of 
Tucson,  and  Bernard,  of  Sacramento.  His  mother 
is  Mrs.  Mary  Marcus,  of  Ste.  Agathe,  Quebec; 
his  brothers  and  sisters  are  Dr.  Simon  Marcus, 
of  Tucson,  Marc,  of  Montreal,  Louis,  of  Van- 
eouver,  B.  C.,  Mrs.  Bebecca  Shapiro,  of  Ste. 
Agathe,  and  Mrs.  Fanny  Plastock,  of  Cleveland. 

RESOLUTION 

WHEREAS,  the  members  of  the  Pima  County 
Medical  Society  recognize  that  the  death  of 
David  Marcus,  M.D.  has  caused  the  community 
in  which  he  served  to  suffer  the  loss  of  a skillful 
and  devoted  physician,  and 

WHEREAS,  in  particular,  his  colleagues  in 
medicine  feel  a deep  sense  of  personal  loss  in 
the  death  of  a fellow  physician  respected  for  his 
ability  and  his  ideals,  and  of  a companion  loved 
for  his  kindly  wit  and  his  unfailing  gaiety  of 
spirit,  be  it  THEREEORE 

RESOLVED:  That  the  Pima  County  Medical 
Society  inscribe  these  sentiments  in  its  perma- 
nent records,  and  convey  to  his  family  an  ex- 
pression of  sorrow  and  sympathy  in  this  inti- 
mate grief. 
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Frank  Cohen,  M.D.  - 1879-1960 


FRANK  COHEN,  M.D. 

Dr.  Frank  Cohen  was  born  in  New  York  City. 
He  graduated  from  Columbia  University  in  1903 
and  interned  in  New  York  and  followed  this 
with  special  training  in  pathology  and  practiced 
it  exclusively  for  30  years  prior  to  coming  to  Ari- 
zona. He  was  a diplomate  of  the  American  Board 
of  Pathology. 

Through  the  first  World  War  Dr.  Cohen 
served  as  a Captain  in  the  medical  corps.  After 
the  war  he  located  in  Quincy,  Illinois,  where  he 
conducted  his  own  pathological  laboratory.  At 
the  same  time  he  was  pathologist  to  two  hospi- 
tals in  that  city,  St.  Mary’s  and  Blessing,  doing 
all  of  their  laboratory  work,  conducting  clinical 
pathological  conferences  and  becoming,  for  one 
term,  president  of  the  medical  staff  of  one  of  the 
hospitals.  During  this  time  he  also  served  as 
secretary  and  later  president  of  the  local  county 


medical  society  in  Quincy,  Illinois.  He  was  path- 
ologist to  a state  branch  cancer  clinic. 

Dr.  Cohen  eventually  sold  his  pathological 
laboratory  and  traveled  somewhat  extensively 
before  coming  to  Tucson.  He  served  Pima  Coun- 
ty Ceneral  Hospital  as  pathologist  from  Septem- 
ber, 1950  to  January,  1958  and  became  a mem- 
ber of  the  F'ifty  Year  Club  in  1953.  Following 
his  retirement  from  the  county  hospital,  he  and 
his  wife  traveled  again  in  Mexico  and  overseas. 

Dr.  Cohen’s  widow,  Constance  Plant  Cohen, 
resides  at  2820  E.  Tenth  Street,  Tucson.  Their 
three  children  are  Mrs.  Agnes  Bogart  of  New 
York  City,  Mrs.  Joanne  Powers  of  Chicago,  and 
George  H.  Plant  of  Philadelphia. 


JOHN  C.  GODBEY,  JR.  M.D. 

Dr.  John  Campbell  Godbey,  Jr.,  died  in  Mo- 
renci.  May  7,  1959. 

Dr.  Godbey  was  born  at  Fayette,  Missouri, 
June  II,  1914.  He  received  his  M.D.  degree  from 
the  University  of  Texas  Southwestern  Medical 
College,  Dallas,  in  1944;  interned  at  the  Baylor 
University  Hospital,  Dallas,  1944-1945;  served 
a residency  in  Obstetrics  and  Gynecology  at  the 
Baylor  University  Hospital  1945-1946;  served  in 
the  Army  of  the  United  States  1946-1947  being 
honorably  discharged  with  the  rank  of  Captain; 
was  licensed  to  practice  Medicine  and  Surgery 
in  Texas  on  May  I,  1944;  practiced  his  profes- 
sion in  that  state  from  1947  to  1956. 

He  received  a license  to  practice  in  Arizona 
on  January  21,  1956.  He  immediately  began 
practice  in  Morenci.  He  was  at  the  time  of  his 
death  a member  in  good  standing  of  the  Green- 
lee County  Medical  Society,  the  Arizona  Medi- 
cal Association,  and  the  American  Medical 
Association. 
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Use  of  Triiodothyronine  (T-3)  in  the 
Treatment  of  Acute  Barbiturate 

Poisoning 


COMMITTEE  ON  POISONING  CONTROL 


During  the  past  two  years  a number  of  tele- 
phone inquiries  have  been  received  at  the  Ari- 
zona Poisoning  Control  Information  Center  con- 
cerning the  efficacy  of  the  thyroid  hormone  tri- 
iodothyronine (T-3)  in  the  treatment  of  barbi- 
turate poisoning.  The  majority  of  these  tele- 
phone inquiries  apparently  stemmed  from  a 
newspaper  article(l)  describing  the  use  of  tri- 
iodothyronine in  counteracting  a lethal  overdose 
of  barbiturates.  The  article  concluded  that  “in 
the  absence  of  an  artificial  kidney  which  gener- 
ally has  been  used  in  extreme  cases  of  barbitu- 
rate toxicity,  T-3  appears  to  be  one  of  the  best 
therapeutic  remedies  found  thus  far”.  Also,  dur- 


ing this  period,  the  Arizona  Poisoning  Control 
Information  Center  received  reports  concerning 
two  cases  of  barbiturate  poisoning  which  were 
treated  with  the  intravenous  injection  of  triiodo- 
thyronine and  one  case  which  was  treated  with 
the  intravenous  injection  of  thyroxin.  It  was  im- 
possible to  assess  the  efficacy  of  the  thyroid 
hormones  in  reversing  the  central  nervous  sys- 
tem depression  caused  by  acute  barbiturate  in- 
toxication in  these  cases,  since  various  combina- 
tions of  analeptic  agents,  such  as  bemegride, 
metrazol,  and  caffeine  and  sodium  benzoate 
were  also  employed. 

Since  a search  of  the  medical  literature  re- 
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vealed  no  clinical  reports  or  experimental  stud- 
ies on  the  use  of  triiodothyronine  as  a barbitu- 
rate antagonist,  the  Arizona  Poisoning  Control 
Information  Center  was  prompted  to  conduct 
preliminary  animal  studies  on  the  effect  of  the 
thyroid  hormone  on  barbiturate-treated  mice. 
These  experimental  studies  consisted  of  deter- 
mining the  effect  of  triiodothyronine  on  the 
sleeping  time  of  barbiturate-anesthetized  mice, 
a test  which  has  been  employed  by  other  inves- 
tigators for  evaluating  the  antidotal  efficacy  of 
analeptics  in  barbiturate-treated  animals.  (2,  3) 
For  example,  Shaw  and  co-workers  have  shown 
that  the  analeptic  agent,  bemegride  ( 100  mg/ 
kg),  when  injected  into  mice  and  rats  treated 
with  pentobarbital  (60  mg/kg),  caused  a 50 
per  cent  reduction  in  sleeping  time  of  these  ani- 
mals. (2) 

In  the  present  studies  male  albino  Swiss  mice 
of  the  Webster  strain,  weighing  between  14  and 
23  grams,  were  divided  into  test  groups  and 
control  groups  of  10  animals  each.  All  animals 
were  injected  intraperitoneally  with  an  hypnotic 
dose  (80  mg/kg)  of  sodium  pentobarbital.  As 
the  righting  reflex  was  lost,  each  mouse  was  then 
injected  intravenously  with  either  a triiodothy- 
ronine solution  or  the  requisite  volume  or  nor- 
mal saline  solution.  Each  group  of  test  animals 
received  one  of  eight  dose  levels  of  sodium  lio- 
thyronine  ( sodium  L-triiodothyronine ) * con- 
sisting of  10  mcg/kg,  100  mcg/kg,  1 mg/kg,  10 
mg/kg,  25  mg/kg,  50  mg/kg,  150  mg/kg,  or 
250  mg/kg.  The  sodium  liothyronine  solutions 
were  prepared  such  that  10  ml/kg  of  the  solu- 
tion contained  the  appropriate  dosage.  The  nor- 
mal saline  solution  received  by  the  control  ani- 

“Grateful  acknowledgment  is  made  to  Smith  Kline  & French 
Laboratories,  Philadelphia,  Pa.,  for  the  sodium  liothyronine 
(Cytomel)  used  in  this  study.  Sodium  liothyronine  was  dissolved 
in  O.OIN  NaOH  in  saline  solution  according  to  the  method 
of  Murphy  et  al(.5). 


mals  was  adjusted  to  the  same  pH  as  the  triiodo- 
thyronine solutions.  The  time  interval  between 
loss  and  recovery  of  the  righting  reflex  was  taken 
as  the  sleeping  time. 

The  result  of  the  present  experimental  studies 
was  negative.  The  test  animals  not  only  failed 
to  exhibit  a reduction  in  sleeping  time,  but  in 
the  higher  dosage  levels  they  aetually  exhibited 
an  increase  in  sleeping  time.  The  increased  sleep- 
ing time  ranged  from  15%  in  the  mice  treated 
with  10  mg/kg  of  triiodothyronine  to  49%  in  the 
mice  treated  with  250  mg/kg  of  triiodothyronine. 
Since  the  oxygen  consumption  of  tissues  from 
thyroid  hormone-treated  animals  are  reported  to 
be  greatly  accelerated(4),  it  is  tempting  to  spec- 
ulate that  this  factor  may  be  involved  in  the 
prolongation  of  sleeping  time  in  the  barbiturate- 
poisoned  animals  treated  with  high  dose  levels 
of  triiodothyronine.  These  studies  would  seem 
to  suggest  that  the  use  of  triiodothyronine  for 
the  treatment  of  acute  barbiturate  (and  other 
central  nervous  system  depressant)  poisoning 
should  be  avoided,  if  not  contraindicated. 

On  the  basis  of  the  above  prehminary  animal 
studies  and  in  view  of  the  absence  of  controlled 
clinical  studies,  the  Arizona  Poisoning  Control 
Information  Center  does  not  recommend  the  use 
of  the  thyroid  hormones,  triiodothyronine  and 
thyroxin,  in  the  treatment  of  acute  barbiturate 
poisoning. 
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STATISTICS  OF  66  POISONING  CASES  IN  ARIZONA  DURING  APRIL,  1960 


AGE: 

69.7%  involved  under  5 year  age  group  (46) 

1.5%  involved  6 to  15  year  age  group  (1) 

9.1%  involved  16  to  20  year  age  group  ( 6) 

9.1%  involved  31  to  45  year  age  group  ( 6) 

6.1%  involved  over  45  year  age  group  ( 4) 

4.5%  were  not  reported  ( 3) 

84.8%  accidental  (56) 

15.2%  intentional  (10) 

21.1%  occurred  between  6 a.m.  and  noon  (14) 

31.9%  occurred  between  noon  and  6 p.m.  (21) 

13.6%  occurred  between  6 p.m.  and  midnight  ( 9) 

7.6%  occurred  between  midnight  and  6 a.m.  ( 5) 

25.8%  were  not  reported  (17) 

a,  100%  (66) 

0%  fatal  ( 0) 
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NATURE  OF  INCIDENT: 
TIME  OF  DAY: 
OUTCOME: 

CAUSATIVE  AGENTS: 

Internal  Medicines 

Aspirin 

Other  Analgesics 

Barbiturates 

Antihistamines 

Laxatives 

Cough  Medicine 

Tranquilizers 

Others 


Subtotal 

External  Medicines 

Liniment 

Antiseptics 

Others 

Subtotal 


Household  Preparations 

Soaps,  Detergents,  etc. 

Disinfectants 

Bleach 

Lye,  corrosives,  drain  cleaners 
Furniture  and  floor  polish 


Subtotal 


Petroleum  Distillates 

Gasoline 

Kerosene 

Others 


Subtotal 

Cosmetics 

Pesticides 

Insecticides 

Rodenticides 

Others 

Subtotal 


Paints,  Varnishes,  Solvent,  etc. 
Plants 

Miscellaneous 

Unspecified 


TOTAL 

Albert  L.  Picchioni,  Ph.  D.  Willis  R.  Brewer,  Ph.D 

Pharmaeologist  and  Director  Dean,  College  of  Pharmacy 

Arizona  Poisoning  Control  Program  The  University  of  Arizona 
The  University  of  Arizona  Tucson,  Arizona 

Tucson,  Arizona 


Number 

18 

4 
7 
2 
3 
0 
2 

5 


41 


Percent 

27.3 

6.1 

10.7 

3.0 

4.5 
0.0 
3.0 

7.6 


62.2 


2 3.0 

1 1.5 

0 0.0 


3 4.5 


2 

1 

0 

1 

2 


6 


3.0 
1.5 
0.0 
1.5 

3.0 


9,0 


0 0.0 

0 0.0 

0 0.0 


0 0.0 


] 

4 

1 

0 


5 


1.5 

6.1 

1.5 

0.0 


7.6 


0 0.0 

1 1.5 

7 10.7 

2 3.0 


66  100.0 


Lincoln  Chin,  Ph.D. 
Pharmacologist 
The  University  of  Arizona 
Tucson,  Arizona 


ARIZONA  BLUE  CROSS 

Arizona  Blue  Cross  membership  rose  to  an  all  time  high  of  229,604  members, 
as  did  Blue  Shield  with  its  201,596  total  members.  Payments  by  Blue  Cross  to 
hospitals  for  the  care  of  subscribers  for  1959  were  $4,962,581.32,  which  was  by 
far  an  all  time  high  in  this  respect.  Payments  to  Blue  Shield  Participating  Phy- 
sicians amounted  to  $2,765,120.32,  or  a combined  payment  for  the  care  of 
Arizona  Blue  Cross-Blue  Shield  members  of  $7,727,701.64. 


484 


Arizona  Medicine 


August,  1960 


EARLY  SYPHILIS  EPIDEMICS 
IN  ARIZONA 

Most  Americans,  and  unfortunately,  some  phy- 
sicians are  under  the  impression  that  penicillin 
has  banished  syphilis  as  a major  health  problem. 
Optimistic  health  authorities  have  reasoned  that 
since  penicillin  could  quickly  render  this  disease 
non-infectious,  and  cure  it,  the  end  of  syphilis 
was  in  sight. 

During  the  past  ten  years  many  of  us  have 
developed  a complacency  toward  syphilis.  This 
attitude  is  probably  supported  by  the  fact  that 
we  have  reduced  the  incidence  of  this  disease 
in  the  U.  S.  70%  since  1948.  We  have  improved 
the  diagnostic  tests  for  this  disease.  One  of  the 
accepted  schedules  for  the  treatment  of  early 
syphilis  is  one  injection  of  2.4  million  units  of 
benzathine  penicillin-G.  Many  also  believe  that 
even  though  we  do  not  try  to  detect  and  treat 
this  disease  the  widespread  use  of  antibiotics 
alone  will  eliminate  it  from  our  population  very 
soon.  We  forget  that  syphilis  is  a communicable 
disease.  It  is  a communicable  disease  for  which 
we  have  no  immunizing  agent.  The  only  way 
it  can  be  controlled  is  by  finding  cases  and 
treating  them  before  the  disease  is  passed  to 
others.  This  makes  it  possible  for  it  to  appear 
suddenly  in  epidemic  form  almost  without  any 
warning.  This  is  what  has  happened  in  Arizona. 

Three  epidemics  have  occurred  during  the 
past  year,  two  in  essentially  rural  areas  and 
another  in  an  urban.  So  far  there  have  been 
one  hundred  and  fifty-three  ( 153 ) cases  of  early 
infectious  syphilis  treated  as  a result  of  these 
epidemics  and  the  end  is  not  in  sight  as  far 
as  one  rural  outbreak  is  concerned.  This  un- 
welcome news  has  caused  public  health  authori- 
ties to  re-evaluate  our  VD  control  program.  It 
is  also  a warning  to  the  private  physician  that 
the  old  enemy  that  we  thought  buried  or  at 
least  on  his  last  legs  is  healthy  and  strong  again 
and  ready  to  do  battle. 

The  first  rural  outbreak  was  discovered  in  the 
office  of  a private  physician.  A first  trimester 
serology  on  a prenatal  patient  was  returned 
positive  with  a high  titre.  An  examination  re- 
vealed recent  secondary  syphilis  scars  so  the 
patient  was  diagnosed  as  having  early  latent 
syphilis.  The  physician  wisely  suggested  that 
the  husband  come  in  before  the  wife  finished 
treatment.  This  he  did.  He  also  was  positive 
with  a high  titre  blood  and  was  also  diagnosed 
as  having  early  latent  syphilis.  The  physician 


attempted  to  interview  the  husband  for  con- 
tacts, but  with  little  success.  Like  most  busy 
physicians  he  did  not  have  the  time  it  takes 
to  establish  rapport  with  the  patient  which  is  so 
necessary  for  a successful  interview. 

The  knowledge  of  this  epidemic  would  have 
died  right  there,  if  a public  health  worker  had 
not  entered  the  field.  The  serologies  on  the 
above  indicated  persons  were  performed  at 
the  State  Department  of  Health  laboratory  in 
Phoenix.  It  is  the  policy  of  the  State  Depart- 
ment of  Health  to  follow-up  all  positive 
serologies  reported  by  its  laboratories  on 
private  physicians’  patients.  It  is  done  in  the 
following  manner:  A venereal  disease  in- 
vestigator calls  on  the  physician  who  sent  the 
blood  to  the  laboratory.  He  first  determines 
if  the  patient  is  infected,  if  so,  the  stage  of  the 
disease.  If  the  case  has  not  been  reported  he 
helps  the  physician  prepare  the  morbidity  re- 
port card.  If  the  case  is  infectious  (primary  or 
secondary ) or  potentially  infectious  ( early 
latent)  he  inquires  if  the  patient  has  been  in- 
terviewed to  determine,  first,  the  sourse  of  the 
infection  and  second,  to  determine  if  the  pa- 
tient has  passed  on  this  infection  to  others. 

If  the  patient  has  been  interviewed  by  the 
physician  the  investigator  next  determines  if 
the  contacts  obtained  have  reported  for  diag- 
nosis. If  not,  he  offers  to  persuade  these  people 
to  go  to  their  physician  for  this  purpose.  If  the 
patient  has  not  been  interviewed,  the  investiga- 
tor, who  is  a trained  interviewer,  offers  to  do 
this  for  the  physician. 

In  the  case  in  question  the  physician  was 
happy  to  have  the  investigator  interview  both 
patients. 

The  following  is  a description  of  this  epidemic. 
Fictitious  names  are  used,  and  in  some  cases 
the  events  were  altered  slightly  to  preserve  the 
confidentiality  of  this  information;  however,  it 
happened  substantially  as  described; 

Jack,  the  husband,  a skilled  worker  with  a 
good  income,  was  interviewed  first.  He  gave 
three  contacts,  his  wife  and  two  others.  One  of 
these  latter  two,  and  the  one  later  determined 
to  be  the  source  of  the  infection,  was  a Mexican 
border  prostitute  never  brought  to  treatment. 

The  second  contact  was  Rita,  an  attractive 
local  divorcee.  Rita  was  infected.  It  can  be 
said  that  Rita  was  promiscuous  to  a degree,  be- 
cause she  revealed  seven  male  contacts  during 
her  nine  month  incubation  and  infectious  period. 
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Two  of  Rita’s  contacts  were  infected.  Both  of 
these  men  were  young  and  sexually  active.  When 
interviewed  they  revealed  twenty-seven  (27) 
contacts,  nine  of  whom  were  infected. 

And  now,  as  always  happens  when  a chain 
of  venereal  disease  infection  ensnares  promiscu- 
ous groups,  the  lid  was  off.  A simple  chain  of 
infection  now  becomes  almost  too  involved  for 
two-dimensional  representation,  and  might  be 
better  represented  as  a roughly  diamond-shaped 
bird  cage  with  each  point  representing  an  in- 


end of  such  an  epidemic.  The  border  prostitute, 
we  term  our  base,  may  well  be  the  apex  of  a 
similar  bird  cage  in  Mexico.  Any  one  of  the 
unlocated  contacts  may  be  the  base  of  another. 
We  can  only  hope  that  all  branches  of  the  in- 
fectious chains  have  been  broken.  We  know 
that  it  is  necessary  to  maintain  basic  epidemi- 
ologic vigilance  for  a long  period  after  such  an 
epidemic  to  make  sure  that  other  epidemics  do 
not  occur. 

This  epidemic  has  proven  that  a group  of 


ARIZONA  RURAL  EARLY  SYPHIUS  EPIDEMIC — 1959 
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I INFECTED  - MALE  CONTACT 
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NOT  INFECTED  - FEMALE  SUSPECT 
OR  ASSOCIATE 

INFECTED  - MALE  SUSPECT 
OR  ASSOCIATE 

INFECTED  - FEMALE  SUSPECT 
OR  ASSOCIATE 
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REMPITULATION 

TOTAL  NUMBER  INVOLVEO  IN  EPIOEMIC  A04 

number  of  CONTACTS  36i 

NUMBER  Of  contacts  INFECTED  <1 
PRIMARYCI4)*  SECONDARY (IW  30 
EARLY  LATENT  E7 

LATE  LATENT  f 

number  of  suspects  3 ASSOCIATES  41 

number  of  SUSP  3 ASSOC  INFECTED  € 
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EARLY  LATENT  2 

NUMBER  OF  INFECTUOUS  CASES 

NOT  INCLUDED  ON  CHART  12 
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fected  luetic  bound  by  a spirochaetal  wire  to 
the  source  of  its  infection  and  in  turn  to  that 
individual  it  later  infected.  The  whole  epi- 
demiological cage  based  on  a single  border 
prostitute  widens  at  its  middle  section  to  include 
some  seventy-two  (72)  contacts  and  suspects 
and  finally  terminates  in  several  loose  ends. 
These  loose  ends  in  most  cases  represent  prophy- 
lactically  treated  individuals,  and  in  a few  cases, 
contacts  who  could  not  be  located. 

It  is  difficult  to  define  the  beginning  and  the 
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devoted  local  physicians  and  a dedicated  public 
health  worker  can  form  an  unbeatable  team  in 
the  fight  against  syphilis. 

Their  work  is  illustrated  by  Table  I and 
Chart  I.  A total  of  sixty-seven  (67)  cases  were 
treated  for  syphilis.  Sixty-three  (63)  of  these 
were  in  the  infectious  stage  ( primary,  secondary 
and  early  latent  syphilis).  A total  of  thirty-four 
(34)  were  open  lesion  cases  (primary  and  sec- 
ondary) and  the  others  were  non-infectious  or 
latent  cases  of  sypliilis.  Chart  I shows  how  these 
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cases  lormecl  an  epidemiologic  pattern  among 
the  four  hundred  and  four  ( 404 ) persons  in- 
volved. 

URBAN  EPIDEMIC 

The  urban  epidemie  has  involved  over  one 
hundred  ( 100 ) Phoenicians  in  a sexual  ehain 
that  crosses  and  recrosses  this  city. 

A total  of  eighty-six  (86)  of  these  suspects 
were  examined  in  the  elinics  of  the  Maricopa 
County  Health  Department.  Twenty-one  (21) 
of  these  persons  were  diagnosed  as  having  early 
infectious  syphilis.  There  were  nine  (9)  others 
treated  prophylactically  on  the  assumption  that 
they  were  in  the  ineubation  stage  of  the  dis- 
ease. Sixty-six  (66)  suspects  were  referred  to 
their  private  physician  for  diagnosis  with  three 
(3)  being  diagnosed  as  infected. 

This  chain  of  infection  began  with  Abe, 
twenty-three.  A big  good-looking  truck  owner 
and  operator.  Ten  months  ago  he  took  a load 
of  furniture  into  Los  Angeles,  waited  a day 
and  apparently  a long  active  night  for  a load, 
and  then  came  back  “light”  to  Phoenix,  no 
cargo  except  an  unsuspecting  incubating 
chancre. 

Abe  was  certain,  with  some  reason  that  the 
ehancre  was  merely  an  abrasion  not  serious 
enough  to  limit  his  soeial  life.  He  is  not  a heavy 
drinker,  yet  he  spends  every  free  evening  in  a 
tavern.  After  five  or  six  beers  there  is  almost 
inevitably  a pick-up.  He  named  nineteen  such 
at  this  time. 

One  of  his  favorites  was  Jane,  eighteen  and 
good  looking.  Abe  infected  Jane.  Jane  also 
claims  Abe  was  the  man  who  got  her  pergnant. 
She  didn’t  really  blame  him  in  either  case,  “for 
after  all  that’s  a man’s  nature.”  She  still  thinks 
of  herself  as  Abe’s  girl,  in  spite  of  the  fact  she 
named  seven  other  sexual  contacts  besides  Abe. 

Abe  also  infected  Wanda,  a tall  attractive 
woman  of  twenty-three,  who  knew  how  to 
capitalize  on  her  good  looks.  Unfortunately, 
Wanda  was  also  a chronie  alcoholic.  She,  like 
Abe,  frequented  taverns  and  never  lacked  for 
men  to  buy  her  drinks.  She  could  remember 
the  names  of  nineteen  men  who  had  been  her 
drinking  as  well  as  sleeping  companions.  She 
admitted  that  there  were  probably  several  more. 
She  infected  ten  of  these  nineteen  contacts. 

An  experienced  venereal  disease  elinician  was 
equal  to  this  situation.  Working  close  with  two 
Maricopa  County  venereal  disease  investigators 
he  began  to  treat  all  sexual  contacts  of  in- 


fectious persons  with  2.4  million  units  of  benza- 
thine penicillin-G  whether  or  not  they  had 
symptoms  of  the  disease. 

It  could  be  argued  that  this  proeedure  is  not 
good  medieine.  It  may  not  be,  but  unusual 
situations  sometimes  require  heroie  measures 
to  combat  them.  This,  to  say  the  least,  was  an 
unusual  situation  and  the  measures  taken  solved 
the  problem  effectively.  While  these  measures 
may  not  have  been  good  medieine  they  were 
certainly  good  public  health.  In  fact  this  is  a 
classic  example  of  how  to  stop  an  explosive 
syphilis  epidemic. 

EARLY  SYPHILIS  EPIDEMIC 
IN  YUMA  COUNTY 

During  the  past  three  years  a model  venereal 
disease  control  program  has  been  in  operation 
on  the  Yuma-San  Luis  border.  The  basis  of 


EARLY  SYPHILIS  EPIDEMIC 

YUMA  COUNTY.  ARiZ. 

(NOV.  J,  1959- APR.  1.  I960) 


NO,  OF  CONTACTS  NAMEOBrEARcT  SYPHILIS  PTS  lie 

NO  OF  CONTACTS  CxAMINCO  68 
NO  OF  CONTACTS  TREAT60  II 

earlt  latent  t 

this  program  has  been  close  cooperation  be- 
tween the  Yuma  County  Health  Department 
and  the  San  Luis  Municipal  Health  Department. 
Prior  to  tliree  years  ago  an  average  of  one 
hundred  to  one  hundred  and  twenty-five  cases 
of  gonorrhea  were  reported  from  Yuma  County 
during  the  height  of  the  agricultural  harvest 
season.  Most  of  these  cases  were  in  the  Mexican 
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national  farm  labor  group.  At  the  height  of 
harvest  season  there  were  appro.ximately  eight 
thousand  of  these  men  in  the  area. 

The  recreation  facilities  for  this  number  of 
men  in  the  area  were  limited  and  almost  to  a 
man  they  seek  recreation  in  San  Lnis  where 
open  prostitution  is  practiced.  Three  years  ago 
a new  health  officer  arrived  in  San  Luis  and 
instituted  a close  control  program  among  the 
prostitutes  in  San  Lnis.  This  included  weekly 
injections  of  penicillin  “PAM”  and  a weekly 
or  bi-weekly  physical  e.xamination.  The  infec- 
tion rate  immediately  dropped  from  one  hun- 
dred twenty-five  to  five  or  si.x  each  month.  The 
infection  rate  among  the  general  population  in 
the  county  dropped  in  the  same  proportion. 
These  low  rates  were  almost  unheard  of  else- 
where along  the  bordel'. 

This  happy  situation  existed  until  the  latter 
part  of  October,  1959.  At  that  time  a military 
base  suddenly  reported  four  cases  of  primary 
syphilis.  These  cases  were  interviewed  by  mili- 
tary personnel  and  their  contacts  were  from  two 
houses  of  prostitution  in  San  Luis.  The  next  day 
seven  new  cases  of  primary  syphilis  were  re- 
ported by  the  insurance  physician  from  the 
braceros  in  this  area.  An  arrangement  had  pre- 
viously been  made  to  have  all  cases  of  infec- 
tious venereal  disease  found  by  insurance  doc- 
tors interviewed  by  the  investigator  at  the  Yuma 
County  Health  Unit.  He  immediately  contacted 
and  interviewed  these  seven  men.  They  also 
gave  contacts  from  the  same  two  houses  that 
were  given  by  the  infected  military  personnel. 
These  contact  reports  were  taken  immediately 
by  this  investigator  to  the  director  of  the  mu- 
nicipal health  department  in  San  Luis.  Action 
was  immediately  taken  and  all  girls  in  the  two 
offending  houses  were  examined.  Two  girls 
in  one  house  and  one  girl  in  the  other  were 
found  to  be  infected  and  were  treated.  All  the 
rest  of  the  girls  in  the  two  houses  were  treated 
prophylactically. 

Within  the  next  two  weeks  two  additional 
cases  of  primary  syphilis  were  reported  by 
military  and  fifteen  additional  cases  were  re- 
ported by  the  bracero  insurance  doctor.  Again 
all  contacts  elecited  were  in  the  houses  of  pros- 
titution in  San  Luis.  The  two  offending  houses 
were  again  named  and  three  additional  entered 
into  the  picture.  All  contacts  were  immediately 
taken  to  the  San  Luis  Health  Department  and 
additional  girls  were  found  to  be  infected  and 


were  treated. 

We  were  just  congratulating  ourselves  on  the 
fact  that  this  epidemic  had  apparently  missed 
the  general  population  of  the  state  when  two 
local  doctors  reported  three  eases  of  primary 
syphilis  in  the  general  population.  Again  the 
investigator  went  into  action  and  received  per- 
mission from  the  physicians  to  interview  these 
cases.  One  of  these  cases  left  the  state  before 
he  could  be  interviewed,  the  other  two  were 
interviewed  by  the  investigator,  but  again  all 
contacts  were  in  San  Luis. 

There  then  followed  a period  of  two  or  three 
weeks  lull  in  which  no  additional  cases  were 
reported.  Everyone  congratulated  themselves  on 
the  fact  that  the  epidemic  apparently  had  been 
stopped.  However,  additional  cases  started  to 
turn  up,  particularly  in  the  bracero  group,  and 
were  reported  more  or  less  steadily  for  several 
weeks,  then  the  epidemic  ceased.  It  is  hoped 
that  it  will  not  flare  up  again. 

At  this  date  sixty-five  cases  of  primary  and 
secondary  and  one  case  of  early  latent  syphihs 
have  been  identified  in  this  epidemic.  Five  other 
cases  have  been  reported  as  primary  syphilis, 
but  four  of  these  were  later  diagnosed  as  gon- 
orrhea and  one  as  not  infected  (see  attached 
chart).  Of  these  sixty-six  cases,  fifty-one  gave 
contacts  in  houses  of  prostitution  in  San  Luis. 
Three  gave  contacts  in  San  Luis  who  were  not 
prostitutes.  One  gave  contacts  in  other  parts  of 
Mexico.  One  claimed  no  contacts  anywhere,  and 
ten  were  not  interviewed.  Of  these  ten  not  in- 
terviewed, six  were  braceros  who  returned  to 
Mexico  before  the  investigator  could  find  them 
for  an  interview.  Epidemologic  reports  have 
been  sent  to  Mexico  asking  that  these  men  be 
interviewed,  but  no  reply  has  been  received  on 
any  of  them.  Two  of  the  other  four  who  were 
not  interviewed  were  transients  who  left  the 
state  before  they  could  be  interviewed.  A good 
address  was  found  for  one  of  them  in  an  adjoin- 
ing state.  A report  has  been  sent  to  this  state 
and  we  hope  to  get  a report  of  an  interview. 
The  other  one  left  the  state  for  work,  but  is 
expected  back  at  his  family  residence  in  Yuma 
at  any  time.  When  he  returns  he  will  be  in- 
terviewed. Two  braceros  have  not  been  in- 
terviewed as  yet.  One  is  on  vacation  in  Mexico 
and  will  be  interviewed  when  he  returns  and 
the  other  was  taken  to  another  part  of  the  state 
where  he  will  be  interviewed  shortly. 

Table  I indicates  that  this  epidemic  is  pri- 
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marily  in  the  adult  population.  Of  the  forty-nine 
infected  braceros  only  two  were  under  twenty 
years  of  age.  Both  were  nineteen.  One  civilian 
case  was  seventeen  years  of  age.  One  of  the 
military  cases  was  also  seventeen  years  of  age. 


TABLE  I:  AGE  DISTRIBUTION  OF 
INFECTED  PERSONS 

YUMA  COUNTY  EARLY  SYPHILIS  EPIDEMIC 


Age 

All  Cases 

Bracero 

Military  Civilian 

14-19 

4 

2 

1 

1 

20-24 

18 

11 

6 

1 

25-29 

18 

15 

1 

2 

30-34 

7 

5 

2 

35-39 

13 

12 

1 

40-44 

4 

3 

45-49 

1 

1 

50-54 

55-59 

1 

1 

All  Ages 

66 

49 

9 

8 

Summary 

The  past  eighteen  months  have  been  one  of 
rude  awakening  for  physicians  and  public  health 
workers  interested  in  venereal  disease  control. 
These  epidemics  of  early  infectious  syphilis 
have  occurred,  which  have  reminded  us  that 
this  is  a communicable  disease  which  can  ex- 
plode in  our  population  at  any  time.  These  large 
epidemics  and  numerous  other  small  ones  have 
been  responsible  for  a thirty-nine  per  cent  in- 
crease in  the  number  of  primary  and  secondary 
cases  of  syphilis  reported  during  calendar  year 
1959  over  1958,  and  over  a two  hundred  per  cent 
increase  during  the  first  four  months  of  1960 
over  the  same  period  during  1959. 

Arizona  State  Department  of  Health 

C.  G.  Salsbury,  M.D.,  F.A.C.S.,  Commissioner.  . 

AAPS  ESSAY  CONTEST  WINNER 

Miss  Ann  DeLeeuw,  1151  W.  Royal  Palm 
Road,  Phoenix,  Arizona,  after  garnering  the  first 
place  among  contestants  here  in  Arizona,  was 
recently  adjudged  second-place  winner  at  the 
national  level  (prize  $500.00)  in  the  1959-60 
Association  of  American  Physicians  and  Sur- 
geons Freedoms  Program,  Inc.  essay  contest  for 
high  school  students.  Miss  DeLeeuw  chose  for 
her  subject  “The  Advantages  of  Private  Medical 
Care”.  Essayists  are  given  their  choice  of  this 
subject  or  The  Advantages  of  The  American 
Free  Enterprise  System”.  First  prize  nationally 
was  written  on  the  latter  subject  and  was  won 


by  Miss  Sherry  Saxton,  a junior  at  Elmira  Free 
Academy,  Elmira,  New  York. 

That  Miss  DeLeeuw’s  effort  was  awarded  this 
high  honor  is  a tribute  not  only  to  her  own  ca- 
pabilities but  also  to  the  Maricopa  County  Med- 
ical Auxiliary  who  sponsored  the  AAPS  essay 
contest  locally.  The  further  education  of  the 
youth  of  America  in  the  basic  principles  which 
laid  the  basic  foundations  and  were  the  guiding 
factors  for  the  social,  political  and  economic 
growth  of  our  Republic  is  made  possible  by  the 
enlightenment  gained  by  participation  in  the 
AAPS  Freedoms  Program  contest. 

The  text  of  Miss  DeLeeuw’s  essay  follows: 

L.  D.  Sprague,  M.D. 

Arizona  Chairman 

AAPS  Essay  Contest 


The  Advantages  Of  Private  Medical  Care 

America  is  probably  the  leading  nation  in  the 
world  today,  and  it  owes  this  leadership  to  the 
fact  that  it  is  a thriving  democracy.  Take  away 
its  freedoms  for  a moment  and  it  would  crumble 
into  oblivion  like  the  ancient  empire  of  Rome. 
Democracy  has  made  America  great  and  will 
keep  it  great,  if  the  people  never  lose  sight  of 
this  fact. 

In  recent  years,  the  citizens  of  our  Nation 
have  looked  around  and  found  a health  problem 
marring  its  surface,  like  a scratch  on  a brand 
new  car  or  finger  prints  on  a freshly  painted 
wall.  Then,  instead  of  facing  the  problem,  they 
panicked,  screamed  for  help,  ranted  and  raged 
and  came  up  with  the  supposed  answer  — So- 
cialized Medicine  or  Government  Operated 
Medical  Care.  They  forgot  that  America  is  the 
healthiest  large  nation  in  the  world  with  the 
highest  standards  of  health  care.  (1)  And,  it  is 
the  only  nation  that  spends  an  adequate  amount 
on  medical  research. (2)  Tliey  forgot  about  de- 
mocracy and  their  much  loved  liberty  and  pro- 
posed a positive  step  towards  Socialism. 

As  presented  to  the  people.  Socialized  Medi- 
cine gives  every  indication  of  being  the  eradi- 
cator  of  the  American  Health  problem.  It  offers 
free  medical  care  to  everyone  regardless  of  race, 
color,  or  creed.  Everyone  has  health  insurance 
and  under  the  plan  all  expenses  seem  to  pass 
away.  They  seem  to  pass  away,  but  actually 
they  merely  change  from  bills  into  taxes.  No  one 
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gets  something  for  nothing  from  the  Federal 
Government,  the  State,  or  anyone  else.  The  peo- 
ple can’t  turn  the  responsibility  for  health  over 
to  the  State  and  expect  to  remain  free. (3)  From 
the  outside  looking  in.  Socialized  Medicine  looks 
pretty  nice  and  it  is  a temptation  to  want  to  try 
it.  But,  we  need  not  try  it  to  know  what  it  is  like. 
We  need  only  to  look  at  England  and  see  how 
Socialized  Medicine  has  worked  for  her.  So- 
cialized Medicine  was  introduced  into  England 
about  30  years  ago,  with  the  promise  of  first  rate 
medical  and  surgical  care  for  the  whole  popula- 
tion. But,  today  it  is  easy  to  see  that  it  has  been 
impossible  to  keep  this  promise.  At  best,  they 
have  only  been  able  to  provide  second  rate 
treatment  and  in  some  cases  less  than  that.  There 
are  just  not  enough  trained  doctors  and  nurses 
and  enough  medical  facilities  to  care  for  its 
48,000,000  people.  Over-worked  doctors  and 
over-crowded  hospitals  have  gradually  led  to 
greatly  deteriorated  medical  care.  A physician, 
who  practiced  in  Britain,  in  talking  about  Eng- 
land, himself  wrote  “Public  health  measures, 
such  as  venereal  disease  control,  child  and  ma- 
ternal welfare,  immunization  against  contagious 
diseases,  water  and  milk  sanitation  — which 
Americans  take  for  granted  — are  literally  a gen- 
eration behind  the  United  States. ”( 4) 

More  important  than  the  inefficiency  of  the 
plan  is  its  Socialistic  organization.  Every  doctor 
is  told  where  to  practice  and  in  many  cases  what 
to  do.  He  is  assigned  his  patients  and  comes  to 
consider  the  health  of  the  patient  as  a thing  to 
be  cared  for  in  order  to  improve  the  efficiency 
of  the  community.  ( 5 ) 

The  patient,  on  the  other  hand,  has  difficulty 
in  seeing  his  doctor  and  when  he  does  see  him 
receives  on  an  average  about  three  or  four  min- 
utes of  medical  attention.  He  is  often  unable  to 
receive  needed  hospitalization  and  all  the  con- 
fidential patient-physician  relationship,  which 
Socialized  Medicine  promised,  is  destroyed. 

The  people  are  free  to  refuse  the  plan  but  if 
they  do,  they  will  have  to  pay  twice  as  much 
for  medical  care  as  anyone  else.  Doctors  can  also 
refuse  to  join  the  plan,  but  on  their  own,  they 
will  be  unable  to  earn  a living.  The  majority  of 
the  people  will  seek  free  medical  care  rather 
than  pay  the  doctor,  which  would  mean  paying 
double.  Therefore,  there  would  not  be  enough 
people  with  sufficient  financial  means  to  support 
the  private  doctor. 

Economically,  Socialized  Medicine  has  cost 


about  triple  the  estimated  amount. (6)  Conse- 
quently, something  had  to  be  done.  Free  false 
teeth  were  dispensed  with  and  then  free  wigs 
for  the  bald  and  free  spectacles.  Still  more  mon- 
ey was  needed  and  a small  charge  was  made  on 
each  prescription  and  finally  taxes  were  raised. 
The  people  are  paying  more  for  poor  medical 
care  and  doctors  are  wasting  precious  time  and 
money  treating  petty  and  imaginary  ills.  People 
who  would  not  think  of  consulting  a doctor  un- 
der our  present  system  are  taking  up  his  time 
with  every  scratch  and  headache,  with  the  result 
that  others  who  seriously  need  attention  often 
have  to  wait  and  suffer  needlessly. 

Idealistically,  Socialized  Medicine  is  fine  but 
put  into  practice,  it  just  doesn’t  work.  To  quote 
from  a British  accountant  “I  used  to  be  a lead- 
ing advocate  of  National  Health  Service.  I made 
speeches  in  its  behalf,  I preached  its  gospel  to 
everyone  I met.  I am  ashamed  of  myself  now.  I 
want  to  do  everything  I can  to  correct  this 
wrong.  It  was  an  Utopian  idea,  but  not  practi- 
cal. I can  see  that  now.  This  past  winter  both  of 
my  children  fell  ill  at  the  same  time.  When  I 
called  my  district  doctor,  he  politely  but  firmly 
told  me  he  could  not  find  the  time  to  come  to 
my  house  to  see  them.  His  office  was  crowded 
with  patients,  and  I could  report  him  to  the 
Ministry  of  Health  if  I wished  but  he  intended 
to  make  no  more  home  visits  that  day  with  an 
office  overflowing  with  clamoring  patients,  many 
of  whom  had  waited  all  day  to  see  him.  So,  fool- 
ishly, I bundled  my  children  into  a cab  and  took 
them  to  see  him.  He  gave  them  some  medicines. 
They  were  very  sick  for  a long  time  after  that. 
In  fact,  I nearly  lost  both  of  them.  The  next  time 
one  of  them  became  ill,  I didn’t  hesitate,  I called 
a private  doctor  and  he  came  within  the  hour. 
Before  you  Americans  go  any  further  in  adopt- 
ing any  schemes  like  ours  you  had  better  make 
certain  you  have  at  least  double  the  number  of 
Medical  personnel  and  facilities  you  now  have. 
Otherwise,  you  will  have  to  spread  out  what  you 
have  got  to  achieve  quantity  at  the  expense  of 
quality.  And  quality  in  medical  care,  I have 
found,  may  well  mean  the  difference  between 
life  and  death.”(7) 

The  Medical  profession  and  many  other  peo- 
ple realize  that  there  is  room  for  improvement 
in  our  present  medical  system  and  are  working 
to  alleviate  this  situation.  However,  it  is  not  a 
simple  matter  to  provide  efficient  and  effective 
medical  care  for  the  poor  and  underprivileged 


490 


Arizona  Medicine 


August,  1960 


without  politics  becoming  involved,  and  Politics 
and  Medicine  just  do  not  mix.  It  will  take  time 
and  much  study  and  planning  before  a solution 
can  be  reached.  In  the  meantime,  while  a solu- 
tion is  being  sought,  we  should  see  that  the  vot- 
ing public  is  not  led  astray  by  the  sugar-coated 
promises  of  Socialized  Medicine  and  should  at- 
tempt to  protect  them  from  falling  into  a situa- 
tion that  offers  less  than  we  now  have.  If  we  are 
the  healthiest  large  nation  with  the  highest 
health  standards,  why  jeopardize  this  by  substi- 
tuting Socialized  Medicine  for  Private  Medical 
Care? 

At  present  America  is  spending  a tremendous 
amount  of  money  on  Medical  Research,  but  un- 
der Socialized  Medicine  this  is  almost  impossible 
since  there  is  never  enough  money  to  supply 
equipment,  medicine,  and  care  for  the  masses. 
Is  it  not  better  to  eliminate  a disease  or  the  dan- 
ger from  that  disease  than  to  have  to  continue 
treating  its  victims?  And,  in  the  long  run,  isn’t 
it  cheaper?  This  definitely  appears  to  be  so. 

If  America,  after  looking  at  the  experience  of 
England,  still  proposes  to  try  Socialized  Medi- 
cine, it  is  walking  into  a trap  that  ten  Commu- 
nist fronts  are  working  for.(8)  Free  men  have 
added  twenty  years  to  the  average  life  expectan- 
cy, eliminated  the  danger  of  disastrous  epidemic 
from  such  diseases  as  Diphtheria,  Smallpox,  etc., 
and  reduced  the  death  toll  greatly. 

If  we  want  to  prevent  our  Government  from 
becoming  a Socialistic  State,  why  advocate  So- 
cialized Medicine?  Free  men  have  made  Ameri- 
ca a leader  and  free  men  are  the  only  ones  who 
can  keep  it  that  way.  I am  sure  that  no  Ameri- 
can — poor  or  otherwise  — would  be  willing  to 
trade  Democracy  for  Free  Medical  Care. 

In  every  major  city  of  the  United  States,  there 
are  free  clinics  that  provide  excellent  medical 
care  for  the  poor  — with  the  top  medical  men 
in  the  country  offering  their  services  without 
charge.  Why  trade  this  quality  for  quantity? 

Many  doctors  never  collect  for  some  cases, 
and  the  average  doctor  is  much  more  lenient  in 
dealing  with  John  Smith  than  is  the  tax  col- 
lector. ( 9 ) 

It  is  up  to  the  individual  to  decide  upon  So- 
cialized Medicine,  but  every  man  should  be  ei- 
ther for  it  or  against  it,  according  to  his  belief. 
Because,  according  to  Dante  “the  hottest  places 
in  hell  are  reserved  for  those,  who,  in  a period 
of  moral  crises,  maintain  their  neutrality.” ( 10) 
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ARIZONA  ACADEMY  OF 
GENERAL  PRACTICE 

Excerpt  from  The  Board  Meeting,  May  4, 1960 


“In  connection  with  the  proposed  fee  schedule 
that  was  to  eome  up  before  the  Arizona  Medical 
Association,  a resolution  drawn  up  by  the  Fee 
and  Contractual  Medicine  Committee  of  the 
Arizona  Academy  of  General  Practice  was  dis- 
cussed. This  resolution  after  some  discussion 
was  adopted.  It  reads: 


‘Be  it  resolved  that  the  Arizona  Academy 
of  General  Practice  is  in  favor  of  a relative 
values  scale  system  for  fees.  It  is  further 
recommended  that  this  be  a continuing 
study,  and  that  at  periodic  intervals,  it  be 
critically  analyzed  and  necessary  adjust- 
ments made’.” 
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HOW  MAJOR  VOLUNTARY  HEALTH  AGENCIES  SPEND  THEIR  MONEY 


Percentage  of  Funds  Spent  in  Last  Budget  Year 


Name  of  Agency  Fundi 

Fiscal  Year 

Medical  Lay  & M.D. 

Research  Community 

Fund 

Other 

Ending 

Treatment  Education 

Grants  Services 

Raising 

Purposes 

National  Foundation  $34,000,000 

1-31-59 

53%  12% 

11%  7% 

13%  (4.7*) 

4% 

American  Cancer  $30,373,000 

8-31-59 

30 

28  24 

10 

8 

National  Tuberculosis 

Christmas  Seal  $25,955,390 

3-31-59 

2 3 

34  24 

15 

22 

American  Heart  $24,004,865 

6-30-59 

37.5 

22.5  14.5 

13 

11.8 

National  Society  for 
Crippled  Children 

and  Adults  $16,791,850 

8-31-59 

60.3**  2 

7.4  3.3 

15 

12 

United  Cerebral  Palsy  $ 9,508,000 

9-30-59 

35  7 

13  29 

11 

5 

National  Assoc,  for 

Mental  Health  $ 5,510,470 

12-31-59 

22 

38  19 

7 

14 

Muscular  Dystrophy 

Assoc,  of  America  $ 5,508,618 

3-31-59 

22  42 

10  7 

13 

6 

Sister  Elizabeth  Kenny 

Foundation  $ 4,975,000 

12-31-59 

47  16 

24  1 

9 

3 

Arthritis  & Rheumatism 

Foundation  $ 3,605,612 

6-30-59 

30  29 

11 

14 

16 

^Headquarters  only 

**Includes  sizable  expenditures  classified  also  as  “Community  Services”. 

Compiled  by  the  A.A.F.R.C.,  with  the  co-operation  of  the  agencies.  Since  there 

is 

no  standard  form  of  accounting, 

these  reports  are  not  necessarily  entirely  com- 

parable. 

PHYSICIANS’  CONTRIBUTION  TO  MEDICAL  EDUCATION  BY  STATES  — 1959 

Stale 

Number  of  Contributors 
1958  1959 

Amounts  of  Contributions 
1958  1959 

Alabama  

. . . . 586 

568  $ 

8,387.16  $ 

13,051.42 

Alaska  

7 

16 

1,414.50 

1,668.15 

Arizona  

. . . . 923 

1,003 

12,638.97 

13,415.00 

Arkansas  

56 

159 

3,044.50 

3,230.90 

California  

15,385 

16,710 

171,611.20 

192,646.62 

Colorado  

787 

807 

21,326.70 

23,372.50 

Connecticut  

. . . . 718 

1,160 

16,271.53 

29,175.26 

Delaware  

139 

144 

5,359.55 

5,417.89 

Dist.  of  Col 

. . . . 249 

198 

11,412.50 

9,275.00 

Florida  

198 

266 

6,978.15 

10,468.15 

Georgia  

. . . . 230 

387 

4,494.60 

8,488.96 

Hawaii  

50 

83 

1,767.48 

3,910.00 

Idaho  

156 

105 

3,031.45 

2,918.59 

Illinois  

. ...  9,289 

9,559 

200,191.59 

200,471.56 

Indiana  

, . . . 4,054 

4,125 

50,259.97 

51,661.90 

Iowa  

96 

176 

6,220.00 

11,493.90 

Kansas  

. . . . 591 

579 

15,251.22 

16,525.10 

Kentucky  

58 

124 

2,425.68 

4,004.20 

Louisiana  

. . . . 120 

177 

3,725.87 

4,322.47 

Maine  

53 

61 

1,232.75 

1,606.30 

Maryland  

247 

661 

7,316.50 

12,035.05 

Massachusetts  

181 

237 

7,767.91 

9,078.19 

Michigan  

298 

621 

10,974.83 

18,611.23 

Minnesota  

. ...  1,547 

1,725 

33,297.50 

38,771.27 

Mississippi  

. . . . 138 

194 

3,033.36 

5,180.50 

Missouri  

240 

308 

9,049.14 

11,334.45 

Montana  

115 

137 

4,259.46 

3,882.24 

Nebraska  

. . . . 174 

296 

9,506.06 

12,124.00 

Nevada  

. . . . 383 

318 

7,055.34 

6,274.50 

New  Hampshire  

....  119 

144 

2,635.06 

3,201.00 

New  Jersey  

. . . . 213 

214 

48,697.16 

18,368.41 

New  Mexico  

150 

143 

7,446.00 

6,337.38 

New  York  

. . . . 3,604 

3,820 

49,636.39 

56.502.70 

North  Carolina  

180 

182 

5,338.89 

5,995.84 

North  Dakota  

90 

157 

4,080.00 

6,044.11 
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Ohio  1,085 

Oklahoma  66 

Oregon  151 

Pennsylvania  2,030 

Puerto  Rico  3 

Rhode  Island 31 

South  Carolina  744 

South  Dakota  166 

Tennessee  144 

Texas  2,117 

Utah  520 

Vermont  129 

Virginia  230 

Washington  356 

West  Virginia  208 

Wisconsin  216 

Wyoming  104 

Foreign  5 

National  Organizations 

^Interest  on  securities  not  included. 
TOTALS  49,729 


1,340 

41,651.20 

51,062.63 

95 

1,602.50 

2,478.06 

325 

6,539.00 

9,197.65 

2,048 

63,699.70 

63,257.64 

4 

33.00 

115.00 

34 

892.00 

835.00 

223 

40,149.36 

68,634.44 

201 

6,615.00 

7,603.50 

866 

6,916.19 

49,067.90 

2,341 

44,013.90 

50,113.25 

827 

11,064.75 

10,914.20 

136 

2,507.00 

3,046.82 

268 

8,875.50 

11,302.50 

399 

11,239.03 

18,773.07 

205 

7,735.04 

7,286.12 

317 

8,611.23 

11,814.33 

200 

2,671.32 

3,416.80 

2 

90.00 

20.00 

3 

6,021.46 

55,399 

$1,020,044,69- 

$1,195,824.79^ 

AMEF  - 1959 
17.2%  increase  since  1958 
36.7%  increase  since  1957 
The  conclusion  of  the  1959  year  found  a 
marked  increase  in  funds  contributed  by  phy- 
sicians to  medical  education  through  the  Foun- 
dation. The  complete  breakdown  of  designated 
contributions  has  not  been  compiled. 

The  Foundation  closed  the  1959  books  on 
January  31st,  1960,  with  a total  of  $1,195,824.79, 
an  increase  of  $75,780.10  over  the  1958  total 
which  included  a gift  from  the  American 
Medical  Association  of  $100,000.  The  total  in- 
crease in  contributed  money,  therefore,  is 
$175,780.10,  or  a 17.2%  increase  over  the  con- 
tributed amount  of  the  preceding  year,  not 
including  the  AM  A grant.  The  two-year  increase 
in  the  actual  amount  of  contributions,  discount- 
ing AMA  grants,  is  an  extraordinary  36.7%. 

We  would  not  want  it  thought  that  the  AMA, 
by  allowing  us  to  progress  without  the  grant 
this  year,  has  indicated  any  lesser  interest  in 
the  welfare  of  the  Foundation.  To  the  contrary, 
all  of  our  expenses  — administrative  and  other- 
wise — are  paid  through  the  generosity  of  the 
AMA  so  that,  as  always,  every  dollar  contributed 
goes  directly  to  the  schools. 

These  figures  will  be  gratifying  to  everyone 
who  has  put  forth  time  and  effort  to  make  the 
medical  profession’s  support  of  medical  educa- 
tion a significant  amount.  It  represents  an  in- 


crease in  almost  every  state,  both  in  the  number 
of  contributors  and  the  dollar  amount  received. 
This  is  a tribute  to  every  individual  worker,  to 
every  city  and  county  chairman,  to  every  state 
chairman,  and  to  all  of  those  who  have  given 
of  their  time  to  achieve  this  much  needed  fi- 
nancial aid  to  medical  education.  The  medical 
society  executive  secretaries  and  their  staffs  have 
given  their  full  cooperation,  as  have  the  offieers 
of  the  various  societies.  This  new  total  was  only 
possible  with  the  combined  efforts  of  all  of 
those  who  have  worked  so  hard  to  acquire  this 
fund  in  1959. 

The  following  tabulations  set  forth  in  detail 
the  results  of  our  year’s  work  by  state.  1958 
figures  are  included  for  comparison.  Figures 
for  medical  school  designation  and  for  general 
distribution  will  be  reported  to  you  later. 

JAY  B.  OLIVER, 
Associate  Executive  Secretary 

AIR  POLUTION  IN  ARIZONA  III 

Contrary  to  popular  belief,  the  air  we  breathe 
is  not  free.  Moreover,  the  cost  of  a decent  breath 
of  fresh  air  is  steadily  increasing.  Every  day,  we 
citizens  pay  by  way  of  increased  taxes  for  the 
things  now  done  to  keep  our  air  in  an  usable 
condition.  And  we  also  pay  in  other  countless 
ways  for  our  failure  of  not  keeping  the  air  in  a 
good  condition. 

How  can  we  ascertain  the  cost  of  air  pollu- 
tion? Unfortunately,  the  exact  costs  of  air  pol- 
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lution  and  its  control  are  hard  to  determine.  In 
1949,  the  Department  of  Business  and  Industrial 
Eeonomics  at  Stanford  University  Researeh  In- 
stitute estimated  tliat  the  cost  per  person  at 
about  $10  per  year.  Using  similar  data,  the  Ar- 
mour Research  Foundation  in  Chicago  estimated 
that  in  1958  the  eost  went  up  to  $65  per  person 
per  year.  This  increase  is  due  to  the  growth  in 
population  and  e.xpansion  in  heavy  industry.  As 
the  two  grow,  the  air  over  our  cities  is  used 
more  frequently  and  more  intensively  so  that 
now  protecting  our  air  is  becoming  increasingly 
important,  and  also,  inereasingly  costly.  It  can 
lie  said  therefore,  that  the  price  of  prevention 
is  high,  but  the  price  of  neglect  is  higher  still. 

Just  how  high  can  the  price  of  prevention  go? 
The  chemical  industry  alone  spends  some  $40 
million  a year  to  operate  its  air  pollution  con- 
trols, not  to  mention  the  cost  of  the  equipment. 
The  automobile  industry  is  now  actively  engaged 
in  research  and  development  of  a practical  way 
to  eliminate  the  fumes  from  cars  and  has  spent  a 
considerable  amount  of  time  as  well  as  money 
on  the  problem.  From  reports  of  the  progress  at 
present  on  the  problem,  the  outlook  seems  to  be 
encouraging,  but  nevertheless,  more  time  and 
money  will  have  to  be  put  forth  to  achieve  the 
desired  solution.  In  the  foundry  industry,  about 
10  per  cent  of  the  capital  investment  is  used  for 
processes  and  equipment  to  help  reduce  the 
amount  of  waste  materials  in  the  air.  Along 
these  same  lines,  a utility  company  in  a large 
city  recently  spent  a large  sum  of  money  in  plac- 
ing smoke  elimination  equipment  in  its  power 
stations. 

The  exact  influence  of  dirty  air  on  the  tourist 
trade  here  in  Arizona  and  Phoenix  in  particular, 
is  difficult  to  estimate,  but  its  effects  and  direct 
costs  must  be  enormous.  The  present  favorable 
aspects  of  Arizona’s  climate  is  a big  factor  in 
the  economy  of  the  state  and  is  well  worth  care- 
ful future  consideration  and  protection. 

One  rather  amusing  incident  showing  that  air 
pollution  knows  no  bounds  is  in  the  fact  that  the 
problem  is  a well  known  one  to  the  cosmetic  in- 
dustry. One  major  manufacturer  spends  over 
$25  per  day,  not  including  the  cost  of  the  equip- 
ment, to  protect  the  residents  of  a local  area 
from  highly  perfumed  air.  So  it  would  seem  that 
we  humans  can  get  too  much  of  a good  thing. 

As  has  been  stated  previously,  the  exact 
amount  that  is  spent  on  air  pollution  control  by 


the  various  industries  is  difficult,  if  not  impossi- 
ble, to  obtain.  But  through  estimates  furnished 
by  several  industrial  concerns,  a figure  of  cer- 
tainly not  less  than  $300  million  is  spent  annual- 
ly on  the  problem.  The  economic  burden  is  also 
felt  by  local  and  state  agencies  as  well  as  the 
federal  agencies.  All  three  agencies  maintain  in- 
spection and  other  services  that  cost  the  taxpay- 
er about  $12  million  yearly. 

The  deleterious  agricultural  affects  can  only 
be  referred  to  as  crop,  animal,  and  insect  dam- 
age and  has  only  been  roughly  assessed. 

What  about  the  cost  of  neglect  and  how  does 
it  cost  you  and  I?  One  estimate  of  professional 
air  pollution  engineers  state  the  following:  if  all 
the  dirt  that  accumulates  in  the  air  of  an  aver- 
age city  in  a year’s  time  were  to  settle  to  the 
ground  suddenly,  this  city  would  have  a 21  foot 
covering  of  debris  and  soot.  Take  all  this  air- 
borne debris,  added  to  the  invisible  and  destruc- 
tive gases,  and  you  have  an  estimated  $4  billion 
per  year  bill  to  be  paid  by  industry  and  the  pub- 
lic. 

How  can  we  arrive  at  such  a huge  sum?  Here 
are  the  facts,  most  of  which  come  from  the  daily 
papers  and  trade  journals.  Ask  any  white-collar 
worker  who  resides  in  a smokey  city  how  much 
his  cleaning  bill  is  for  a year.  The  public  spends 
some  $3  billion  a year  in  cleaning  and  laundry 
bills  alone.  Most  of  this  sum  of  money  comes 
from  people  who  reside  in  areas  of  high  contam- 
ination. Ask  any  woman  how  often  she  has  to 
clean  her  walls,  curtains,  and  floors  in  this  t5^pe 
of  city  and  you  can  understand  how  the  national 
cleaning  bill  averages  $3  billion  each  year. 

The  Director  of  Smoke  Control  in  New  York 
City  estimated  that  the  population  of  the  city 
could  reduce  their  cleaning  costs  some  $50  mil- 
lion a year  if  the  city  had  active  pollution  control 
laws  that  were  enforced.  Strict  pollution  laws  in 
other  cities  with  a worse  situation  than  New 
York  City  would  save  even  more.  Then  too, 
many  people  are  now  making  use  of  electronic 
dust  and  dirt  removers  in  their  homes.  These  de- 
vices remove  almost  all  particles  from  the  air  by 
electrically  charging  them  and  causing  their  ad- 
hesion to  removable,  readily  cleaned  plates.  No 
doubt  these  cleaners  help  the  homemaker  main- 
tain a clean  look  inside  by  having  clean  w'alls 
and  furnishings. 

Property  values  must  also  be  included  iu  the 
cost  of  neglect.  Nobody  desires  to  liw'  in  a 
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stench-ridden  or  dirty  city.  One  mid-western 
city  estimated  that  it  cost  $25  million  a year  in 
property  depreciation  prior  to  its  clean-air  cam- 
paigns which  are  still  operating  on  a successful 
basis.  Now  this  city  serves  as  a model  for  other 
cities  to  observe  as  to  what  can  be  done  with  a 
once  serious  problem. 

The  American  people  use  approximately  300 
million  gallons  of  paint  a year  to  hide  and  pro- 
tect from  the  effects  of  oxidation  and  corrosion 
in  one  form  or  another.  But  despite  the  amount 
of  preventives  used  to  arrest  corrosion,  the  an- 
nual bill  runs  well  over  $7  billion  according  to 
the  paint  industry.  Some  experiments  have 
shown  that  unprotected  ironwork  corrodes  six 
times  faster  in  large  cities  than  in  rural  areas.  It 
was  also  shown  that  sulphur  compounds  corrode 
every  type  of  building  material,  including  ce- 
ment and  stone.  Some  corrosion  will  occur  when 
as  little  as  0.5  parts  of  sulphur  dioxide  per  mil- 
lion parts  of  air  are  present  over  a community. 
New  York  City  frequently  has  1 to  2 parts  per 
million  of  sulphur  dioxide  present  and  on  some 
occasions,  3 parts  per  million  have  been  noted. 
One  can  only  speculate  as  to  the  corrosion  tak- 
ing place  at  any  given  moment  when  the  sulphur 
dioxide  count  is  high. 

Not  to  be  overlooked,  are  the  damage  suits 
that  occur  and  are  caused  by  air  pollution.  Law- 
suits resulting  from  the  Donora,  Pennsylvania 
smog  in  1948  now  total  over  $4  million.  From 
that  incident  in  1948,  it  will  be  remembered 
that  20  persons  lost  their  lives  due  to  air  pollu- 
tion, and  many  more  claimed  injuries.  Air  pol- 
lution suits  are  commonplace  in  the  Los  Angeles 
area  where  it  is  estimated  that  half  a million  dol- 
lars damage  is  done  to  crops  annually.  Undoubt- 
edly, there  are  many  more  lawsuits  that  are 
blamed  to  air  pollution  that  the  general  public 
never  hears  or  reads  about. 

As  an  aid  to  reducing  the  car  exhaust  nui- 
sance, planning  and  the  extensive  efficient  pub- 
lic transportation  systems  is  imperative.  The  Los 
Angeles  problem  is  made  much  worse  by  the 
use  of  private  automobiles  for  daily  commuting 


as  medium-range  public  transportation  is  inade- 
quate. The  development  and  use  of  new  meth- 
ods of  fast,  regular  transportation  is  needed 
right  now  here  in  Arizona.  The  author  foresees 
the  day  when  a mono-rail  system  could  be  ef- 
fectilvely  used  in  the  greater  Phoenix  area.  The 
advantages  of  such  a system  are  enormous. 

We  must  also  consider  the  cost  of  health  in 
the  problem  of  air  pollution.  How  we  feel  on  a 
gloomy  day  when  there  is  an  excess  of  odors, 
aerosols,  and  other  pollutants  cannot  be  meas- 
ured in  dollars  and  cents.  But  it  probably  could 
be  measured  in  job  efficiency  and  perhaps,  ab- 
sences from  work.  We  still  do  not  know  the  long 
term  results  of  breathing  toxic  pollutants  in  mi- 
nute or  small  amounts,  although  there  are  higher 
death  rates  from  diseases  of  the  respiratory  sys- 
tem in  areas  where  there  is  a current  problem 
of  air  pollution.  It  is  well  known,  however,  tliat 
persons  afflicted  with  asthma,  heart  disease, 
sinusitis,  and  other  chronic  conditions  feel  the 
effect  of  air  pollution  more  so  than  a normal 
healthy  person. 

It  is  estimated  that  Americans  pay  some  $21 
billion  per  year  in  medical  expenses  and  some 
portion  of  that  expense  can  be  attributed  to  air 
pollution.  Probably  the  exact  amount  will  never 
be  ascertained  because  of  the  complex  causes 
of  illness. 

In  conclusion,  we  have  seen  that  it  is  impos- 
sible to  determine  the  exact  cost  per  person  of 
air  pollution.  There  are  many  factors  that  enter 
into  the  cost  problem,  but  nonetheless,  the 
factors  are  real  and  costly  to  each  one  of  us.  It 
should  be  apparent  to  nearly  everyone  that  the 
third  of  a billion  dollars  now  spent  for  preven- 
tion is  way  out  of  line  with  the  estimated  $4  bil- 
lion now  spent  on  neglect.  Perhaps  if  more  mon- 
ey were  put  into  the  asset  side,  our  cost  on  the 
debit  side  could  be  reduced  considerably. 

The  problem  is  yours:  how  much  are  you  go- 
ing to  pay  for  it? 

Next  month  the  legislative  aspects  and  final 
conclusions  will  be  discussed. 


TODAYS  DRUGS 

More  than  85  per  cent  of  the  drugs  in  use  today  were  unknown  20  years  ago. 
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ALDACTONE 


Because  it  acts  by  regulating  a basic  physiologic  imbalance, 
Alclactone  possesses  multiple  tberapeutic  advantages  in  treating 
edema. 

Aldactone  inactivates  a crucial  mechanism  producing  and 
maintaining  edema  — the  effect  of  excessive  activity  of  the 
potent  salt-retaining  hormone,  aldosterone.  This  corrective  ac- 
tion produces  a satisfactory  relief  of  edema  even  in  conditions 
wholly  or  partially  refractory  to  other  drugs. 

Also,  Aldactone  acts  in  a different  manner  and  at  a different 
site  in  the  renal  tubules  than  other  drugs.  This  difference  in 
action  permits  a true  synergism  with  mercurial  and  thiazide 
diuretics,  supplementing  and  pptejntiating  their  beneficial 
effects. 

Further,  Aldactone  minimizes  the  electrolyte  upheaval  often 
eaused  by  mercurial  and  thiazide  compounds. 

The  accompanying  graph  shows  a dramatic  hut  by  no  means 
unusual  instance  of  the  effect  of  Aldactone  in  refractory  edema. 

The  usual  adult  dosage  of  Aldactone,  brand  of  spironolactone, 
is  400  mg.  daily.  Complete  dosage  information  is  contained  in 
Searle  New  Product  Brochure  No.  52. 

SUPPLIED:  Aldactone  is  supplied  as  compression-coated 
yellow  tablets  of  100  mg. 

g.d.SEARLE  & CO.,  Chicago  80,  Illinois. 

Research  in  the  Service  of  Medicine. 
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Profession  or  Business 


J.  H.  Means,  M.D."" 


Boston 


The  following  article,  “PROFESSION  OR  BUSINESS,”  the  annual  “Gay 
Lecture”  published  in  the  October  15th,  1959  issue  of  the  New  England  Journal 
of  Medicine,  is  reproduced  by  kind  permission  of  Dr.  J.  H.  Means,  Jackson 
Professor  of  Clinical  Medicine,  Emeritus,  Harvard  Medical  School,  and  Dr. 
Joseph  Garland,  Editor  of  the  New  England  Journal  of  Medicine. 

Nothing  is  more  essential  to  the  democratic  prmciple  than  free  and  healthy 
criticism,  the  womb  from  tvhich  new  ideas  are  constantly  born.  Those  ivho 
would  disagree  with  what  Doctor  Means  has  to  say,  will  no  doubt  abide  by  the 
saying  of  Voltaire:  “1  disagree  with  what  you  say,  but  1 will  defend  to  the  death 
your  right  to  say  it.”  These  who  agree  with  Doctor  Means  might  derive  some 
amusement  from  a possible  subtitle  to  his  article,  “Aesculapian  Staff  or 
Caduceus!” 

Comments  or  letters  to  the  Editor  are  invited  on  your  reactions  to  this  or 
any  other  article  appearing  in  our  fourmd. 

(A.J.B.) 


Medicine,  traditionally,  has  been  considered 
to  be  a profession,  even  one  of  the  so-called 
learned  professions.  Many  definitions  of  profes- 
sion can  be  found,  but  the  idea  common  to  them 
all  appears  to  be  that  a profession  is  organized 
for  service  to  humanity,  whereas  a business  or 
trade  is  entered  into  for  the  sake  of  material 
profit.  At  first  blush  it  might  seem  that  there 
should  be  no  confusion  or  overlapping  between 
these,  and  I believe  that  until  quite  recently 
there  has  not  been.  The  medical  profession  es- 

“ The  George  W.  Gay  Lecture,  delivered  at  Harvard  Medical 
School,  May  13,  1959. 

““Jackson  Professor  of  Clinical  Medicine,  Emeritus,  Harvard 
Medical  School;  honorary  irhysician,  Massachusetts  General  Hos- 
I)ital. 

Reprinted  from  the  New  England  Journal  of  Medicine,  261:791- 
797  (October  15),  1959. 


pecially  has  valiantly  put  in  writing  its  concepts 
of  what  constitutes  proper  professional  behavior 
for  the  doctor  of  medicine.  The  late  Willard  L. 
Sperry,  D.D.,  in  his  important  little  book  en- 
titled, “The  Ethical  Basis  of  Medical  Practice,” 
has  this  to  say: 

“Of  all  professional  groups,  that  of  medicine 
has,  on  the  whole,  codified  its  ethics  more  rigor- 
ously than  has  any  other  of  the  kindred  pro- 
fessions. Lawyers  and  teachers  have  their  codes 
of  ethical  practice.  In  the  former  instance  they 
are  probably  less  rigorous,  and  in  the  latter  in- 
stance more  vague  than  in  the  case  of  medicine. 
As  for  my  own  profession,  that  of  the  ministry, 
unofficial  codes  of  ethics  are  as  numerous  as 
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the  leaves  of  Vallombrosa,  but  they  lack  the 
authority  of  these  other  codes.” 

But  as  after  Moses  brought  the  Decalogue 
from  God  to  man,  lapses  into  the  worship  of 
Mammon  came  with  increasing  frequency,  so 
also  medical  practice  is  presently  slipping  more 
and  more  from  its  high  ethic  into  the  behavior 
pattern  of  the  market  place.  A nonmedical 
writer  within  a few  months  has  even  had  the 
temerity  to  bring  out  a book  entitled,  “The 
Doctor  Business.”  It  is  an  item  that  is  causing 
some  disputation  among  reviewers.  I believe, 
therefore,  that  it  is  appropriate  in  the  Gay 
Lecture  this  year  to  examine  critically  to  what 
extent  and  in  what  direction  deterioration  is 
occurring  in  the  boundary  that  should  separate 
profession  from  business  in  the  realm  of  medi- 
cine. 

ETHIGS 

Let  us  begin  with  a look  at  some  of  the 
existing  codes  of  ethics.  The  oldest  and  most 
famous  in  our  vision  of  history  is  the  Oath  of 
Hipprocrates.  I assume  that  you  all  know  it 
by  heart.  There  were  others  before  it  among 
the  Egyptians,  Sumerians  and  Babylonians.  But 
for  us  the  take-off  is  customarily  from  Hip- 
procrates. The  significance  of  the  Oath  of  Hip- 
pocrates, composed  in  the  fifth  century  B.G., 
is  that  in  its  major  principles  and  in  its  spirit, 
it  is  perfectly  valid  today.  It  is  a noble  utterance. 
To  be  sure,  Hipprocrates  swears  by  Apollo  and 
some  other  deities,  which  we  don’t  have  to  do, 
but  recall  that  Jesus  told  us  not  to  swear  at 
all  — merely  to  tell  the  truth.  So  we  are  free 
to  affirm  the  substance  of  the  Hipprocratic 
Oath,  and  what’s  more,  to  govern  our  profes- 
sional lives  by  it. 

The  “Principles  of  Medical  Ethics”  promul- 
gated by  the  American  Medical  Association,  as 
far  as  it  goes,  is  also  an  impeccable  document. 
I can  subscribe  to  nearly  all  of  it.  It  has  been 
through  various  versions.  In  the  last  one  — 
1958  — it  has  been  reduced  to  a decalogue, 
almost  as  pithy  as  that  of  Moses.  You  should 
read  it.  The  first  paragraph  of  an  earlier  version 
of  the  “Principles”  contains  a statement  that  I 
like  especially:  “The  practice  of  medicine  is 
a profession.  In  choosing  this  profession  an 
individual  assumes  an  obligation  to  conduct 
himself  in  accord  with  its  ideals.”  Some  of  the 
state  medical  societies  have  codes  of  ethics 
antedating  that  of  the  A.M.A.  " 

Now,  however,  in  1959,  we  find  ourselves 


in  situations  that  make  full  compliance  with  the 
traditional  ethical  standards  of  medicine  ever 
more  difficult.  Society  has  been  overtaken  by  a 
socioeconomic  turmoil  with  various  innovations 
and  reactions.  These  create  all  manner  of  new 
pressures,  which  push  the  doctor  about  until  he 
is  fuzzy  enough  not  to  be  able  always  to  dis- 
tinguish between  the  ethical  and  the  unethical. 
On  all  sides  he  sees  business,  unhampered  by 
any  of  the  principles  by  which  he  himself  is 
bound,  getting  progressively  more  aggressive  in 
the  pursuit  of  profits  through  ruthless  competi- 
tion. He  sees  predatory  advertising  invading 
more  and  more  systems  of  the  social  body  — 
transportation,  roadside  and  all  the  mass  media. 
He  sees  chiselers  and  racketeers  boring  through 
the  otherwise  healthy  social  organism  in  a great 
variety  of  directions.  He  himself  is  forbidden 
by  all  his  ethical  tradition  to  engage  in  adver- 
tising, or  to  solicit  patients,  which  amounts  to 
the  same  thing,  but  he  has  to  live  and  function 
in  a culture  ridden  by  advertising.  Indeed,  the 
function  he  serves  is  a vital  part  of  that  culture. 
Under  these  circumstances  it  is  not  surprising 
to  find  him  sometimes  making  departures  from 
his  traditional  pattern  of  behavior,  and  this  he 
does  both  as  an  individual  and  through  his 
professional  organizations. 

Nothing  puts  more  strain  on  the  doctor’s  ethics 
than  financial  matters.  You  may  recall  that  St. 
Paul  assures  us  that  love  of  money  is  the  root 
of  all  evil,  and  we  all  know  that  the  more  com- 
petitive a society,  the  more  the  power  of  money 
will  be  felt.  Two  of  the  new  pressures  that  im- 
pinge on  the  doctor  arise  from  the  problem  of 
how  he  shall  be  paid  for  his  services  and  how,  or 
in  what  manner,  his  services  shall  be  supplied. 

The  traditional  method  of  paying  the  doctor 
has  been  by  fee  for  each  service  as  rendered. 
When  a patient  could  not  pay  the  fee,  the 
doctor  nobly  reduced  it  or  waived  it  altogether. 
In  an  older,  slower  moving  and  less  specialized 
society,  this  method  has  been  satisfactory  both 
to  doctors  and  to  patients.  When  practiced 
honorably  it  is  certainly  above  reproach  from 
the  point  of  view  of  ethics.  But  that  is  not  to 
say  that  in  present-day  society  it  is  necessarily 
the  best  way,  although  it  still  seems  to  be  so 
regarded  by  many  doctors.  But  from  the  patient’s 
side  there  is  steadily  increasing  dissatisfaction 
with  it. 

A considerable  number  of  objections  to  fee- 
for-service  solo  practice  of  medicine  can  easily 
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be  raised.  It  lends  itself  to  abuse  in  various 
ways  — fee  splitting,  for  example.  This  is  an 
ancient  sin  of  medicine  that  is  still  with  us,  but 
I mention  it  in  the  present  connection  merely 
to  illustrate,  again  the  ethical  difference  between 
profession  and  business.  There  is  nothing  un- 
ethical about  the  equivalent  of  fee  splitting  in 
business  according  to  the  ethical  standards  of 
business.  It  is  merely  granting  a commission 
to  someone  who,  brings  in  more  business.  If  a 
professional  person,  however,  engages  in  such 
practices,  it  lowers  his  standards  to  those  of 
persons  who  do^  business  for  profit.  It  puts 
the  fee  splitter  in  f ompetition  with  other  doctors 
and  to  trafficking  with  human  life,  health  and 
happiness.  Among  other  abuses  we  have  such 
things  as  the  rendering  of  a service  and  charging 
a fee  for  it,  when  the  doctor,  although  the 
patient  may  not  know  it,  is  not  really  competent 
to  perform  it.  Even  in  Hippocrates’s  day  this 
problem  must  have  been  rife,  for  he  said,  ‘T  will 
not  cut  for  the  stone  but  leave  that  to  practi- 
tioners of  that  work.”  On  fee-for-service  there 
is  also  the  temptation  to  do  unnecessary  surgery 
or  provide  other  forms  of  unneeded  treatment 
to  increase  the  income  from  fees. 

From  the  patient’s  side,  fee-for-service  also 
may  have  the  ill-effect  of  keeping  patients  away 
from  the  doctor  when  they  really  need  his  care, 
just  because  they  wish  to  avoid  the  paying  of 
fees.  Indeed,  the  early  diagnosis  of  disease  and 
the  whole  matter  of  preventive  medicine  may 
become  obstructed  by  the  fee-for-service  system. 
On  prepayment,  on  the  other  hand,  these  services 
are  included  in  the  comprehensive  program  and 
create  no  such  difficulty.  On  fee-for-service  a 
conscientious  doctor  may  be  sore  perplexed  to 
draw  the  line  between  what  is  proper  safeguard- 
ing of  his  patients  by  calling  them  in  for  check- 
ups, and  what  is  exploiting  them  by  insisting  on 
unnecessary  visits. 

The  progressive  fragmentation  of  medicine 
into  ever-narrower  speeialties  also  makes  the 
furnishing  of  comprehensive  medical  care  on 
the  fee-for-service  solo-practice  basis  increasing- 
ly difficult.  When  one  doctor  could  do  nearly 
everything  and  people  for  the  most  part  stayed 
put  for  long  periods,  this  was  quite  easy.  The 
day  when  that  sort  of  thing  was  possible,  how- 
ever, is  past.  Although  one  generalist  can  still 
do  much  of  it,  he  will  frequently  need  help 
from  specialists,  often  several  in  a single  case. 


and  when  all  these  bill  the  patient  independently, 
it  imposes  a quite  unnecessary  hardship  on  him. 
It  has  driven  some  patients  to  go  on  their  own 
initiative  directly  to  specialists,  very  probably 
the  wrong  ones,  without  either  patient  or  doctor 
knowing  that  they  are  the  wrong  ones.  Not  in- 
frequently nowadays  patients  engage  in  what 
is  known  as  medical  shopping.  They  make  up  a 
list  of  specialists  of  their  own  choosing,  quite 
probably  on  the  basis  of  information  from 
friends,  and  consult  as  many  of  them  as  they 
think  indicated.  They  may  think  that  in  this 
way  they  are  getting  adequate  medical  care, 
but  they  are  not.  Some  of  their  parts  may  be 
eared  for,  but  not  they  themselves.  The  spe- 
cialists involved  may  not  even  have  any  com- 
munication one  with  another  about  the  patient’s 
problem,  and  in  any  event  no  one  doctor  is 
taking  the  responsibility  of  integrating  the  total 
care  of  the  patient.  Only  an  understanding  per- 
sonal, physician  can  do  that  adequately. 

It  can  be  said,  indeed  emphatically,  that  one 
of  the  major  ethical  principles  of  medical  prac- 
tice is  that  the  doctor  must  be  alert  enough  to 
percieve  his  total  responsibility  in  every  case 
and  have  the  determination  to  meet  it  fully.  His 
responsibility  even  continues  after  death,  be- 
cause when  a patient  of  his  dies,  it  is  his  duty 
to  make  every  effort  to  obtain  an  autopsy.  The 
reasons  for  this  are  both  scientific  and  moral. 
Scientifically,  it  is  valuable  always  to  have 
autopsies  because  clinical  impressions  will  be 
checked  against  indisputable  material  evidence, 
and  because  there  is  always  the  chance  that 
something  new  will  be  learned.  It  is  morally  im- 
portant to  have  an  autopsy  because  it  takes 
courage  on  the  part  of  the  doctor  to  face  one. 
The  knowledge  that  he  will  have  to  do  this 
puts  him  on  his  mettle  always  to  give  the  best 
care  he  can.  It  is  not  good  medicine  to  bury 
one’s  mistakes,  sight  unseen. 

When  skills  other  than  his  own  are  needed  in 
the  care  of  his  patient,  the  doctor  has  the  re- 
sponsibility of  obtaining  the  aid  of  others  who 
can  supply  them.  That  is  to  say,  he  must  call 
in  consultants.  Any  reluctance  to  do  this  is 
unethieal. 

It  is  not  enough,  however,  for  doctors  either 
as  individuals  or  collectively,  merely  to  avoid 
being  unethical,  to  stay  only  within  the  letter, 
but  not  the  spirit  of  the  ethical  code.  “Such 
ethics,”  a philosopher,  A.  E.  Meyer,  has  recently 
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said,  “should  rather  be  called  practical  rules  to 
get  along  in  life;  they  are  selfishness  brought 
into  harmony  with  the  demands  of  others,  who 
claim  equal  rights  and  are  willing  to  enforce 
them.  It  IS  the  kind  of  ethics  that  has  presented 
itself  in  international  politics,  demanding  a world 
organization  to  prevent  future  wars.” 

Is  the  medical  profession  today  morally  bound 
to  go  beyond  this  sort  of  thing  and  voluntarily 
take  certain  positive  actions  to  improve  the 
provision  ol  medical  care  in  the  country  at  large? 
If  so,  is  it  doing  this?  Of  course,  these  questions 
can  be  evaded  by  asking  whether  there  is  really 
any  need  or  room  for  improvement  in  the  medi- 
cal-care establishment  of  the  United  States.  I 
hope  that  what  I have  already  said  will  have 
convinced  you  that  there  is  — from  the  point  of 
view  not  only  of  getting  integration  of  divers 
skills  in  giving  care  but  also  in  putting  payment 
for  care  on  a basis  financially  fairer  and  more 
equitable  to  patients  than  the  presently  prevail- 
ing system  of  solo  practice  and  fee-for-service, 
with  free  choice  of  doctor. 

If  actually  there  is  room  for  improvement, 
what  line  shall  it  take?  Probably  there  are 
several  possible  ways,  and  the  indication  is  to 
try  some  of  them  out  and  discover  what  they 
have  to  offer.  This  actually  is  already  being 
done  in  a somewhat  spotty  fashion,  but  only 
with  vigorous  opposition  from  organized  medi- 
cine. A minority  of  the  profession,  but  one 
growing  in  size,  believes  that  the  provision  of 
medical  care  largely  by  groups  of  doctors,  organ- 
ized to  include  a proper  proportion  of  generalists 
and  specialists,  and  paid  for  their  services  on  a 
prepayment  plan  of  some  sort,  offers  many  ad- 
vantages to  both  patients  and  doctors  over  the 
present  system. 

It  is  not  my  purpose,  however,  to  discuss  the 
pros  and  cons  of  any  plans  for  the  improvement 
of  medical  care  at  this  time,  and  I am  sure  it 
would  be  unethical  for  me,  within  the  framework 
of  a Gay  Lecture,  to  try  to  persuade  you  to  take 
a particular  side  in  a controversial  matter.  I 
wish  merely  to  indicate  the  ethical  principles 
that  I believe  to  be  involved.  This  can  readily 
be  done  by  asking  the  rhetorical  question.  What 
kind  of  ethics  is  it  when  organized  medicine 
resorts  to  boycotting,  lobbying,  and  other  pres- 
sure tactics  when  honest  attempts  are  made  to 
improve  medical  care  in  the  organizational  and 
payment  realms  of  medicine?  What  kind  of 
ethics  is  it  also  when  a county  medical  society 


not  only  refuses  to  co-operate  with  a group 
health  plan  being  set  up  in  its  area  by  doctors 
of  competence  and  integrity,  but  instead  does 
its  utmost  to  scuttle  it?  In  such  a case  the  health 
plan  bids  fair  to  raise  the  quality  of  medical 
care  and  make  it  more  generally  available.  The 
people  want  it,  but  the  medical  society  fights 
it  just  the  same.  This  sort  of  thing  happens  re- 
peatedly. Such  self -protective  behavior  is  Ex- 
pected in  business.  It  has  no  place  in  professional 
work  of  high  ethical  character. 

The  distinguished  jurist,  Mr.  Justice  Frank- 
furter, who  gave  the  Gay  Lecture  a year  ago 
said,  “My  profession  is  pretty  bad  . . . but  I 
am  bound  to  say  that  I should  be  a little  troubled 
if  my  profession  lined  up  an  advertising  agency 
to  work  out  its  relations  with  the  government.” 
This  refers  to  the  episode  in  1950  during  the 
Truman  administration  when  the  officials  of 
the  A.M.A.  raised  an  enormous  “War  Chest”  to 
fight  what  they  called  “Socialized  Medicine” 
and  hired  the  advertising  firm  of  Whitaker  and 
Baxter  to  do  it  for  them.  They  were  for  the 
moment  successful,  but  at  the  cost  of  adopting 
behavior  patterns  more  suitable  to  business  or 
politics.  The  point  I should  like  to  make  is  that 
organized  medicine  should  abide  corporately 
by  its  code  of  ethics  as  assiduously  as  it  expects 
its  individual  members  to  do.  Any  double 
standard  in  this  regard  is  intolerable. 

Thus  far  we  have  been  considering  ethics 
largely  in  relation  to  the  care  of  patients,  or 
practice  of  medicine  in  the  usual  sense,  but 
medicine  in  its  entirety  encompasses  much  more 
than  that,  and  ethics  is  involved  also  in  these 
wider  reaches.  May  I again  recall  the  wisdom 
of  Frankfurter.  “I  am  not  competent,”  said  he, 
“to  have  any  views  on  the  very  difficult  problem 
of  the  relations  between  the  medical  profession 
and  society.  But  the  notion  that  it  is  just  an 
individual  affair  between  a patient  and  a doctor 
seems  to  be  totally  discredited  by  all  we  know.” 
Justice  Frankfurter  has  indeed  here  given  us  a 
strong  hint  of  the  multidimensional  nature  of 
our  professional  commitment,  which,  if  heeded, 
cannot  but  intensify  our  interest  and  deepen 
our  understanding  both  of  our  obligations  and 
of  our  opportunities.  Doctors,  particularly  or- 
ganized doctors,  are  inclined  to  entertain  the 
naive  belief  that  they  are  quite  competent  to 
appraise  objectively  their  own  profession.  But 
since  medicine  is  one  of  the  vital  functions  of 
the  social  organism,  of  concern  to  all  its  mem- 
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bers,  this  proft-ssioiKil  insularity  has  no  valid 
vindication.  It  is  significant,  I think,  that  in 
the  long  list  of  Gay  Lectures  we  find  a goodly 
number  of  disciplines  other  than  medicine  rep- 
resented. This  has  been  partienlarly  true  in  re- 
cent years.  We  are  getting,  it  seems,  increasingly 
willing  to  see  ourselves  as  others  see  us.  Indeed, 
starting  from  today,  we  have  to  go  back  five 
years  to  find  another  physician  as  Lecturer. 
A lawyer,  a psychoanalyst,  two  parsons  and  a 
writer  intervene.  This  is  all  to  the  good. 

This  vista  diseloses  another  great  ethieal  prm- 
ciple  — namely,  that  medicine  is  for  everyone. 
It  is  not  a private  game  preserve  for  doctors. 
And  how  much  greater  is  the  happiness  to  be 
got  from  it  if  it  is  praeticed  in  a generous  spirit! 
Where  doctors  develop  a proprietary  interest  in 
their  patients,  as  believe  me  they  sometimes  do, 
they  downgrade  medicine  to  the  level  of  busi- 
ness. 

MEDICAL  EDUCATION 

Let  us  now  explore  for  a moment  another  great 
funetion  of  medicine  — namely,  teaehing  — and 
see  what  ethieal  principles  may  be  involved 
in  it.  The  medical  profession  is  obligated  to 
edueate  its  own  suecessors.  Should  it  not  do 
this  the  profession  would  die,  for  no  one  other 
than  doctors  of  medicine  can  complete  the  edu- 
cation of  doctors  of  medicine.  The  first  stimpula- 
tion  in  the  Oath  of  Hippocrates  is  “to  reckon 
him  who  taught  me  this  art  equally  dear  to  me 
as  my  parents,  to  share  my  substance  with  him 
and  relieve  his  neeessities  if  required;  to  regard 
his  offspring  as  on  the  same  footing  with  my 
own  brothers,  and  to  teaeh  them  this  art  if  they 
should  wish  to  learn  it,  without  fee  or  stipula- 
tion, and  that  by  preeept,  lecture,  and  every 
other  mode  of  instruetion,  I will  impart  a know- 
ledge of  the  art  to  my  own  sons  and  to  those 
of  my  teaehers,  and  to  diseiples  bound  by  oath 
and  stipulation,  according  to  the  law  of  medi- 
cine, but  to  none  others.”  In  modern  parlance 
I think  we  may  interpret  this  to  mean  that  we 
have  the  obligation  to  teach,  whenever  the  op- 
portunity presents,  anyone  rightfully  involved 
in  the  medical  educational  process  if  he  so 
desires  it. 

Not  only  have  we  this  teaching  obligation,  but 
if  we  are  in  medicine  because  we  love  it,  we 
should  desire  to  do  it.  We  should  derive  happi- 
ness from  it.  The  relation  between  teacher  and 


pupil  can  become  as  meaningful  and  endearing 
as  that  between  doctor  and  patient.  And  the 
medieal  teacher  is  challenged  above  all  others 
because  he  has  to  meet  the  needs  at  the  same 
time  of  both  pupil  and  patient  when  the  latter 
is  the  subject  of  instruction,  nor  can  he  allow 
the  best  interest  of  the  one  in  any  way  to  in- 
fringe upon  that  of  the  other. 

Another  point  is  well  illustrated  by  the  oft 
quoted  lines  of  Chaucer,  “and  gladly  would  he 
learn  and  gladly  teach.”  Where  can  one  find 
a nobler  preeept  for  medieine  than  this?  It  puts 
leaniing  before  teaching,  and  how  wise  this  is, 
beeause  teaching  at  its  best  is  no  more  than 
the  facilitation  of  learning.  I was  extraordinarily 
happy  three  years  ago  at  being  enrolled  a “Per- 
petual Student  of  the  Medical  College  of  St. 
Bartholomew’s  Hospital”  (London).  The  word 
perpetual  is  the  significant  one  in  this  charming 
epithet.  It  implies,  or  at  least  expresses,  the 
hope  that  one  may  eontinue  to  be  able  to  learn 
as  long  as  he  draws  breath.  So  I pray  may  it  be 
with  all  of  us. 

It  would  not  seem  likely,  offhand,  that  there 
had  ever  been  fee-for-service  problems  about 
paying  for  instruetion  by  students,  eomparable 
to  that  for  medical  care  by  patients,  but  such 
has  indeed  been  the  ease.  Of  eourse,  in  the  days 
when  medieal  schools  were  not  available  to  all 
wishing  to  study  medicine,  there  was  the  ap- 
prentiee  system,  but  that  is  not  what  I have 
in  mind  at  the  moment.  In  the  eighteenth  and 
early  nineteenth  eenturies,  students  in  medical 
schools  paid  fees  for  instruetion  directly  to  their 
professors  — a fee  for  eaeh  course  of  instruetion. 
The  great  John  Hunter’s  fatal  attack  of  angina 
pectoris  was  induced  by  a quarrel  with  other 
members  of  the  staff  of  St.  George’s  Hospital 
over  a problem  of  fees  paid  by  students  to 
teachers. 

At  Harvard  also  in  the  eighteen  forties,  stu- 
dents paid  fees  directly  to  their  professors  for 
courses  of  leetures  and  were  given  tiekets  of 
admission.  For  the  course  in  anatomy  and  oper- 
ative surgery  by  Dr.  J.  C.  Warren  they  paid 
$15,  and  for  that  on  materia  medica  by  Dr.  Jacob 
Bigelow  the  fee  was  $10  and  so  forth.  But  all 
that  is  long  past  history  except  perhaps  in  the 
case  of  certain  graduate  courses.  Therefore,  we 
may  ask,  if  a better  way  than  fee-for-serviee  has 
been  found  for  paying  for  instruction,  why 
should  not  a better  way  than  this  be  found  also 
for  paying  for  medieal  care? 
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We  have  today,  moreover,  an  ethieal  problem 
eoneerning  niedical  edueation  at  the  eollective 
level.  The  population,  as  you  well  know,  is  in- 
creasing at  an  explosive  rate,  and  the  need  for 
well  trained  doctors  is  shooting  upward.  Medical 
education  is  the  most  costly  of  all  education,  and 
our  medical  schools  are  sorely  pressed  financial- 
ly. No  adequate  aid  is  in  sight  short  of  federal 
subsidy.  Yet  organized  medicine  is  so  hostile  to 
any  further  extension  of  government  into  medi- 
cine that  it  has  opposed  vigorously  any  help  by 
the  federal  government  toward  cost  of  instruc- 
tion in  medical  schools. 

RESEARCH 

The  second  precept  of  the  A.M.A.  decalogue 
tells  us  that  “Physicians  should  strive  continu- 
ally to  improve  medical  knowledge  and  skill, 
and  should  make  available  to  their  patients  and 
colleagues  the  benefits  of  their  professional  at- 
tainments.” Certainly,  we  can  all  say,  “Amen” 
to  this.  The  chief  instrument  to  improve  medical 
knowledge  and  skill  is  research,  and  this  is 
another  of  the  great  functions  of  medicine.  If 
without  education  we  have  no  new  doctors,  so 
without  research  we  have  no  progress.  If  we 
can  say,  “and  gladly  teach,”  so  too  we  must 
say,  “and  zealously  investigate.”  There  are  some 
ethical  considerations  about  research  that  need 
to  be  mentioned. 

The  first  of  these  is  that  the  investigator  must 
be  scruplously  honest  in  all  he  does,  both  in- 
tellectually and  in  every  other  way.  Complete 
objectivity  is  an  absolute  necessity.  One  should 
undertake  research  to  test  hypotheses,  not  to 
prove  them.  The  object  is  to  find  the  truth  with- 
out bias  or  slanting  of  data.  When  a research  is 
undertaken  to  discover  whether  cigarette  smok- 
ing causes  cancer  of  the  lung,  and  is  financed 
by  tobacco  interests,  its  results  cannot  but  be 
suspect.  Great  temptations  lie  in  the  path  of 
the  investigator.  Let  us  suppose  he  discovers 
something  of  importance  — perhaps  a new  form 
of  therapy.  He  tries  it  out  on  patients  (after 
having  done  so  first  on  animals).  Its  adminis- 
tration is  followed  by  improvement  in  some  of 
them.  In  reporting  his  results  he  is  under  great 
emotional  pressure  to  see  the  good  results 
through  rosy,  and  the  bad  through  dark  glasses, 
or  to  classify  as  good  that  which  is  actually 
equivocal.  Results  of  research  seemingly  im- 
portant should  not  be  accepted  as  fully  valid 


unless  confirmed  by  other  investigators.  Never 
forget  that  in  research  adequate  control  of  all 
observations  and  experiments  is  mandatory,  and 
that  in  clinical  research  on  patients  it  is  some- 
times very  difficult  to  achieve. 

Another  temptation  is  to  utilize  research  for 
purposes  of  personal  advantage  or  advance- 
ment. This  really  is  a tough  one  because  the 
habits  of  faculties  are  such  that  a regrettable 
amount  of  weight  is  put  on  how  much  a man 
has  published.  It  would  hardly  be  human  not 
to  like  success,  recognition  and  fame  in  research, 
but  these  should  not  be  ends  in  themselves,  but 
merely  pleasant  by-products.  Nor  should  we 
in  medicine  keep  our  findings  up  our  sleeve,  as 
does  business  its  trade  secrets.  At  all  states  of 
investigation  we  must  be  willing  to  exchange 
information  with  colleagues.  This  precept  is 
indeed  directly  implied  in  the  A.M.A.’s  “Prin- 
ciples” (Section  2).  Priority  is  dear  to  the  hearts 
of  all  investigators,  and  why  not?  It  is  very  com- 
mendable to  be  the  first  to  uncover  some  new 
truth,  and  one  may  get  a Nobel  Prize  for  it,  but 
the  goal  should  be  the  new  truth,  not  the  kudos 
of  priority.  Moreover,  in  all  research  conducted 
in  the  professional  spirit,  investigators  should 
give  freely  and  generously  full  credit  to  other 
investigators  whose  work  is  in  any  way  relevant 
to  their  own.  To  repeat  the  work  of  others  with- 
out prejudice  and  publish  findings  with  com- 
plete honesty  is  right  and  proper,  indeed  neces- 
sary. To  belittle  it  in  order  to  build  up  your 
own  is,  in  the  professional  way  of  life,  ignoble. 
In  business,  on  the  other  hand,  it  seems  to  be 
rather  normal,  or  at  least  frequent.  Actually, 
to  most  discoveries  many  investigators  contrib- 
ute, and  all  deserve  credit  for  what  they  have 
done. 

PHARMACEUTICAL  ADVERTISING 

Increasingly  in  these  days  medicine  is  bein  i; 
confronted  with  difficult  questions  in  ethics 
though  the  impact  of  the  pharmaceutical  in- 
dustry. Its  advertising  infiltrates  our  medical 
journals,  and  many  of  them  could  not  survive 
without  the  income  it  brings  in.  Practitioners 
receive  daily  through  the  mail  vast  quantities  of 
multicolored  beguiling  advertising  literature, 
well  laced  with  free  samples  of  decorative  and 
expensive  pharmaceutical  preparations  with 
trade  names  often  difficult  of  comprehension, 
and  complete  with  directions  how  to  use  them 
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and  with  hand-picked  bibliographies.  For  the 
doctor  to  prescribe  such  material  solely  on  the 
recommendation  of  the  manufacturer  is  to 
slight,  in  some  measure,  his  duty  by  his  patient. 
The  rightful  way  for  him  to  order  drugs  is  to 
discover,  from  objective  sources,  their  composi- 
tion and  pharmacologic  action,  and  order  them 
only  to  meet  indications  for  treatment  that  he 
clearly  recognizes.  Then  there  are  the  detail 
men,  usually  delightful  and  co-operative  fellows, 
who  give  you  more  advice  and  free  samples, 
which,  if  you  accept  them,  influence  you  some- 
what to  favor  the  detail  man’s  house  in  your 
prescription  writing. 

The  other  side  of  the  picture,  however,  is  that 
the  more  reputable  drug  houses  have  made 
great  strides  in  raising  their  ethical  standards, 
and  have  done  invaluable  work  in  devising  and 
testing  new  drugs  in  their  research  departments. 
They  can  get  high-grade  investigators  because 
they  can  pay  better  salaries  than  universities  or 
noncommercial  research  institutes.  Furthermore, 
so  lucrative  has  the  pharmaceutical  industry  be- 
come, and  so  enlightened,  that  it  makes  larger 
and  larger  grants-in-aid  to  noncommercial  re- 
search projects.  Thus,  even  the  universities  be- 
come beholden  to  some  extent  to  the  industry. 
How  good  this  is  I confess  I don’t  know,  but  I 
am  strongly  of  the  belief  that  it  is  necessary  for 
medicine  to  work  toward  some  form  of  ethical 
symbiosis  with  the  pharmaceutical  industry,  if 
this  can  produce  new  scientific  knowledge  that 
medicine  simply  cannot  afford  to  do  without. 

PATENTS 

And  this  brings  us  to  a special  subject  that 
sharply  emphasizes  the  difference  between  busi- 
ness and  profession  — namely,  patents.  If  a 
medical  investigator  develops  a new  drug  or 
method,  he  is  ethically  bound  to  tell  the  pro- 
fessional world  about  it.  He  is  prevented  by  his 
own  ethical  standards  from  patenting  it.  But  if 
a drug  house  does  such  a thing,  it  would  be, 
by  business  standards,  insane  not  to  apply  im- 
mediately for  a patent.  But  unless  a discovery 
of  noncommercial  research  is  protected  in  some 
way,  industry  may  patent  it  and  make  profits 
out  of  sometliing  to  the  discovery  of  which  it 
has  not  contributed.  Some  ways  have  been  found 
to  escape  from  this  dilemma.  Patents  can  be 
taken  out  to  protect  a product,  but  dedicated  to 
the  public.  This  ensures  that  no  one  can  gain  a 


monopoly  in  its  production.  A well  known  ex- 
ample was  insulin,  which  was  patented  by  the 
University  of  Toronto  to  ensure  its  availability 
to  all  without  anyone  having  any  special  privi- 
leges. 

THE  PRESS 

Another  somewhat  special  topic  is  the  press 
and  other  mass  media.  In  the  past  the  doctor  has 
been  supposed  to  keep  himself  out  of  the  press 
as  far  as  possible,  at  least  not  to  use  it  as  a 
means  of  popularizing  himself.  But  nowadays 
when  he  cares  for  VIPs,  he  cannot  keep  himself 
out  of  the  mass  media,  and  this  through  no  fault 
of  his  own.  Also,  often  he  is  pushed  into  public 
writing  or  speaking  by  the  institutions  with 
which  he  is  associated  — hospitals,  medical 
schools  and  so  forth,  which  have  money-raising 
campaigns  under  way  and  want  him  to  glamorize 
what  they  are  doing  for  the  advancement  of 
medical  science. 

All  the  mass  media  also  carry  a steadily  in- 
creasing volume  of  medical  items,  purportedly 
for  purposes  of  public  education.  Some  of  these 
are  excellent;  some  are  dreadful.  The  great 
question  is  whether  the  total  impact  on  the 
public  of  all  this  is  good  or  bad.  When  it  pro- 
vides the  stimulus  that  brings  the  patient  to  the 
doctor  while  his  serious  disease  is  still  curable, 
it  is  good.  When  it  leads  to  the  pressurizing  of 
doctors  by  patients  to  give  treatment  the  doctor 
knows  is  not  really  indicated,  it  is  bad.  It  has 
come  to  pass  nowadays  that  patients,  having 
soaked  up  some  of  the  mass-media  pronounce- 
ments, go  to  the  doctor  and  tell  him  how  to 
treat  them.  “Doc  I want  a shot  of  penicilhn.  ” 
The  doctor  may  know  that  this  is  neither  needed 
nor  desirable,  but  he  also  knows  that  if  he 
doesn’t  give  it,  the  patient  will  be  off  to  another 
doctor  who  will.  So  the  first  doctor  may  give  it 
even  against  his  best  judgment.  Actually,  he  is 
on  a hot  spot.  Of  course  in  this  case  the  ethics 
is  clear  enough.  He  should  refuse  to  give  it 
even  though  it  means  the  loss  of  a patient.  If  he 
were  not  on  fee-for-service  there  would  be  less 
of  a problem. 

The  mass  media  can  be  very  damaging  also 
to  the  investigator.  They  will  quote  him  out  of 
context,  give  undue  emphasis  to  parts  of  his 
remarks,  and  let  headline  writers  commit  veri- 
table mayhem  on  what  he  has  actually  said: 
“Great  breakthrough  in  cancer  just  around  the 
corner,”  and  all  that  sort  of  rubbish.  Beware 
of  them! 
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THE  PATIENT  AND  THE  TRUTH 

A very  controversial  ethical  question  is  that 
ot  truth  telling  to  patients.  You  will  find  entirely 
reputable  and  earnest  doctors  who  believe  in 
lying  to  patients  when  it  is,  in  their  opinion,  to 
the  patient’s  good.  The  other  extreme  is  best 
typified  by  the  late  Dr.  Richard  C.  Cabot,  of 
Harvard,  who  believed  that  the  doctor  should 
always  tell  the  patient  the  truth,  the  whole  truth, 
and  nothing  but  the  truth.  This  is  a naive  posi- 
tion, because  who  ever  knows,  in  the  progress 
of  a patient,  what  the  whole  truth  is?  I am  sure 
some  of  the  “truth”  that  Dr.  Cabot  told  just 
wasn’t  so.  For  him  things  were  either  black  or 
white,  but  the  world  is  mostly  gray.  Personally, 
I am  thoroughly  opposed  to  the  intentional  prac- 
tice of  deceit  in  doctor-patient  relations,  but  also 
I have  constantly  in  mind  that  admonition  of 
Oliver  Cromwell,  who  said,  “By  the  bowels  of 
Christ  my  brethren  bethink  you,  you  may  be 
mistaken.”  Also  I cherish  the  dictum  of  the  late 
Lawrence  J.  Henderson,  “In  the  practice  of 
medicine  do  as  little  harm  with  words  as  pos- 
sible.” Thus,  I would  say,  beware  of  making 
traumatic  remarks  within  the  hearing  of  patients 
that  they  have  neither  asked  for  nor  need  to 
know.  I am  sure  that  this  is  one  of  the  com- 
monest professional  sins  that  any  of  us  commit. 
Beware  particularly  of  ever  making  a prediction 
of  how  long  anyone  is  going  to  live.  Nature 
is  capable  of  letting  you  down  badly.  Many  a 
patient  has  outlived  the  doctor  who  “gave  him 
but  a year  to  live.”  Remember  always  that  it  is 
not  what  you  say  to  patients  that  is  important, 
but  what  they  think  you  said.  Your  silences  also 
may  be  as  traumatic  as  your  words.  How  often 
does  a patient  when  asked,  “What  did  the  doctor 
tell  you?”  reply,  “He  didn’t  tell  me  anything!” 
The  wise  doctor  will  sense  when  the  patient 
needs  to  be  told  something,  and  he  will  do  this 
in  as  reassuring  a way  as  the  basic  framework 
of  truthfulness  permits.  Do  not  be  afraid  of 
saying,  “I  don’t  know,”  when  that  is  the  truth. 
Moreover,  always  be  ready  to  listen,  and  to 
answer  questions  as  wisely  as  you  can. 

Related  to  what  you  shall  say,  or  not  say,  to 
the  patient  is  what  you  shall  say,  or  not  say, 
about  him  to  other  people.  Hippocrates  puts  us 
straight  on  this  without  need  of  alteration  or 
interpretation:  “Whatever,  in  connection  with 
my  professional  practice,  or  not  in  connection 
with  it,  I may  see  or  hear  in  the  lives  of  men 
which  ought  not  to  be  spoken,  I will  not 


divulge,  as  reckoning  that  such  should  be  kept 
secret.” 

Another  ethical  or  moral  question,  quite  shock- 
ing in  nature,  is  what  we  shall  do  about  the 
elderly  or  hopelessly  ill  patient  who  longs  for 
an  end  to  his  suffering  in  death.  Shall  we  let 
him  die,  merely  easing  symptoms  as  he  goes,  or 
shall  we  force  him  to  suffer  yet  a little  while 
longer  because  science  has  given  us  such  things 
as  antibiotics  and  oxygen  tents  that  will  do  this? 
Euthanasia,  as  you  well  know,  is  a hotly  debated 
matter.  Whether  it  may  or  may  not  be  practiced 
is  for  society,  not  the  medical  profession,  to 
decide.  It  is  within  the  doctor’s  prerogative, 
however,  to  determine  what  treatment  he  will 
or  will  not  use,  and  if  under  the  type  of  circum- 
stance I have  indicated,  he  elects  not  to  use 
the  life-prolonging  methods,  can  any  honest  and 
reasonable  person  say  he  has  done  wrong? 
“Lord,  now  lettest  thou  thy  servant  depart  in 
peace,  according  to  thy  word,”  so  said  St.  Luke, 
“the  beloved  physician,”  and  he  e.xpresses  my 
own  thoughts  on  the  subject  perfectly.  And  that 
pungent  playwright  B.  G.  Shaw  put  it  this  way: 

“Thou  shalt  not  kill  but  needst  not  strive 

Officiously  to  keep  alive.” 

Doctors  have  plenty  of  dilemmas. 

DISCUSSION 

I will  finish  this  discourse  with  a few  more 
transcendent  considerations.  Medical  ethics  is, 
I suppose,  a part  of  ethics,  and  ethics  certainly 
is  a branch  of  philosophy;  therefore,  we  may 
philosophize  a bit.  I am  sure  few,  if  any  of  us, 
are  philosophers,  but  it  is  given  to  any  man  to 
apply  his  own  homely  philosophy  to  what  he 
is  doing  and  see  what  he  can  come  up  with 
in  the  way  of  convictions,  motives  and  satisfac- 
tions. Recognition  of  these  qualities  of  mind 
comes  through  insight,  and  certainly  no  one 
needs  insight  more  than  the  physician.  “Phy- 
sician, know  thyself”  is  perhaps  the  simplest 
way  to  put  it.  Although  in  a profession,  especially 
in  those  called  learned,  of  which  medicine  is  one, 
the  less  conformity  is  required  the  better,  never- 
theless when  in  the  practice  of  such  a profession 
the  lives,  welfare  or  happiness  of  other  people 
are  involved,  it  becomes  necessary  for  that  pro- 
fession to  impose  upon  itself,  or  when  it  fails 
to  do  this  for  society  to  impose  upon  it,  certain 
minimal  standards  of  competence  and  certain 
rules  of  minimal  acceptable  professional  be- 


32A 


Arizona  Medicine 


August,  1960 


liavior.  It  is  these  necessities  that  have  given 
rise  to  the  codes  of  medical  ethics  of  which  we 
have  been  speaking.  I am  convinced,  however, 
that  if  a physician  is  of  good  conscience,  there 
is  little  likelihood  that  his  behavior  will  sink 
to  a level  where  the  ethical  code  need  be  called 
into  play  to  correct  it.  At  least  this  is  true  so 
long  as  he  acts  as  an  individual  and  follows 
the  dictates  of  his  conscience.  If  he  has  no 
conscience,  he  should  not  be  in  medicine.  Unfor- 
tunately, as  we  have  seen,  when  he  organizes 
and  acts  collectively,  the  conscience  of  the  herd, 
through  a homogenizing  process,  may  become 
sufficiently  benumbed  to  permit  some  deterio- 
ration in  ethical  standards. 

The  quality  of  medicine  in  the  mass,  however, 
will  depend  largely  on  the  motivation  and 
character  of  the  individuals  who  serve  it,  and 
tlie  chief  point  I want  to  make  is  that  the  highest 
motivation  possible  is  that  one  shall  love  medi- 
cine and  find  happiness  in  performing  any  of 
its  many  functions.  This  is  indeed  the  essence 
of  professional  motivation  and  of  what  deter- 
mines the  professional  way  of  life.  It  is  what 
sets  the  profession  in  a higher  ethical  bracket 
than  occupations  entered  merely  to  make  a liv- 


ing. To  be  sure,  the  doctor  must  have  an  income 
sufficient  to  permit  him  and  his  family  to  live 
comfortably  and  happily,  and  to  have  enough 
leisure  to  keep  in  close  rapport  with  the  culture 
in  its  various  dimensions.  There  is  usually  no 
great  difficulty  about  this.  It  is  a setback  for 
medicine,  however,  when  the  doctor  permits 
himeslf  to  become  intellectually  and  emotionally 
isolated. 

As  I look  around  at  my  many  friends  in  medi- 
cine — those  who  are  older  (not  so  many  of 
these  now),  contemporaries  and  the  steadily 
growing  number  of  younger  ones,  many  of  whom 
have  been  my  pupils  — I am  increasingly  con- 
vinced that  those  who  get  the  most  out  of  medi- 
cine, and  more  particularly  those  who  give  the 
most  to  it,  are  those  who  love  it.  Medicine  is 
indeed  a profession  — not  a business.  Let  us 
keep  it  so. 

And  in  conclusion  I again  quote  Hippocrates: 
“While  I continue  to  keep  this  oath  inviolate, 
may  it  be  granted  to  me  to  enjoy  life  and  the 
practice  of  the  art,  respected  by  all  men  at  all 
times,  but  should  I trespass  and  violate  this 
oath,  may  the  reverse  be  my  lot.” 


FREEDOM  OF  CHOICE 

Arthur  Kemp,  Ph.D. 

At  Atlantic  City  in  June,  and  again  at  Dallas  in  December,  the  American 
Medical  Association’s  House  of  Delegates  proclaimed  and  reaffirmed  the  belief 
that  the  “free  choice  of  physician  is  the  right  of  every  individual”  and  that  such 
freedom  of  choice,  together  with  free  competition  among  physicians,  constitute 
prerequisites  to  “optimal  medical  care.”  In  so  doing  the  House  of  Delegates,  by 
inference,  took  a position  in  favor  of  individual  freedom  of  choice  in  general 
and  expressed  a preference  for  maintaining  a social,  political,  and  economic 
framework  in  our  society  conducive  to  the  preservation  of  such  freedom  of 
choice.  (The  Journal  of  the  American  Medical  Association,  Vol.  172,  No.  9, 
February  27, 1960,  pp.  942-3) 
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FOURTH  NATIONAL 
CANCER  CONFERENCE 

Sponsored  by  the  American  Cancer  Society 
and  the  National  Cancer  Institute,  the  Fourth 
National  Cancer  Conference  will  be  held  in  Min- 
neapolis, September  13,  14  and  15,  1960,  at  the 
University  of  Minnesota.  Theme:  Changing 

Concepts  Concerning  Cancer. 

Program : 

General  Session:  Address:  Changing  Concepts 
Concerning  Cancer;  Cancer  Etiology. 

Panels  on:  Cancer  of  the  Breast;  Cancer  of 
the  Lung;  Cancer  of  the  Female  Genital  Tract. 

General  Session:  Address:  Frontiers  in  Biolo- 
gy and  Cancer  Research;  Cancer  Pathogenesis 
and  Spread. 

Panels  on:  Cancer  of  the  Gastrointestinal 

Tract;  Cancer  of  the  Male  Genitourinary  Tract; 
Leukemias  and  Lymphomas;  Cancer  in  the 
World  Around  Us. 

General  Session:  Address:  Care  of  the  Ad- 
vanced Cancer  Patient;  Cancer  Therapy. 

Panels  on:  Cancer  of  the  Skin;  Cancer  of  the 
Head  and  Neck;  Cancer  Control. 

General  Session:  Summary  Session. 


AUGUST  15-20,  1960 
9TH  WESTERN  CARDIAC  CONFERENCE 
DENVER,  COLORADO 


The  Ninth  United  States  Civil  Defense  Coun- 
cil Conference,  Medical-Health  Section,  will  be 
held  September  21-22,  1980,  at  the  Leamington 
Hotel,  Minneapolis,  Minnesota.  Emphasized 
will  be  chemical,  biological  and  radiological  war- 
fare and  defense  and  civilian  medical  problems; 
also  aspects  of  emergency  health  services  such 
as  the  community  program,  man-power  manage- 
ment, mobilization  training,  resources  manage- 
ment and  engineering  and  sanitation. 


UTAH  STATE  MEDICAL  ASSOCIATION 
65?h  Annual  Scientific  Meetings 
SEPTEMBER  21,  22,  23,  1960 
SALT  LAKE  CITY,  UTAH 


ARIZONA  ACADEMY  OF  GENERAL 
PRACTICE  1960  ANNUAL  MEETING 

October  13,  14  and  15  are  the  dates  scheduled 
for  the  1960  meeting  of  the  Arizona  Academy 
of  General  Practice.  This  will  again  be  held  in 
the  Valley  Ho  Hotel  in  Scottsdale,  Arizona.  An 
excellent  scientific  program  is  being  arranged. 
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ARIZONA  REGIONAL  MEETING 
AMERICAN  COLLEGE 
OF  PHYSICIANS 

This  one-day  meeting  is  scheduled  for  Octo- 
uer  8,  1960,  beginning  at  9:00  A.M.  A luncheon 
meeting  is  planned  for  members  of  the  Arizona 
Chapter  of  the  Society  of  Internal  Medicine  and 
a banquet  in  the  evening  for  fellows,  associates, 
invited  guests  and  their  wives. 

Dr.  W.  Roy  Hewitt  as  Governor  for  Arizona 
will  conduct  the  meeting.  Drs.  Hayes  Caldwell 
and  Ashton  Taylor  of  Phoenix  and  Orin  J.  Far- 
ness of  Tucson  will  be  the  program  committee 
members.  Dr.  Leslie  R.  Kober  of  Phoenix  and 
Dr.  Roland  Murphy  of  Tucson  will  handle  the 
arrangements  and  registration. 

All  members  of  the  Arizona  Medical  Associa- 
tion are  invited  to  attend  the  scientific  sessions 
both  morning  and  afternoon.  There  will  be  no 
registration  fee.  Tentatively  the  meeting  is 
planned  for  the  Hotel  Valley  Ho  in  Scottsdale. 

1961  ARIZONA  CANCER  SEMINAR 

“Ganging  Concepts  in  Tumor  Formation  and 
Therapy”  is  the  theme  for  the  Ninth  Annual 
Arizona  Cancer  Seminar  to  be  held  at  the  Tide- 
lands  Motor  Inn,  Tucson,  January  12,  13  and  14. 

The  faculty  participants  will  include  Drs. 
Jeanne  C.  Bateman  (chemotherapeutic  drugs), 
C.  Howard  Hatcher  (bone  pathology  and  bone 
tumors),  Charles  Heidelberger  (chemotherapy), 
Roy  Hertz  (endocrinology),  Paul  Kotin  (en- 
vironmental factors  as  they  relate  to  cancer), 
and  Arnold  D.  Welch  (aspects  of  chemotherapy 
and  biochemistry ) . 


AMERICAN  COLLEGE  OF  SURGEONS 

The  46th  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
San  Francisco,  California,  October  10  through 
14.  Headquarters  for  the  meeting  will  be  the 
Civic  Auditorium,  with  some  sessions  scheduled 
at  nearby  hotels. 

More  than  1000  participants  will  take  part  in 
the  various  programs,  and  nine  postgraduate 
courses  will  be  offered. 

REGIONAL  LATE  SUMMER 
AND  FALL  MEETINGS 

August  15-19,  I960  — Western  Cardiac  Con- 
ference, Denver,  Colorado. 

August  3I-September  6,  I960  — Pediatrics, 
Estes  Park,  Colorado. 

September  7-10,  I960  — Annual  Meeting,  Ne- 
vada State  Medical  Association,  Las  Vegas, 
Nevada. 

September  7-10,  I960  — Annual  Session,  Wy- 
oming State  Medical  Society,  Moran,  Wyoming. 

September  II-I4,  I960  — American  College  of 
Obstetrics  and  Gynecology,  Denver,  Colorado. 

September  14-17,  I960  — Annual  Session, 
Colorado  State  Medical  Society,  Estes  Park, 
Colorado. 

September  21-23,  I960  — Annual  Session,  Utah 
State  Medical  Association,  Salt  Lake  City,  Utah. 

November  3-5,  I960  — University  of  Colorado 
Medical  Center  — Fractures,  Denver,  Colorado. 

November  17-19,  I960  — Tenth  Annual  Con- 
vention, National  Association  for  Mental  Health, 
Denver,  Colorado. 

November  27-December  I,  I960  — Western 
Society  for  Pediatric  Research,  Denver,  Colo- 
rado. 


$1  BILLION  DONATED  FOR  NATION'S  HEALTH  ACCORDING 

TO  AAFRC 

Total  philanthropy  for  the  nation’s  health  rose  to  more  than  $I  billion  in 
1959,  according  to  the  American  Association  of  Fund-Raising  Counsel,  Inc. 

But,  despite  the  increase  in  total  dollars,  health  did  not  quite  keep  pace 
with  the  total  increase  in  philanthropy.  Health  received  an  estimated  14  per 
cent  of  the  total  $7.8  billion  philanthropy  in  1959.  The  information  was  revealed 
in  GIVING,  USA,  an  annual  study  published  by  the  AAFRC. 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 
a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 

TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

♦ Marmell,  M.,  and  Prigot,  A.:  Tetracycline  phosphate  complex  in  the  treat- 
ment of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  & Ciin.  Ther. 
6:108  (Feb.)  1959. 


BRISTOL 


BRISTOL  LABORATORIES, 

SYRACUSE.  NEW  YORK 
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Doctor, 
do  you  know 
this  woman? 

Among  your  patients  are  women 
who  complain  of  the  discomforts 
which  accompany  a large  or 
pendulous  bust.  Tell  these  women 
about  CORDELIA  OF  HOLLYWOOD 
custom-fitted  brassieres . . . 
constructed  with  no  wires  or 
excessive  elastic  to  interfere  with 
circulation ..  .wide  one-piece  straps 
that  relieve  shoulder  pressure  by 
providing  support  directly  from  the 
base . . . easily  laundered,  attractive 
fabric  in  a multitude  of  styles.  Your 
patients  will  thank  you  for 
suggesting  this  problem-solver 
for  women  with  special  needs . . . 
there  is  a custom-fitted 
CORDELIA  OF  HOLLYWOOD  brassicre 
for  every  individual. 


Featured  below  is  Style  #88, 
available  in  White  and  Black,  all  sizes. 


m 


Available  at  department  stores,  corset  shops  and  surgical  shops. 


ARIZONA;  Douglas  — Esquite  Shop;  Nogales  — La  Cinderella;  Phoenix  — Aunger's  Brace  Shop; 
Prescott  — Gillis  Style  Shop;  Tucson  — Alice-Rae  Corset  Shop,  Blair  Surgical  Supply  Inc. 


Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 

(reserpine  ciba)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


C I B \ 
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SUMMIT-NEW  JERSEY 


Cartoon  idea  by  pharmacist  Emil  Magdalener 

Many  of  you  may  have  seen  a recent 
cartoon  depicting  a midnight  scene  in 
front  of  a pharmacy.  A luomafi  is  pound- 
mg  on  the  door  and  the  pharmacist  is 
leaning  out  the  window  of  his  apart- 
ment over  the  store.  “Open  up,”  shouts 
the  woman.  “My  husband  is  sick  and 
I need  a stamp  so  I can  send  this  pre- 
scription to  the  mail  order  house” 

The  drug  that  always  fails 
is  the  drug  that  isn’t  there 

Far-fetched?  Perhaps,  but  there  are  those  who  would  have  us 
believe  that  our  present  system  of  drug  distribution  is  inefficient 
and  costly,  and  should  be  replaced  by  presumably  more  efficient 
and  cheaper  centralized  or  bureaucratic  methods.  Disregarding 
the  probable  political  philosophy  behind  these  suggestions,  con- 
sider what  a marvelously  intricate  and  efficient  system  of  drug 
distribution  we  have  in  this  country.  • From  the  laboratories 
of  the  manufacturers  comes  a steady  stream  of  new  and  better 
drugs  for  your  patients.  Warehoused  and  stocked  by  drug  whole- 
salers, these  products  are  available  in  over  53,000  pharmacies 
scattered  across  the  length  and  breadth  of  our  land.  And  woe  to 
the  pharmacist  who  hasn’t  been  provided  with  yesterday’s 
laboratory  discovery  for  your  use  in  treating  a patient  today.  • 
The  economists  speak  of  “utility  of  time”  and  “utility  of  place.” 
We  simply  say  that  you  can  confidently 

•*■///  J of  prescription  drugs  as  a service  to  the  medical 

prescribe  what  you  choose,  when  it  is  profession.  For  additional  information,  please 

. - . . write  Pharmaceutical  Manufacturers  Associa- 

needed,  wherever  your  patient  may  be.  tion,  iifii  K Street,  AT.  IK,  Washington  5,  D.C, 
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no  irritating  crystals  • uniform  concentration  in  each  drop 

STERILE  OPHTHALMIC  SOLUTION 


NEO-HYDELTRASOl 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL".  In  5 cc.  and  2.5  cc, 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm,  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  iNa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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AH  OVER  AMERICA! 

KENTwiththeMICRONITEFlUER 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


than  any  other  cigarette!* 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


Results  of  a continuing  study  ol  cigarette  prelerences.  conducted  by  O’Brien  Sherwood  Associates,  N y..  N.Y. 

A PRODUCT  OF  R LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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Carrying  on 
congestion-free 
with  fast-acting 


NASAL  SPRAY 


At  the  first  allergic  sneeze,  two  inhalations  from  the  hTz  Nasal  Spray  act  speedily  to  bring  excep- 
tional relief  of  symptoms.  The  first  spray  shrinks  the  turbinates  and  enables  the  patient  to  breathe 
through  his  nose  again.  The  second  spray,  a few  minutes  later,  opens  sinus  ostia  for  essential 
ventilation  and  drainage.  Excessive  rhinorrhea  is  reduced.  mTi  is  well  tolerated  and  provides  safe 
“inner  space”  without  causing  chemical  harm  to  the  respiratory  tissues. 
nTz  is  a balanced  combination  of  three  thoroughly  evaluated  compounds: 

# eo-Synephrine®  HCI,  0.5%  to  shrink  nasal  membranes  and  sinus  ostia  and  provide 
inner  space 

C henfadil®  HCI,  0.1%  to  provide  powerful  topical  antiallergic  action  and  lessen  rhinorrhea 
^ ephiran®  Cl,  1:5000  (antibacterial  wetting  agent  and  preservative)  to  promote  spread  and 
penetration  of  the  formula  to  less  accessible  nasal  areas 
nTz  is  supplied  in  leakproof,  pocket  size,  squeeze  bottles  of  20  cc.  and  in  bottles  of  30  cc.  with  dropper. 

OUICK  SYMPTOMATIC  RELIEF  OF  HAY  FEVER  OR  PERENNIAL  RHINITIS 

«Tz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamine)  and  L A B 0 RAT  DRIES 

Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  (J.  S.  Pat.  Off.  NeW  York  18,  N.  Y. 


A dosage  form  to  meet  the  indmdual 
requirements  of  patients  of  all  ages  in  home, 
office,  clinic,  and  hospital: 

Syncillia  Tablets^SSO  Big. ..  .Syncillia  Tablets mg. 
Syncillia  for  Oral  Solution  ~~  60  Bb.  bottles —Vbeii  recoQstituted, 

126  mg.  per  6 mb  : 

Synciilin  Pediatric  Drops  —i.h  Gm.  bottles.  Calibrated  dropper ' 

delivers  125  mg. 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  official  circular  accompanying  each  package. 

BRISTOL  LABORATORIES,  SYRACUSE,  SEW  YORK  (foRisix)!^ 


THE  ORIGINAL  potassium  plienetliicillin 


(POTASSIUM  PENICILUH-152P 
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WAYIAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


anorectic-ataractic 


© 


meprobamate  400  mg,,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS- 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

■ meprobamate  eases  tensions  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


i A LOGICAL  COMBINATION 
; ■ IN 

APPETITE  CONTROL 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 


^^OERSON.  w 
kSCOTTI 
ROMAN 


in  4 seconds  . . . right  from  your  account  cards 


No  more  lace  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-PAX  "Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  AlT-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Suggaled  utail price. 


iThermo-fax 

"'copying  products 


The  lerms  THERMO  FAX  and  SECRETARY  aie  trade- 
marks of  Minnesota  Minins  A MIr.  Co..  SI.  Paul  6,  Minn. 
General  Export;  99  Park  Avenue.  New  York  16.  N.  Y. 
In  Canada.  P.  0.  Boi  757.  London.  Ont. 


HUGHES  CALIHAN 


CORPORA 


ION 


2603  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 


I 

I 


In  very  special  cases 
a very  superior  brandy... 


specify 


HENNESST 


COGMAC  BRANDY 


Murray  1-9339 
SYcamore  3-7193 
2900  E.  Del  Mar  Blvd. 

(fonuerJt/  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
j located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D. 

(X)UGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D. 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 


JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


(FORTIFIED  TRIPLE  STRENGTH) 

Buffered  to  control  a normal  vaginal  pH. 
The  new,  improved  P.A.F.  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 


G.  M.  Case  Laboratories 
San  Diego,  California 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Daniel  R.  Nenad,  D.S.C. 

Samuel  Mason,  Pod.  D. 

40  E.  Thomas  Rd.  - CR  9-4161 

205  E.  Camelback  Road.  — AM  5-7510 

461  W.  Catalina  Dr.  — AM  6-1009 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

Irwin  D.  Shapiro,  Pod.D. 

A.  Stern,  D.S.C. 

753  E.  McDowell  Rd.  — At  4-4414 

40  E.  Thomas  Rd.  — CR  9-4161 

TUCSON 

17  S.  1st  St.  - AL  3-2231 

Felton  O.  Gamble,  D.S.C. 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

1888  N.  Country  Club  Rd.  - EA  6-3212 

318  E.  Congress  St.  — MA  3-9151 

2629  E.  Broadway  — EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badge 

r,  D.S.C. 

2004  N.  Campbell 

— EA  6-6077  Lowell,  Arizona  — 

HE  2-3361 
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A LOGICAL  ADJUNCT  TO  THE 

'weight-reducing  regimen 


meprobamate  plus  d-amphetamine . . . 
reduces  appetite... elevates  mood. ..eases 
tensions  of  dieting... without  overstimula- 
tion, insomnia  or  barbiturate  hangover. 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B,  44,  Cortaro,  Ariz. 


DOCTOR: 

We  Invite  Your  Inspection  Of 
Our  New  Larger  Store  at 
49  W.  THOMAS  RD. 

Grove's,  (formerly  at  3123  N.  Central) 
now  at  49  W.  Thomas  with  plenty  of 
free  parking. 

SUPPORTS,  ELASTIC  STOCKINGS, 
TRACTION  EQUIPMENT,  ETC.  fitted 
exactly  as  you  direct. 

. . . for  your  patients'  every  condition 
— such  as  back  strain,  obesity,  post- 
operative, cardiac,  ptosis,  whip-lash, etc. 

Hospital  and  home  calls  made  at  your  request. 

Expert  fitters,  private  fitting  rooms. 

GROVE'S 

SURGICAL  SUPPORTS 

49  WEST  THOMAS  RD. 

PHOENIX  CR  4-5562 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFOR'l' 

Tlie  'Jt-ahklih 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4T51 
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LABORATORIES 

RADIOLOGY 


Frank  S.  Tolone,  M.D. 

Diplomate 
American  Board  of 
Radiology 


NORTH  CENTRAL  MEDICAL 
LABORATORY 

2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 


PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf , M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
Radiology 


John  W.  Kennedy,  M.D. 

Diplomate 
American  Board  of 
Radiology 


James  R.  Matheson,  M.D. 

Diplomate 
American  Board  of 
Radiology 


ALpine  3-4131 


NURSES^  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses^  Professional  Registry 

703  Professional  BIcJg.  — Phoenix  — AL  4-41  5 1 

HIUCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  ® Convalescent 

• Post-Operative  • Geriatric 

o Medical  Doctor  of  your  choice 
e Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilitie.' 

Phones:  MA  4-1562  — MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 


THE  $1^1  • 2303 1^^^ 


BUTLERS  REST  HOME 

® Bed  Patients  and  Chronics 

o 24  Hour  Nursing  Care 


* Television 

Excfllpn:  Food 


a State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Eme'gencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 


Katharine  Schmid 


Charles  Schmid 


30^9  E.  2nd  St. 


"Eastablished  1932" 


Tucson,  Arizona 
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LABORATORIES 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
11 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1 601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tHedical  Cehtef  and  Clinical  d.alfCfaUHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pfc^e^Mchal  'X-^aif  and  Clinical  Xalfci-atcf^ 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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SURGERY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 AM.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 
31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


OBSTETRICS  & GYNECOLOGY 

ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

110  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone:  PRospect  4-4611 

SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

A L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 
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EYE,  EAR,  NOSE  and  THROAT 


JOHN  J.McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-351 1 
Phoenix,  Arizona 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

461  W.  Catalina  Dr.  Suite  321 

CR  7-8782  — Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office;  AL  2-0379  — Phoenix,  Arizona 

GYNECOLOGY  &~ENDOCRINoi^^ 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 


DIRECTORY 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd  Phone  EA  5-2605 

Tucson,  Arizona 

CLINIC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 
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Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
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Your  Prescription  Store 

DIERDORF  PHARMACY 
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Milburn  F.  Dierdorf 
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TUCSON,  ARIZONA 
INTERNIST  WANTED: 

Wonderful  opportunity  for  Internist  of  high  cali- 
bre, experience  in  Cardiology  and  Fluoroscopy 
beneficial.  Needed  immediately  to  take  over  fully 
equipped  office.  Excellent,  established  practice 
of  prominent  Tucson  Internist. 

REPLY: 

Mrs.  Leo  J.  Kent 

3131  East  Second  Street 
Tucson,  Arizona 


WANTED 

M.D.  for  General  Practice  In 
Established,  Equipped  Office  In  Phoenix 
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LOIS  GRUNOW  MEMORIAL  BUILDING 


McDowell  at  tenth  street  phoenix,  Arizona 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


OPTHALMOLOGY 

John  S.  Aiello,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  MeKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

Wm.  J.  Beckmeyer,  M.D. 


CARDIOVASCULAR 

MEDICINE 

Thurl  E.  Andrews,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D.,  F.A.C.S. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 

"The  construction  of  an  addition  to  the  Lois  Grunow  Memorial  Building  will  be  completed  on 
or  about  August  15  and  space  will  then  be  available  both  in  the  present  building  and  in  the  new 
addition.  Limited  space  presently  available  in  the  building." 


• softens  feces 
~~~  DeCHOTYL  expedites  fluid 
PLiietration  into  bowel  contents 


• increases  bile 
Dechoi'yl  stimulates 
the  flow  of  bile  — 
a natural  bowel 
regulator 


• improves  motility 

Dechotyl  gently  stimulates 
intestinal  peristalsis 


lielps  free  your  patient  from  both . , . 
constipation  and,  laxatives 

DECHOTYL 


TR ABLETS 


well  tolerated... gentle  transition  to  normal  bowel  function 

O)  Recommended  to  help  convert  the  patient  — naturally  and  gradually  — to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance  of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 


Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 
Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin.®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 


*Ames  t.m.  for  trapezoid-shaped  tablet. 


AMES 

COMPANY.  INC 
Elkhart  • Indiana 
Toronto  • Conodo 


64  160 


z /- 

University  of  California 
Meiical  Center  Library 
3rd  & Parnassus 
San  Francisco  22,  Calif. 


in  overweight 


brand  of  dextro  amphetamine  and  amobarbital 


^ANSUL 


' — ® 


brand  of  sustained  release  capsules 


for  the  patient  who  is  tense, 
irritable,  frustrated  by  inability 
to  stick  to  diet 


SMITH 

KLINES 

FRENCH 


...and  for  the  patient  who  is  listless, 
lethargic,  depressed  by  reducing  regimens: 

DEXEDRINE*  SPANSULE® 

brand  of  dextro  amphetamine  brand  of  sustained  release  capsules 
sulfate 

Each  'Dexamyi'  Spansule  sustained  reiease  capsule  (No.  2)  contains  'Dexedrine'  (brand  of 
dextro  amphetamine  sulfate),  15  mg.,  and  amobarbital,  1!4  gr.  Each  ’Dexamyi’  Spansule  cap- 
sule (No.  1)  contains  ’Dexedrine’,  10  mg.,  and  amobarbital,  1 gr. 

Each  ’Dexedrine’  Spansule  sustained  release  capsule  contains  dextro  amphetamine  sulfate, 
5 mg.,  10  mg.,  or  15  mg. 


University  of  Lai  iiorn  ia, 
Medical  Center  Library 
3rd  & Parnassus 
San  Francisco  Calif* 
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when  judgment  dictates  oral  penicillin,  experience  dictates 


V-CILLIN  K 


(penicillin  V potassium,  Lilly) 


• for  maximum  effectiveness 

• for  unmatched  speed 

• for  unsurpassed  safety 

In  tablets  of  125  and  250  mg. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Da\is) 

All  outstanding  and  frc([ucntly  reported  characteristic  of  CHLOROMYCETIN^'^  “...is  the  fact 
tliat  the  very  great  majority  of  the  so-called  resistant  staphylococci  are  susceptible  to  its  action.’’! 
In  describing  their  study,  Rcbhan  and  Edwards-  state  that  “...only  a small  percentage  of  strains 
have  shown  resistance...’’  to  CHLOROMYCETIN,  despite  steadily  increasing  use  of  the  drug 
o\’cr  the  years. 


I'’isher'^  observes:  “The  over-all  average  incidence  ol  resistance,  for  the  31,779  strains  [of  staph- 
ylococci] through  nine  years  was  about  990.”  FinlaiKH  reports  that,  while  the  prdportion  of 
strains  resistant  to  several  newer  antibiotics  has  risen  to  between  10  and  30  per  cent,  such  resist- 
ance to  CHLOROMYCETIN  “...has  been  rare  even  where  this  agent  has  been  used  e.xtensively.” 
Numerous  other  investigators  concur  in  these  findings. ■'’■8 

( IILOHOMYCETIN  (chloramphenicol,  Parkc-Davis)  is  available  in  various  forms,  including  Kapseals'-''  of 
250  mg.,  in  bottles  of  16  and  100. 


CHLOROMYCETIN  is  a potent  tlicrapeutic  agent  and,  because  certain  blood  dyscrasias  ha\c  been  asso- 
ciated \\  itli  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  witli  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  rc(|uircs  prolonged 
or  intermittent  therapy. 


Itrfi'rrnccs:  (1)  Welch,  II.,  in  Welch.  II.,  & Finland,  M.:  Antibiotic  Therapy  for  Staphylococcal  Disca.scs,  New  York, 
Medical  Encyclopedia,  Inc.,  19.59,  p.  1.  (2)  Rehhan,  A.  W,  & Edwards,  H.  E.:  Canad.  M.  A.  J.  82:51.3,  1960.  (3)  Fisher, 
M.  AV.:  Arch.  Inf.  Med.  10.'>:413,  I960.  (4)  Finland,  M.,  in  Welch,  H.,  & Finland,  M.:  Antibiotic  Therapy  for  Staphy- 
lococcal Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  187.  (.5)  Bercovitz,  Z.  T.:  Geriatrics  1.5:164,  1960. 
(6)  C.las,  W.  W,  & Britt,  E.  M.:  Management  of  Hospital  Injections,  in  Syinposinm  on  Antibacterial  Therapy',  Michigan 
& Wayne  Coiinty  Acad.  Gen.  Bract.,  Detroit,  September  12,  19.59,  p.  7,  (7)  Staphylococcal  Infections  in  Bediatric.s, 
.Scientific  Exhibit.  Commission  on  Brofessional  and  Hospital  Activities,  108th  Ann.  Meet.,  A.  M.  A,,  Atlantic  City, 
June  8-12,  19.59.  (8)  Robinson,  II.  M.,  Jr.;  Robinson,  R.  C.  V,  & Raskin,  J.:  Postgrad.  Med.  27:522,  1960. 


ITRO  SENSITIVITY  OF  PYOGENIC  STRAINS  OF  STAPHYLOCOCCI  TO  CHLOROMYCETIN  OVER  A PERIOO  OF  EIGHT  YEARS* 


istics  were  gathered  over  almost  a decade  on  329  children  with  staphylococcal  pneumonia;  1,663  sensitivity  tests  were  performed, 
ited  from  Rebhan  & Edwards.^  looso 


ARKE,  DAVIS  & COMPANY  d e t r o i t 3 2 , M i c h i g a n 


PARKE-DAViS 


CLINICAL  REMISSION 

IN  A'fROBLEM”  ARTHRITIC 


In  rheumatoid  arthritis  with  serious  corticoid  side  effects.  Following 


profound  weight  loss  and  acute  g.i.  distress  on  prednisolone,  a 45-year- 
old  bookkeeper  with  a five-year  history  of  severe  arthritis  was  started 
on  Decadron,  1 mg./day.  Dosage  was  promptly  reduced  to  0.5  mg./day. 
After  ten  months  on  Decadron,  she  gained  back  eleven  pounds,  feels 
very  well,  and  had  no  recurrence  of  stomach  symptoms.  She  is  in 
clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic"  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

"‘From  a clinical  investigator's  report  to  Merck  Sharp  & Oohme. 

Decadron\^ 

Oexamethasone 

TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


lSB  MERCK  SHARP  & OOHME  • Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 
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MOUNTING 

EVIDENCE 


A.  H.  Robins’ 
new  Adabee  — 
for  the  physician 
who  has 

weighed  the  . . . 


IN 

MULTI- 

VITAMINS 


Bi2  and 
FOLIC  ACID 


AGAINST 


Individually,  folic  acid  and  Bjo  fill  important  clinical  roles4 
But,  increasing  evidence  indicates  that  multivitamins  con- 
taining folic  acid  may  obscure  the  diagnosis  of  pernicious 
anemia.^"'^  And  vitamin  Bjo,  in  indiscriminate  and  unneces- 
sary usage""®  is  likewise  blamed  for  this  diagnostic  con- 
fusionA 

Both  folic  acid  and  Bj2  have  been  omitted  from  Adabee,  in 
recognition  of  this  growing  medical  concern.  Also  excluded 
are  other  factors  which  might  interfere  with  concurrent  ther- 
apy, such  as,  hormones,  enzymes,  amino  acids,  and  yeast 
derivatives.  Adabee  supplies  massive  doses  of  therapeutically 
practical  vitamins  for  use  in  both  specific  and  supportive 
schedules  in  illness  and  stress  situations.  Thus,  new  Adabee 
offers  the  therapeutic  advantage  of  sustained  maximum 
multivitamin  support  without  the  threat  of  symptom-masking. 

references:  1.  Wintrobe,  M.  M.,  Clinical  Hematology,  3rd  ed., 
Phila.,  Lea  & Febiger,  1952,  p.  398.  2.  Goodman,  L.  S.  and  Gilman, 
A.,  The  Pharmacological  Basis  of  Therapeutics,  2nd.  ed..  New 
York,  Macmillan,  1955,  p.  1709.  3.  New  Eng.  J.M.,  Vol.  259,  No. 
25,  Dec.  18,  1958,  p.  1231.  4.  Frohlicb,  E.  D.,  New  Eng.  J.M., 
259:1221,  1958.  5.  J.A.M.A.,  169:41,  1959.  6.  J.A.M.A.,  173:240, 
1960.  7.  Goldsmith,  G.  A.,  American  J.  of  M.,  25:680,  1958.  8. 
Darby,  W.  J.,  American  J.  of  M.,  25:726,  1958. 


ADABEE® 


Each  yellow,  capsule-shaped  tablet  contains: 


Vitamin  A 
Vitamin  D 

Thiamine  mononitrate  (Bi) 
Riboflavin  (Bn) 

Pyridoxine  HCl  (Bg) 
Nicotinamide  (niacinamide) 
Calcium  pantothenate 
Ascorbic  acid  (vitamin  C) 

ADABEE^  M 


25,000  USP  units 
1,000  USP  units 
15  mg. 

10  mg. 

5 mg. 

50  mg. 

10  mg. 

250  mg. 


Each  green,  capsule-shaped  tablet  contains  Adabee  plus  nine 
essential  minerals: 

Iron  15.0  mg.  Zinc  1.5  mg. 

Iodine  0.15  mg.  Potassium  5.0  mg. 

Copper  1.0  mg.  Calcium  103.0  mg. 

Manganese  1.0  mg.  Phosphorus  80.0  mg. 

Magnesium  6.0  mg. 


indications : As  dietary  supplements  for  the  deficiency  states 
that  accompany  pregnancy  and  lactation,  surgery,  burns, 
trauma,  alcohol  ingestion,  hyperthyroidism,  infections,  car- 
diac disease,  polyuria,  anorexia,  cirrhosis,  arthritis,  colitis, 
diabetes  mellitus,  and  degenerative  diseases.  Also  in  re- 
stricted diets,  particularly  peptic  ulcer,  in  geriatrics,  and  in 
concurrent  administration  with  diuretics  and  antibiotics. 


dosage:  One  or  more  tablets  a day,  as  indicated,  preferably 
with  meals.  

new!  ADABEE* 

the  multivitamin  without  Bj2  or  folic  acid 

A.  H.  ROBINS  COMPANY,  INC. 

Richmond  20,  Virginia 


•ated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to  thi 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

^ Spacious,  year  ’round  outdoor  recreation  area 
^ Pleated  swimming  pool 

is  Modern,  comfortable  rooms 


III  ! 

s maiWiis » 


Open  medical  stafl 
5 5 bed  capacity 

Ratio  of  more  than  one  rci];istered  stall  nurse  to  every  two  patients 
All  rooms  air-conditioned 
Spacious  i:;rounds  cover  ten  acres 

Licensed  and  approved  by  Arizona  State  Department  of  1 lealth 
Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 


Neutralization  ""t;  /i* 

with  new  Creamalin  r V-  'V, 
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New  PDCAI 

If  III  IITANTACID 

UKtill 

nHUN  TABIiTS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tabiets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 

for  peptic  ufceragastritisagastric  hyperacidity 
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1650  N.  Campbell  Avenue,  Tucson,  Arizona 

Leslie  B.  Smith,  M.D President-elect 
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Wallace  A.  Reed,  M.D Central  District 

2021  North  Central  Avenue,  Phoenix,  Arizona 

E.  Henry  Running,  M.D Central  District 
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20  East  Ochoa  Street,  Tucson,  Arizona 
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Hospital,  Morenci;  Masaaki  Hirota,  M.D.,  Secretary,  Morenci 
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Superior;  Thomas  E.  McCormick,  M.D.,  Secretary,  321  West 
Central  Ave.,  Coolidge. 

SANTA  CRUZ:  John  S.  Carlson,  M.D.,  President,  102  Terrace 
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YAVAPAI:  Ernest  D.  Geever,  M.D.,  President,  533  West  Gurley 
Street.  Prescott;  Clarence  E.  Yount,  Jr.,  M.D.,  Secretary,  105 
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M.D.  (Phoenix);  Lorel  A.  Stapley,  M.D.  (Phoenix). 
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D.  Shupe,  M.D.  (Phoenix);  Lavem  D.  Sprague,  M.D.  (Tuc- 
son); William  B.  Steen,  M.D.  (Tucson);  George  G.  Truman, 
M.D.  (Mesa);  MacDonald  Wood,  M.D.  (Phoenix). 

MEDIGAL  EGONOMIGS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  John  A.  Eisenbeiss,  M.D.  (Phoenix); 
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problems 


ATARAX  ENCOMPASSES  MORE  PATIENT  NEEDS. ..LETS  YOU 
CHART  A SAFER,  MORE  EFFECTIVE  COURSE  TO  TRANQUILITY 


ATARAX  has  a wide  range  of  flexibility  . . . from 
mild  adult  tensions  and  anxieties  to  full-blown 
alcoholic  episodes  . . . from  the  behavior  dis- 
orders of  childhood  to  the  emotional  problems 
of  old  age.  Why?  Because  it  gives  you  maximum 
adaptability  of  dosage  . . . works  quickly  and 
predictably  ...  is  unsurpassed  in  safety. 

ATARAX  offers  extra  pharmacologic  actions 
especially  useful  in  certain  troublesome  con- 
ditions. It  is  antihistaminic  and  mildly  anti- 
arrhythmic,  does  not  stimulate  gastric  secre- 
tions. Hence  it  is  well  suited  to  the  needs  of 
your  allergic,  cardiac  and  ulcer  patients. 

Have  you  discovered  all  the  benefits  of 

ATARAX? 

Dosage:  Adults,  one  25  mg.  tablet,  or  one  tbsp.  Syrup 
q.i.d.  Children,  3-6  years,  one  10  mg.  tablet  or  one  tsp. 
Syrup  t.i.d.;  over  6 yeprs,  two  10  mg.  tablets  or  two  tsp. 
Syrup  t.i.d. 


Supplied:  Tiny  10  mg.,  25  mg.,  and  100  mg.  tablets,  bot- 
tles of  100.  Syrup,  pint  bottles.  Parenteral  Solution: 
25  mg./cc.  in  10  cc.  multiple-dose  vials;  50  mg./cc,  in 
2 cc.  ampules.  Prescription  only. 


Complete  bibliography  available  on  request. 


(BRAND  OF  HYDROXYZINE) 

PASSPORT  TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Beings 


1 PASSPORT  1 
i TO  I 
; TRANQUILITY 


VITERRA^ 


for  vitamin-mineral  supplementation 

• capsules  • tastitabs® 

• therapeutic  capsules 


Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASII! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress- induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J.  A.:  J.  South  Carolina 
Complete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases. . 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severjj 
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of  their  side  effects. 


A.  51:417  (Dec.)  1955. 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben-  - 
efits  of  hydrocortisone. 


* 


w* 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


TOLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com 
bination  with  proven  ki 
effectiveness  for  the 
topical  control  of  gram- ; 
positive  and  gram-nega- 
tive organisms. 





Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporin'® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

“ 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Ya  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


clinically  proven  efficacy 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  I.  disorders 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate— widely  accepted  tranquilizer 
and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therapy 
to  the  G.I.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred... 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamates 

meprobamate  with  PATHILON® tridihexethyl  chloride  Lederle 


clinically  proven  safety 


The  efficacy  of  PATHIBAMATE  has  been  confirmed 
clinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal 
spasm,  anxiety  neurosis  with  gastrointestinal  symp- 
toms, and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationt  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  control  ling  the  symptoms. 


■ 


SIDE  EFFECTS  i 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH  i 

1%  , 

5% 

72% 

46% 

5% 

STOMATITIS  ' 



0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

18% 

11% 

1% 

U — — 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 
OR  SURGERY 

□ 

1 HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

) 

PERFORATION 

0% 

1 

0% 

i 

0% 

6% 

0% 

OPERATION 

0% 

5% 

] 

5% 

14% 

2% 

RECURRENCES 

1 

NONE 

28% 

23% 

1 

25% 

17% 

26% 

FEWER  AND  MILDER 

67% 

62% 

52% 

37% 

24% 

SAME  OR  MORE 

5% 

}_ 

15% 

23% 

46% 

50% 

*Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

fPATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
distort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

control  the  tension — treat  the  trauma 
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in  arthritis  and  ailied 
disorders 


RUTSi7t}] 

t brand  of  pheoyibufeizone  J 

' //  m '"z  ^ 

Geigy 


f'/' 


Ml 


Proved  by  a Decade  of  Experience 
Confirmed  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


Butazolidin®,  brand  of  phenylbutazone: 
Red,  sugar-coated  tablets  of  100  mg. 
Butazolidin®  Alka:  Orange  and  white 
capsules  containing  Butazolidin  100  mg. 
dried  aluminum  hydroxide  gel  100  mg.; 
magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Geigy,  Ardsley,  New  York 


Since  its  anti-inflammatory  properties 
were  first  noted  in  Geigy  laboratories  10 
years  ago,  time  and  experience  have 
steadily  fortified  the  position  of 
Butazolidin  as  a leading  nonhormonai 
anti-arthritic  agent.  Indicated  in  both 
chronic  and  acute  forms  of  arthritis, 
Butazolidin  is  noted  for  its  striking 
effectiveness  in  relieving  pain, 
increasing  mobility  and  halting 
inflammatory  change. 
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:ofor  a smooth 
downward  curve 


New  Rautrax-N  results  in  prompt  lowering  of  blood  pres- 
sure.’ Rautrax-N,  a new  and  carefully  developed  antihyper- 
tensive-diuretic preparation,  provides  improved  therapeutic 
action’  plus  enhanced  diuretic  safety  for  all  degrees  of  essen- 
tial hypertension.  A combination  of  Raudixin  and  Naturetin, 
Rautrax-N  facilitates  the  management  of  hypertension  when 
rauwolfia  alone  proves  inadequate,  or  when  prolonged  treat- 
ment, with  or  without  associated  edema,  is  indicated. 


Naturetin,  the  diuretic  of  choice,  also  possesses  marked 
antihypertensive  properties,  thus  complementing  the  known 
antihypertensive  action  of  Raudixin.  In  this  way  a lower 
dose  of  each  component  in 
Rautrax-N  controls  hyper- 
tension effectively  with 
few  side  effects  and 
greater  margin 
of  safety. 

1-16 


Other  advantages  are  a balanced  electrolyte  pattern’-’®  and 
the  maintenance  of  a favorable  urinary  sodium-potassium 
excretion  ratio. 2-’®  Clinical  studies’-®  have  shown  that  the 
diuretic  component  of  Rautrax-N  — Naturetin  — has  only  a 
slight  effect  on  serum  potassium.  The  supplemental  potas- 
sium chloride  provides  additional  protection  against  potas- 
sium depletion  which  may  occur  during  long  term  therapy. 


Rautrax-N  may  be  used  alone  or  in  conjunction  with  other 
antihypertensive  drugs,  such  as  ganglionic  blocking  agents, 
veratrum  or  hydralazine,  when  such  regimens  are  needed 
in  the  occasionally  difficult  patient. 


Supply:  Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin  (Squibb  Rauwolfia  Serpentina  Whole  Root) 
and  4 mg.  Naturetin  (Squibb  Benzydroflumethiazide),  with 
400  mg.  potassium  chloride. 


Dosage:  Initially- 1 to  4 tablets  daily  after  meals.  Mainte- 
nance- 1 or  2 tablets  daily  after  meals;  maintenance  dosage 

may  range  from  1 to  4 tab- 
ets  daily.  For  complete  in- 
structions and  precautions 
see  package  insert.  Litera- 
:ure  available  on  request. 


eferences:  1.  Reports  to  the  Squibb 
TStitute,  1960.  2.  David,  N.A.; 
orter,  G.A.,  and  Gray,  R.  H.r  Mono- 
raphs  on  Therapy  5:60  (Feb.)  1960. 
. Stenberg,  E.  S.,  Jr.;  Benedetti,  A., 
nd  Forsham,  P.  H.:  Op.  cit.  5:46 
-eb.)  1960.  4.  Fuchs,  M.;  Moyer,  J. 
I.,  and  Newman,  B.  E.;  Op.  cit.  5:55 
-eb.)  1960.  5.  Marriott,  H.  J.  L,  and 
chamroth,  L:  Op.  cit.  5:14  (Feb.) 
960.  6.  Ira,  G.  H.,  Jr.;  Shaw,  D.  M., 
nd  Bogdonoff,  M.  D.:  North  Carolina 
I.  J.  21:19  (Jan.)  1960.  7.  Cohen,  B. 
1.:  M.  Times,  to  be  published.  8. 
ireneman,  G.  M.  and  Keyes,  J.  W.: 
lenry  Ford  Hosp.  M.  Bull.  7:281 
Dec.)  1959.  9.  Forsham,  P.  H.: 
quibb  Clin.  Res.  Notes  2:5  (Dec.) 
959.  10.  Larson,  E.:  Op.  cit.  2:10 
Dec.)  1959.  11.  Kirkendall,  W.  M.: 
ip.  cit.  2:11  (Dec.)  1959.  12.  Yu,  P. 
I.:  Op.  cit.  2:12  (Dec.)  1959.  13. 
/eiss,  S.;  Weiss,  J.,  and  Weiss,  B.: 
Ip.  cit.  2:13  (Dec.)  1959.  14.  Moser, 
).:  Op.  cit.  2:13  (Dec.)  1959.  15. 
ahn.  A.,  and  Grenblatt,  I.  J.:  Op.  cit 
:15  (Dec.)  1959.  16.  Grollman,  A.: 
Monographs  on  Therapy 
5:1  (Feb.)  1960. 

Squibb  Quality  — the 
Priceless  Ingredient 

Squibb^ss. 


The  proved,  effective  antihypertensive— 
now  combined  with  a safer,  better  diuretic 

RAUTRAX-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Benzydroflumethiazide  (*Naturetin)  with  Potassium  Chloride 
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1 '4  Grs.  Ea. 
FLAVORED 


I 

Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  Jong  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- PA  grain  flavored 
tablets  — Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  I NC..  1 45  0 BROADWAY.  NEW  YORK  18.  N.  Y. 


ACUTE  BRONCHITIS 


SYNCILLIN 
250  mg.  t.i.d, 


6 days 


H.F.  45-year-old  white  female.  First  seen  on 
Aug.  24,  1959  with  acute  bronchitis  of  3 days* 
duration.  Culture  of  the  sputum  revealed  alpha 
hemolytic  streptococci.  A 250  mg,  SYNCILLIN 
tablet  was  administered  3 times  daily.  Another 
sputum  culture  taken  on  Aug,  27  showed  no  growth. 
On  Aug,  30,  the  patient  appeared  much  improved 
and  SYNCILLIN  was  discontinued. 

Recovery  uneventful. 


Actual  case  summary  from  the  files  of  Bristol  Laboratories’  Medical  Department 


THE  ORIGINAL  potassium  phenethicillin 


SYNCILUN 

(Potassium  Penicillin- 152) 

A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital: 

Syncillin  Tablets  — 250  mg.  (400,000  units) . . . Syncillin  Tablets  — 125  mg.  (200,000  units)' 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Cornplete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK  ((uiusmiyrM 
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IN  CONTRACEPTION 


WHY  IS  DIFFUSION  IMPORTANT? 


Because  the  active  ingredients  of  a spermicidal  prepara- 
tion must  diffuse  rapidly  into  the  seminal  clot  and 
throughout  the  vaginal  canal  to  be  clinically  effective. 

Lanesta  Gel  offers  this  dual  protection.  Its  four 
spermicidal  agents  quickly  invade  the  clot  to  stop  the 
main  body  of  sperm.  It  spreads  evenly  and  quickly 
throughout  the  vaginal  canal— seeks  out  every  wrinkle 
and  fold  that  may  offer  concealment  to  sperm.  With 
this  rapid  diffusion,  your  patient  receives  full  benefit 
of  the  swift  spermicidal  action  of  Lanesta  Gel  — in 
minutes  — a decisive  measure  in  conception  control. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide,  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 


of  up  to  1 ; 4,000.  The  addition  of  10  per  cent  NaCl  in 
ionic  form  greatly  accelerates  spermicidal  action.  Ri- 
cinoleic  acid  facilitates  rapid  inactivation  and  immo- 
bilization of  spermatozoa  and  sodium  lauryl  sulfate 
acts  as  a dispersing  agent  and  spermicidal  detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with  A pfOdUCt  ■ 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies.  Of  LflUtOBIl® 

research.  ^ 


Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance.  Ohio.  Distributed  by  GEORGE  A.  Breon  & Co..  New  York  18.  N.  Y 


even  in 
allergic 
infants 


FROM  A CLINICAL  STUDY*  IN  ANNALS  OF  ALLERGY 


Patients 

200  infants  and  children,  ages  2 months  to  14  years 

Diagnosis 

Perennial  allergic  rhinitis 

Therapy 

Dimetane  Elixir 

Results 

in  149,  good  results  / in  40,  fair  results 

Side  Effects 

Encountered  in  only  7 patients  (in  all  except  one, 
the  side  effect  was  mild  drowsiness) 

In  allergic  patients  of  all  ages,  Dimetane  has  been  shown  to  work  with  an  effec- 
tiveness rate  of  about  90%  and  to  produce  an  exceptionally  low  incidence 
of  side  effects.  Complete  clinical  data  are  available  on  request  to  the  Medical 
Department,  Supplied:  dimetane  Extentabs®  (12  mg.),  Tablets 
(4  mg.),  Elixir  (2  mg./5  cc.),  new  dimetane-ten  Injectable 
(10  mg./cc.)  or  new  dimetane-100  Injectable  (100  mg./cc.). 

*MC  GOVERN,  J.  P.,MC  ELHENNEY.T.  R.,  HALL,  T.  R.,  AND  DUROON,  K.O.J  ANNALS  OF  ALLERGY  1 7:915,  1959. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA/ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 

t PARABROMDYLAMINE  MALEATE 


w^o  couglied? 


COUGH  THERAPY 


cough  sedative  / antihistamine 
decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate 5mg.'|  . 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide 1.5  mg./ 

Pyrilamine  Maleate 12-5  mg. 

Phenylephrine  Hydrochloride ' cn 

Ammonium  Chloride . . . . ■ ■ • 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at  bedtime. 
May.  be  habit-forming.  Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


'U.S.  Pat  2,630.400 
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taken  at  bedtime 


BONAPO 

STOPS  MORNING  SICKNESS  II  941 


OFTEN  WITH  JUST 
ONE  TABLET  DAILY 

by  treating  the  symptom  — 
nausea  and  vomiting  — as  well 
as  a possible  specific  cause  — 
pyridoxinc  deficiency 


each  tiny  Bonadoxin 
tablet  contains: 
Meclizine  HCl  (25  mg.) 
for  antinauseant  action 


Pyridoxine  HCl  (50  mg.) 
for  metabolic  replacement. 


usual  dose:  One  tablet  at 
bedtime;  severe  cases  may  require 
another  tablet  on  arising. 


supply:  Bottles  of  25  and 
100  tablets.  Bonadoxin  also 
effectively  relieves  nausea  and 
vomiting  associated  with: 
anesthesia,  radiation  sickness, 
Meniere’s  syndrome,  labyrinthitis, 
and  motion  sickness.  Also  useful  in 
postoperative  nausea  and  vomiting. 

Bibliography  on  request. 


For  infant  colic,  try 
Bonadoxin  Drops.  Each  cc. 
contains:  Meclizine  8.33  mg./ 
Pyridoxine  16.67  mg. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


TM 


and.. . when  your  OB  patient  needs  the  best 
in  prenatal  vitamin-mineral  supplementation . . . 

OBRON® 
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!‘. extraordinarily  effective  diuretic."' 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
"diuretic  of  choice”^  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.*  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 

References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.:  Monographs 
on  Therapy  5:60  (Feb.)  1960.  2.  Friend,  D.  H,;  Clin.  Pharm,  & Therap.  1:5 
(Mor.-Apr.)  1960.  3.  Ford.  R.  V.:  Current  Therap.  Res.  2:92  (Mar.)  1960. 


Naturetin  Naturetin^K 


Squibb 


Squibb  Benzydrodumethiazide  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 


'NATURETIN'® 


SQUIBB  TRAOCMAftK. 


Vol.  17,  No.  9 


Arizona  Medicine 


23A 


Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophOne,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene  0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet,  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

■ * trademark 


New  York  18,  N.  Y. 
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no  irritating  crystals'-  uniform  concentration  in  each  drop" 


STERILE  OPHTHALMIC  SOLUTION 


PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  O '.  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


‘Sometimes, 
when  I have 
a running  nose, 

I’d  like  to 
clear  it  with 

TRIAMINIC®- 

just  to  check  out 
that  systemic 
absorption  business. 

Reaches  ^ nasal 
and  paranasal 
membranes,  huh?” 


. . . and  for  humans 
with 

RUNNING  NOSES . . . 


You  can’t  reach  the  entire  nasal  and  paranasal  mucosa  by  putting 
medication  in  a man’s  nostrils  — any  more  than  you  could  by  trying  to 
pour  it  down  an  elephant’s  trunk.  TRIAMINIC,  by  contrast,  reaches  all 
respiratory  membranes  systemically  to  provide  more  effective,  longer- 
lasting  relief.  And  TRIAMINIC  avoids  topical  medication  hazards  such 
as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop  addiction.’’ 

Indications:  nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first—  the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then—  the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

Vs  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 
the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12  — 1 tsp.; 

Children  1 to  6 — Vs  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC’ 


timed-release  tablets,  juvelets,  and  syrup 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln.  Nebraska 
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QWhen  you  want  to  reduce  serum  cholesterol 

and  maintain  it  at  a low  level,  is  medication  more 
m realistic  than  dietary  modifications? 


Where  a vegetable  (salad)  oil  is  medically  recom- 
mended for  a cholesterol  depressant  regimen,  Wesson 
is  unsurpassed  by  any  readily  available  brand. 
Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%  . Only  the  lightest 
cottonseed  oils  of  highest  iodine  number  are  selected 
for  Wesson.  No  significant  variations  are  permitted  in 
the  22  exacting  specifications  required  before  bottling. 


Wesson  satisfies  the  most  exacting  appetites.  To  be 

effective,  a diet  must  be  eaten  by  the  patient.  The 
majority  of  housewives  prefer  Wesson  particularly  by 
the  criteria  of  odor,  flavor  (blandness)  and  lightness  of 
color.  (Substantiated  by  sales  leadership  for  59  years 
and  reconfirmed  by  recent  tests  against  the  next 
leading  brand  with  brand  identification  removed,  among 
a national  probability  sample.) 


Maintenance  of  lowered  cholesterol  concentration  in  the  blood 
is  a life-long  problem.  It  is  usually  preferable,  therefore, 
to  try  to  obtain  the  desired  results  through  simple 
dietary  modification.  This  spares  the  patient  added  expense 
and  permits  him  meals  he  will  relish. 


The  modification  is  based  on  a diet  to  maintain 
optimum  weight  plus  a judicious  substitution 
of  the  poly-unsaturated  oils  for  the  saturated  fats. 

One  very  simple  part  of  the  change  is  to  cook  the 
selected  foods  with  poly-unsaturated  Wesson. 

In  the  prescribed  diet,  this  switch  in  type  of  fat 
will  help  to  lower  blood  serum  cholesterol  and 
help  maintain  it  at  low  levels.  The  use  of  Wesson 
permits  a diet  planned  around  many  favorite 
and  popular  foods.  Thus  the  patient  finds  it  a 
pleasant,  easy  matter  to  adhere  to  the  prescribed  course. 
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Chicken,  grilled  with  homemade 
Wesson  barbecue  sauce,  is  low  in 
saturated  fat — and  delicious  eating. 

It  gives  longer  lasting  satisfaction. 


FREE  Wesson  recipes,  available  in 

quantity  for  your  patients,  show  how  to 
prepare  meats,  seafoods,  vegetables,  salads 
and  desserts  with  poly-unsaturated 
vegetable  oil.  Request  quantity  needed  from 
The  VEesso/z  People,  Dept.  N., 

210  Baronne  St.,  New  Orleans  12,  La. 


Wesson’s  Important  Constituents 

Wesson  is  100%  cottonseed  oil  . . . 
winterized  and  of  selected  quality 
Linoleic  acid  glycerides  (paly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  25-30% 
Phytosterol  (predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherols  0.09-0.12% 

Never  hydrogenated— completely  salt  free 
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WHEN  ULCEROGENIC  FACTORS  KEEP  ON  WORKING... 
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Think  of  your  patient  with  peptic  ulcer— or  wkih  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night:  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn’t  stimulate  gastric  secretion. 

Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.^’^ 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 


ENARAX 

(lO  MG.  OXYPHENCYCLIMINE  PLUS  25  MG.  ATARAX®!)  A SENTRY  FOR  THE  G.l.  TRACT 


dosage:  Begin  with  one-half  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  ophthalmological  supervision  in  glaucoma. 

supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.:  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
Department  Files.  ttirand  of  hydroxyzine 


FOR  HEMATOPOIETIC  STIMULATION 
WHERE  OCCULT  BLEEDING  IS  PRESENT 

HEPTUNA®  PLUS 

THE  COMPLETE  ANEMIA  THERAPY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being  ^ 
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Use  of  SARDO  in  118  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 
results: 


CASES 


AFTER  SARDO* 


Excellent 

Good 

Poor 

49  Senile  skin 
26  Dry  Skin  in  younger 

32 

13 

4 

patients  (diabetes,  etc.) 

14 

11 

1 

20  Atopic  dermatitis 

8 

10 

2 

13  Actinic  changes 

9 

4 

— 

10  Ichthyosis 

3 

4 

3 

Skin  Conditions 
20  Nummular  dermatitis 
10  Neurodermatitis 

Benefited 

19 

10 

No  Benefit 
1 

SARDO  actsi’2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural  i.  weissberg,  g.: 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture.  ® 


SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4,  8 and  16  oz. 


2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

^patent  pending 
T.M.  ©I960 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  \write . . . 

Sardeau,  Inc.  75  East  55th  Street,  New  York  22,  N.  Y. 


Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
1 6,  N.  Y.  • Montreal,  Canada 
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Diagnostic 

Quandaries 


Contis'^  Gall  Bladder  Disease? 
Chronic  Appendicitis? 
Rheumatoid  Arthritis?  Regional  Enteritis? 


DISEASE  that  is  frequently 
overlooked  in  solving  diag- 
nostic quandaries  is  amebiasis. 
Its  symptoms  are  varied  and 
contradictory,  and  diagnosis  is  extremely 
difficult.  In  one  study,  56%  of  the  cases 
would  have  been  overlooked  if  the  routine 
three  stool  specimens  had  been  relied  on.^ 

Another  study  found  96%  of  a group 
of  150  patients  with  rheumatoid  arthritis 
were  infected  by  E.  histolytica.  In  15  of 
these  subjects,  nine  stool  specimens  were 
required  to  establish  the  diagnosis.^ 

Webster  discovered  amebic  infection  in 
147  cases  with  prior  diagnoses  of  spastic 
colon,  psychoneurosis,  gall  bladder  dis- 
ease, nervous  indigestion,  chronic  appen- 
dicitis, and  other  diseases.  Duration  of 
symptoms  varied  from  one  week  to  over 
30  years.  In  some  cases,  it  took  as  many 
as  six  stool  specimens  to  establish  the 
diagnosis  of  amebiasis.^ 

Now  treatment  with  Glarubin  provides 
a means  of  differential  diagnosis  in  sus- 
pected cases  of  amebiasis.  Glarubin,  a 
crystalline  glycoside  obtained  from  the 
fruit  of  Simofrouha  glauca,  is  a safe,  effec- 
tive amebicide.  It  contains  no  arsenic, 
bismuth,  or  iodine.  Its  virtual  freedom 
from  toxicity  makes  it  practical  to  treat 


suspected  cases  without  undertaking  dif- 
ficult, and  frequently  undependable,  stool 
analyses.  Marked  improvement  following 
administration  of  Glarubin  indicates  path- 
ologically significant  amebic  infection. 

Glarubin  is  administered  orally  in  tablet 
form  and  does  not  require  strict  medical 
supervision  or  hospitalization.  Extensive 
clinical  trials  prove  it  highly  effective  in 
intestinal  amebiasis. 

Glarubin* 

TABLETS 

specific  for  intestinal  amebiasis 

Supplied  in  bottles  of  40  tablets,  each 
tablet  containing  50  mg.  of  glaucarubin. 

Write  for  descriptive  literature,  bibli- 
ography, and  dosage  schedules. 

1.  Cook,  J.E.,  Briggs,  G.W.,  and  Hindley,  F.W.:  Chronic  Ame- 
biasis and  the  Need  for  a Diagnostic  Profiie,  Am.  Pract.  and  Dig. 
of  Treat.  6':1821  (Dec.,  1955). 

2.  Rinehart,  R.E.,  and  Marcus,  H.:  Incidence  of  Amebiasis  in 
Healthy  Individuals,  Clinic  Patients  and  Those  with  Rheumatoid 
Arthritis,  Northwest  Med.,  5^:708  (July,  1955). 

3.  Webster,  B.H.:  Amebiasis,  a Disease  of  Multiple  Manifesta- 
tions, Am.  Pract.  and  Dig.  of  Treat.  9:897  (June,  1958). 

*U.S.  Pat.  No.  2,864,745 

THE  S.E.  |y|ASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  . KANSAS  CITY  . SAN  FRANCISCO 
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Just  one  prescription  for  Engrail  Term-Pak 


f'270  tablets) 


calling  for  just  one  tablet  per  day  will  carry  her 
through  term  to  the  six-week  postpartum  check- 
up.Thus,  you  help  to  assure  a nutritionally  perfect 
pregnancy,  while  providing  the  convenience  and 

/»  1 <1  TV  -I  Engran  is  also  available 

economy  or  the  re-usable  lerm-rak.  in  bottles  of  100  tablets. 


Sqjjibb  Hi|i|  III  Squibb  Quality — The  Priceless  Ingredient 

^'ENGRAN'"  AND  'TE  R M • PAK' A R E SQUIBB  TRADEMARKS 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


lUNUUSE 


Each  Kanulase  tablet  contains  Dorasef 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITFI-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


X 


You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a feiv  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression... as  it  calms  anxiety! 

Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — t/ie?/  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-<iiethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


^Deprol 


A® 


WALLACE 


LABORATORIES/Ncic  Brunswick,  N.  J. 


COSl-JS 


Hydroflumethiazide  • Reserpine 


Protovera trine  A 


In  each  SALUTENSIN  Tablet; 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — a tranquilizing  drug  with 

peripheral  vasorelaxant  effects 0.125  mg. 

Protoveratrine  A — a centrally  mediated 

vasorelaxant 0.2  mg. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  eircular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 
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Now  -All 

can 


cold  symptoms 
be  controlled 


Controls  congestion 

with  Triaminic,^’^'^  the  leading  oral 
nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^and  excellent  antipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity, “ as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 


References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37: 460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis.  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 


then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 

SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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for  maximum  effectiveness  Recently,  Griffithi  reported  that  V-Cillin 

K produces  antibacterial  activity  in  the  serum  against  penicillin-sensitive  patho- 
gens which  is  unsurpassed  by  any  other  form  of  oral  penicillin.  This  helps  explain 
why  physicians  have  consistently  found  that  V-CiUin  K gives  a dependable 
clinical  response. 

for  unmatched  speed  Peak  levels  of  antibacterial  activity  are  attained 
within  fifteen  to  thirty  minutes — faster  than  with  any  other  oral  penicillin.  i 

for  unsurpassed  safety  The  excellent  safety  record  of  V-Cillin  K is 

well  established.  There  is  no  evidence  available  to  show  that  any  form  of  peni- 
cillin is  less  allergenic  or  less  toxic  than  V-CiUin  K. 

Prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg.,  or  V-Cillin  K,  Pediatric, 
in  40  and  80-cc.  bottles. 

1.  Griffith,  R.  S.;  Comparison  of  Antibiotic  Activity  in  Sera  Following  the  Administration  of 
Three  Different  Penicillins,  Antibiotic  Med.  & Clin.  Therapy,  7;No.  2 (February),  1960. 

V-CILLIN  K®  (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Permanent  Anticoagulation 


Charles  A.  L.  Stephens,  Jr.,  M.D.,  F.A.C.P. 

Tucson,  Arizona 


Presentation  of  Annual  Award  For  Prize-Winning  Paper  | 

Mr.  Chairman,  Members  of  the  Association,  Guests:  Today  the  Association  begins  | 
an  observance  that  it  hopes  will  become  a yearly  distinction  for  one  of  its  members. 

To  stimulate  research  and  original  clinical  effort,  it  has  been  decided  to  make  an 
award  annually  for  the  best  scientific  presentation  by  an  Arizona  physician.  Papers 
entered  in  open  competition  are  fudged  by  the  Scientific  Assembly  Committee,  and 
the  successful  entry  is  to  be  read  by  the  author  during  the  Convention. 

We  conceive  that  winning  this  honor  will  come  to  be  a mark  of  prime  professional 
eminence.  We  believe  also  that  there  is  particular  notability  in  being  the  first  name  on 
the  roster,  in  being  the  doctor  who  founds  the  tradition.  Several  fine  manuscripts  were 
submitted  this  year,  but  the  victor  was  the  unanimous  choice  of  the  fudges.  It  is  with 
a full  sense  of  its  fitness,  therefore,  that  I tender  this  plaque  of  award  on  behalf  of 
the  Association  and  as  a token  of  its  commendation  and  admiration,  for  his  outstand- 
ing contribution  entitled  “Permanent  Anticoagulation”,  to  Dr.  Charles  A.  L.  Stephens, 

Jr. 

Lindsay  E.  Beaton,  M.D.,  P reside nl 


1 N 1946  the  New  York  Chapter  of  the  American 
Heart  Association  created  a Committee  on  Anti- 
coagulants to  evaluate  these  agents  in  therapy 
of  coronary  thrombosis.  This  group,  headed  by 
Drs.  Wright,  Marple  and  Beck,  undertook  a con- 
trolled study  of  short  term  anticoagidant  thera- 
py. In  their  findings,  mortality  and  morbidity  of 
treated  cases  contrasted  favorably  with  those  of 
the  controls.  Anticoagulants  for  short  term  treat- 
ment of  coronary  thrombosis  were  at  last  of 


documental  value.  The  preliminary  report  of  the 
Committee  ( 1 ) was  later  expanded  and  pub- 
lished as  a text  book  in  1954(2). 

Those  interested  in  the  therapeutic  value  of 
anticoagulants  were  curious  about  their  use  in 
other  thromboembolic  conditions.  Patients  with 
cerebral  thrombosis  and  thrombophlebitis  were 
subjects  of  controlled  investigations.  The  con- 
clusions reached  affirmed  therapeutic  usefulness 
in  these  conditions  (3-7). 
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Collection  and  interpretation  of  data  on  the 
short  term  treatment  of  thromoembolism  was  a 
gigantic  task.  Long  term  treatment  had  to  wait 
for  long  term  evaluation.  Only  recently  have  in- 
vestigators accumulated  sufficient  data  over  suf- 
ficient time  to  report  significant  numbers  of  con- 
trolled case  studies  from  which  justifiable  con- 
clusions may  be  drawn  ( 8-17 ) . 

It  is  our  purpose  to  review  the  mechanics  of 
permanent  anticoagulant  therapy  in  thromboem- 
bolic disease  with  passing  mention  of  various 
agents  available;  technics  of  laboratory  determi- 
nations; results  from  our  own  experience  in  281 
cases;  and  results  reported  in  the  literature. 

INDICATIONS 

Permanent  anticoagulant  therapy  of  throm- 
boembolic disease  is  indicated  whenever  the 
etiology  of  the  thromboembolism  is  irreversible 
and  there  is  likelihood  of  recurrence.  The  most 
common  states  are  as  follows: 

1.  Arteriosclerotic  cardiovascular  disease 

(a)  Coronary  thrombosis  and  myocardial 
infarction 

( b ) Coronary  insufficiency 

( c ) Cerebral  thrombosis 

( d ) Cerebral  insufficiency,  especially 
carotid  or  basilar  arteries 

( e ) Arteriosclerosis  obliterans 

(f)  Central  retinal  artery  or  vein  throm- 
bosis 

( g ) Peripheral  embolism 

2.  Arrhythmic  heart  disease  with  auricular 
fibrillation  and  auricular  thrombi 

3.  Recurrent  thrombophlebitis 

4.  Pulmonary  hypertension 

5.  Miscellaneous 

Permanent  anticoagulant  therapy  in  coronary 
atherosclerosis  with  occlusion  and  myocardial 
infarction  has  been  the  subject  of  considerable 
controversy.  Russek  and  associates  ( 18 ) have  at- 
tempted to  divide  these  patients  into  good  risk 
and  bad  risk  categories,  even  those  on  short 
term  therapy.  Others  contend  that  coronary 
thrombosis  is  a treacherous  disease,  and  only  in 
retrospect  can  the  good  risk  be  separated  from 
the  bad  risk  cases  ( 19,20).  Prognosis  in  the  un- 
treated patients  is  poor.  Levine  (21)  found  25% 
of  patients  died  in  the  first  year;  50%  had  died 
by  the  end  of  the  second  year;  and  75%  did  not 
live  more  than  five  years.  Manchester ( 13)  re- 
ported 60%  recurrent  myocardial  infarctions 
within  five  years.  Rland  and  White  (22)  found 
a 75%  mortality  within  10  years. 


A “first  coronary  ’ is  often  delineated  from  sec- 
ond and  third  coronaries.  Pathologists  repeated- 
ly show  us  hearts  with  old  scars  of  multiple  in- 
farctions. Coronary  occlusion  with  myocardial 
infarction  is  a major  cause  of  death  and  disability 
in  the  present  phase  of  our  civilization.  Each 
year  approximately  200,000  persons  die  from 
this  cause  in  the  United  States.  From  600,000  to 
800,000  persons  suffer  attacks.  The  greatest  per- 
sonal and  social  significance  of  myocardial  in- 
farction lies  in  the  large  number  of  persons  lost 
during  their  most  productive  years.  Statistics 
tend  to  emphasize  only  the  resultant  deaths.  A 
comprehensive  review  of  loss  must  consider  such 
serious  residual  disabilities  as  myocardial  and 
coronary  insufficiency  and  the  results  of  em- 
bolization, hemiplegia,  mesenteric  occlusion,  or 
the  loss  of  a limb  from  gangrene  (23). 

Arrhythmic  heart  disease  of  congenital,  rheu- 
matic or  atherosclerotic  origin,  usually  victimizes 
patients  in  the  younger  age  groups.  Single  or 
multiple  emboli  often  eause  tragic  crippling  or 
untimely  death. 

Phlebitis  migrans  or  recurrent  thrombophlebi- 
tis threatens  fracture  of  the  thrombus  with  often 
dramatic  and  fatal  embolus.  It  has  been  shown 
by  Wood  and  Conn  (51)  that  permanent  anti- 
coagulant therapy  may  retard  the  downhill 
course  of  irreversible  pulmonary  hypertension  by 
preventing  secondary  thrombo-obstructive 
lesions.  It  may  be  curative  in  subacute  throm- 
boembolic pulmonary  hypertension. 

In  the  miscellaneous  group  of  conditions  in 
which  long  term  anticoagulation  might  be  in- 
dicated, one  might  consider  the  Chiari-Rudd 
syndrome  of  hepatic  vein  thrombosis,  abdominal 
angina  with  threatened  or  actual  mesenteric  vas- 
cular occlusion,  thrombotic  thrombocytopenic 
purpura,  polycythemia,  visceral  Buerger’s  dis- 
ease, and  a variety  of  other  relatively  rare  con- 
ditions. The  major  common  thromboembolic 
states  for  which  permanent  anticoagulation  is 
clearly  indicated  are  actual  or  threatened  athero- 
sclerotic arterial  occlusions  and  arrhythmic  heart 
disease  with  embolization. 

Absolute  Contraindications  and  Relative  Con- 
traindications to  anticoagulant  therapy  are  list- 
ed below: 

ABSOLUTE  Contraindications: 

1.  Duodenal  or  gastric  ulcer 

2.  Gastric  carcinoma,  bleeding  polypi  or 

Meckel’s  diverticulum 

3.  Subacute  bacterial  endocarditis 
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4.  Severe  hypertensive  disease 

5.  Cirrhosis  of  the  liver 

6.  Hepatitis 

7.  Dissecting  aneurysm  of  the  aorta 

8.  Cerebral  aneurysm 

9.  Cerebral  hemorrhage 

10.  Preceding  a traumatic  operation  such  as 

transurethral  resection 

11.  Vitamin  C deficiency  — scurvy 

12.  Blood  dyscrasias  interfering  with  blood 

clotting 

13.  Late  pregnancy 

14.  Polyarteritis 

RELATIVE  Contraindications:  Requiring  cau- 
tion in  use  of  anticoagulants 

1.  Hypoprothrombinemia 

2.  Acute  or  chronic  passive  congestion  of  the 

liver  ( heart  failure ) 

3.  Thrombotic  thrombocytopenic  purpura 

4.  Before  impending  nontraumatic  surgery 

5.  Renal  insufficiency 

6.  Moderate  hypertension 

METHODS 

There  are  three  basic  requirements  which 
must  be  met  prior  to  institution  of  permanent 
anticoagulant  therapy.  Before  recommending 
that  the  patient  embark  on  the  voyage  from 
home  to  laboratory,  to  work  — and  repeat  for 
life,  as  is  required  in  permanent  anticoagulation 
— it  is  essential  that  whatever  intelligence  and 
cooperation  he  has  shall  be  channelled  and  ded- 


say:  “You  must  do  thus  and  thus.”  The  art  of 
the  physician  is  required  to  alert  the  patient  to 
his  need,  evoke  his  cooperation  and  explain  the 
necessity  for  his  all-out,  focussed  effort. 

The  second  fundamental  is  a good  laboratory. 
One  wag  has  defined  a good  laboratory  as  one 
“manned  by  technicians  with  obsessive  compul- 
sive neuroses”  because  they  do  the  most  careful, 
meticulous  prothrombin  tests. 

The  third  and  last  prerequisite  is  a physician 
who  is  thoroughly  acquainted  with  at  least  one 
anticoagulant.  He  must  know  and  understand 
the  method  of  prothrombin  determination  used 
in  his  laboratory.  He  must  be  willing  to  persist 
in  demanding  accuracy  and  meticulousness  on 
the  part  of  the  patient,  on  the  part  of  the  labora- 
tory technician,  and  on  the  part  of  himself. 

Marple  and  Wright  (23)  have  written  of  the 
use  and  abuse  of  anticoagulants.  In  my  own  ex- 
perience, I have  seen  patients  with  hemorrhage, 
in  consultation,  on  whose  order  sheet  the  at- 
tending doctor  had  written  “Dicumarol,  one  tab- 
let after  meals  and  at  bedtime.”  Abuse  of  anti- 
coagulants, and  ignorance  of  the  pharmacology 
of  anticoagulant  drugs  lead  to  statements,  oral 
or  written,  of:  “It’s  not  safe,”  “It  doesn’t  work.” 
Or  “I  have  quit  using  it.”  As  we  shall  see,  the 
weight  of  experience  is  against  these  dicta.  Anti- 
coagulant therapy  is  an  effective,  safe  procedure 
if  the  three  basic  requirements  are  met:  An  alert- 
ed patient.  A meticulous  laboratory.  And  an  in- 


icated  to  his 

own  service. 

It  is  not  enou 

gh  to  formed  doctor. 

TABLE  I 

Route  of 

Latent 

Time  To  Reach 

Duration  of 

Generic  Name 

Trade  Name 

Administration 

Usual  Dosage  Period 

Maximum  EffectEffect 

Phenindione 

Danilone 

Hedulin 

oral 

Initial: 

2-300  mg. 
Maintenance: 
50-100  mg.O.D. 

48-60  hours 

48-60  hours 

Bishy  droxy- 
coumarin 

Dicumarol 

oral 

Initial:  24  hrs. 

300  mg. 

Maintenance: 

50-200  mg.O.D. 

60-96  hours 

5 days 

Ethyl 

biscoumacetate 

Tromexan 

oral 

Initial:  8-12  hrs. 

1500-2000  mg. 

Maintenance: 

600-1200  mg.O.D. 

48-60  hours 

48-60  hours 

Warfarin 

sodium 

Coumadin 

Oral  Initial:  8-12  hrs. 

Intravenous  50  mg. 

Intramuscular  Maintenance: 

5-10  mg.O.D. 

36  hours 

3 days 

SELECTION  OF  DRUGS:  phenadiones. 

For  permanent  anticoagulation,  there  are  two  For  long  term  ircalnicnt  my  own  experience 
classes  of  drugs  available,  the  coumarins  and  the  has  been  good  with  Dicumarol  because  its  long 
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recovery  period  helps  to  maintain  a steady  state. 
Warfarin  Sodium  (Coumadin)  comes  closer  to 
the  ideal  short  term  treatment.  There  is  reported 
to  be  a higher  sensitivity  to  the  antidote  Vitamin 
K with  Coumadin.  The  virtues  and  vices  of  the 
different  oral  anticoagulants  are  perhaps  less 
distinct  than  our  friends  in  the  pharmaceutical 
industry  would  have  us  believe. 

Tromexan,  another  “shorter  recovery”  drug 
similar  to  Warfarin,  was  compared  with  Dicu- 
marol  by  Scarrone  and  his  associates  (24)  over 
6,642  and  5,006  patient  days  respectively.  They 
state:  “More  of  the  thromboembolic  complica- 
tions under  Tromexan  occurred  when  prothrom- 
bin times  were  below  the  optimal  therapeutic 
range  than  those  under  Dicumarol.”  They  con- 
cluded: “Control  of  the  lower  limits  of  thera- 
peutic range  presents  more  of  a problem  with 
Tromexan  than  with  Dicumarol.” 

For  the  purposes  of  long  term  administration, 
a smoother,  more  controlled  effect  may  be  given 
by  the  longer  recovery  drug,  Dicumarol.  Wheth- 
er the  greater  predictability  of  Coumadin  can- 
cels out  this  factor  requires  more  study.  In  any 
event,  it  is  wise  for  the  practicing  physician  to 
select  one  anticoagulant,  as  he  selects  one  digi- 
talis preparation,  and  then  to  become  thoroughly 
familiar  with  its  characteristics. 

Heparin  is  of  no  value  for  permanent  antico- 
agulant therapy  because  it  cannot  be  taken  by 
mouth.  Heparin  as  a “clearing  factor”  for  lipemic 
serum  is,  of  course,  not  directed  toward  antico- 
agulation In  this  use,  it  may  be  given  either  by 
subcutaneous  injection  or  via  the  sublingual 
routes. 


DOSACE 

The  initial  dose  for  each  of  the  oral  antico- 
agulants is  well  standardized:  viz.  50  mg.  for 
Coumadin,  .300  mg.  for  Dicumarol.  Maintenance 
dosages  are  quite  individual  and  vary  not  only 
from  person  to  person,  but  even  in  the  same 
person  from  time  to  time.  I have  studied  the 
average  daily  requirement  of  Dicumarol  in  a 
patient  on  continuous  anticoagulant  therapy  for 
the  past  14  years.  The  variations  range  from 
37.5  mg.  in  1951  to  75  mg.  in  1953.  At  the  pres- 
ent time,  the  patient  is  averaging  .57.5  mg.  per 
day. 

There  are  both  endogenous  and  exogenous 
factors  which  cause  increased  and  decreased 
response  anticoagulant  therapy,  as  follows: 


INCREASED  RESPONSE 


Endogenous 
Liver  insufficiency 
Nutritional  State 
Diarrhea 
Undernutrition 
Febrile  Disease 
Congestive  heart 
failure 

Renal  disease 


Exogenous 

Salicylates  — 1 Cm. /day 
Phenylbutazone 
Sulfonamides 
Antibiotics 
Restricted  diets 
Low  protein 
Low  Vitamin  C. 
Prolonged  hot  weather 
Drugs  affecting  blood 
elements 
Quinidine 
Hepatotoxic  agents 
Decreased  physical 
activity 


DECREASED  RESPONSE 


Endogenous 

Edema 

Hyperlipemia 

Diabetes 

Pancreatic  malignancy 
Pregnancy 


Exogenous 
Alcohol 
Vitamin  K in 
multivitamins 
Antihistamines  (?) 
Corticotropin  & 
Corticosteroids 
Mineral  oil 
Digitalis 

Increased  physical 
activitv 


In  addition  to  these  known  agents  influencing 
response,  there  are  unknown  or  unappreciated 
factors  to  consider:  absorption  of  the  drug  from 
the  gut  may  vary  from  time  to  time;  dietary  Vi- 
tamin K precursor  undoubtedly  is  different  at 
different  seasons  of  the  year.  Lent  for  example; 
gastrointestinal  microbial  synthesis  of  Vitamin 
K precursor  must  fluctuate  with  a variety  of 
stresses  from  daily  living  or  from  drug  adminis- 
tration, such  as  antibiotics.  These  variables  have 
not  yet  been  fully  investigated. 

For  the  past  two  years,  in  an  attempt  to  can- 
cel out  the  variables,  I have  carried  ten  patients 
on  Dicumarol  plus  oral  Vitamin  K-1  (Mephy- 
ton).  Although  this  group  is  too  small  to  justify 
any  conclusions,  there  has  been  a remarkable 
stability  of  the  prothrombin  response  in  this 
group  to  a relatively  constant  dose  of  Dicuma- 
rol. Further  investigation  in  the  combined  use 
of  an  anticoagulant  and  its  antidote  seems  indi- 
cated. 
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THE  PROTHROMBIN  TEST  AND  ITS 
INTERPRETATION 

It  is  now  accepted  by  most  “coagulationists” 
that  a prolonged  Quick  One  Stage  prothrombin 
time  (when  the  fibrinogen  is  normal)  indueed 
by  anticoagulants  is  a primary  deficiency  in 
Factor  VII  and  prothrombin  ( 25 ) . 

The  original  Quick  One  Stage  method,  the 
modifieation  by  Link  and  Shapiro,  the  subse- 
quent Manehester  test,  and  the  Owren  bedside 
modification,  all  have  their  supporters  and  their 
critics.  It  has  been  our  practice  for  the  past  14 
years  to  use  the  Link-Shapiro  modification  of 
the  Quick  method,  with  results  reported  in  sec- 
onds. We  have  seen  no  reason  to  alter  this,  or 
to  adopt  different  teehnics.  The  Link-Shapiro 
results  are  reported  in  seconds  (26)  and  in  our 
opinion,  the  desired  therapeutic  level  is  2-2/2 
times  the  control.  Some  authors  ( 27,28 ) hold  that 

1- 1/2  times  the  control  is  satisfactory  for  long 
term  antieoagulation,  but  supporting  statistics 
are  lacking. 

The  danger  of  anticoagulant  therapy  lies  not 
in  hemorrhage  — a reversible  complication;  but 
in  clotting  — an  irreversible  state.  Should  bleed- 
ing occur  from  too  much,  the  antidote  Vitamin 
K can  be  administered.  If  necessary,  a transfu- 
sion of  whole  blood  can  be  given,  but  should 
clotting  occur,  we  find  ourselves  without  any  ef- 
fective thrombolytie  agent.  Therefore,  it  seems 
logical  to  accept  the  dictum  that  conservative 
antieoagulation  is  too  much,  rather  than  too  lit- 
tle. In  our  experienee,  keeping  the  patient  at 

2- 2/2  times  the  control,  does  not  result  in  greater 
incidence  of  hemorrhage  than  those  reported 
series  in  which  1-1/2  times  the  control  has  been 
employed  as  the  therapeutic  level.  Our  throm- 
boembolism frequency  appears  to  be  somewhat 
less. 

The  interpretation  of  the  prothrombin  time 
presupposes  specific  knowledge  on  the  part  of 
the  physician  regarding: 

1 ) The  quality  and  stability  of  the  thrombo- 

plastin used 

2 ) The  dilution  curve  of  the  thromboplastin  and 

3)  The  method  of  reporting  the  results. 

There  are  available  commercially  a variety  of 

thromboplastins.  Most  of  these  are  derived  from 
rabbit  lungs.  Many  of  them  have  the  proper 
eleetrolyte  concentrations  already  added.  Solu- 
plastin,  Simplastin,  Acutel  are  trade  names  of 
materials  in  common  use.  Methods  of  manufae- 
ture  varying  the  amount,  size  and  distribution  of 


suspended  solids  in  the  preparation  will  shorten 
or  lengthen  the  clotting  end  point,  as  desired 
(29,30).  Standardized  preparations  having  the 
optimum  partiele  size  and  distribution  are  avail- 
able. They  give  prothrombin  times  that  are  con- 
sistently preeise  when  used  on  normal  and  pa- 
tient plasma.  Almost  all  prothrombin  determina- 
tions at  present  employ  the  “short  time”  throm- 
boplastins, which  give  prothrombin  time  nor- 
mals of  from  12-15  seeonds.  Further,  these  stand- 
ardized thromboplastins  have  been  the  basis  for 
establishing  the  therapeutic  range  of  from  2-2M 
times  the  normal  prothrombin  time  in  controlled 
anticoagulant  therapy  ( 31 ) . 

However,  thromboplastins  do  vary  from  lot 
number  to  lot  number  and  from  company  to 
company.  It,  therefore,  is  necessary  to  know 
the  dilution  curve  of  the  particular  thrombo- 
plastin used  and  to  determine  whether  or  not 
2-2/2  times  the  control  represents  10-30%  pro- 
thrombin activity.  Every  technician  should  make 
his  own  curve  comparable  to  average  value 
curves  published  by  the  manufacturer.  Every 
technieian  should  recheck  points  on  this  curve 
frequently.  Sources  of  error  arise  from  several 
factors:  attempts  to  store  thromboplastin  in  the 
deep  freeze  for  too  long  a time,  a change  in  Lot 
Numbers,  holding  the  patient’s  plasma  for  too 
long  before  it  is  tested,  etc.  Accuracy  and  atten- 
tion to  details  can  hardly  be  overemphasized, 
when  we  appreciate  that  the  laboratory  report 
is  the  only  guide  we  have  to  antieoagulation. 

Prothrombin  times  may  be  reported  in  sec- 
onds, in  percent  of  normal,  in  percent  of  pro- 
thrombin activity,  or  in  percent  of  Dicumarol 
activity.  This  confusion  can  easily  be  avoided  if 
one  requests  a report  of  the  control  and  the  pa- 
tient in  seconds.  Interpretation  then  is  merely  a 
question  of  familiarity  with  the  dilution  curve 
for  that  particular  thromboplastin.  Percent  pro- 
thrombin activity  is  an  acceptable  laboratory  re- 
port also,  if  the  activity  curve  of  the  thrombo- 
plastin in  use,  and  the  time  value  of  a given 
percentile  at  different  degrees  of  dilution  are 
thoroughly  familiar  to  the  interpreter. 

Shapiro  and  Ciferri(32)  and  Watson  (33) 
have  stated  that  a delay  of  24  hours  after  draw- 
ing a sample  of  blood  does  not  have  any  signifi- 
eant  effect  on  the  prothrombin  time,  as  deter- 
mined for  that  sample.  Our  own  laboratory  has 
noted  progressive  prolongation  of  the  prothrom- 
bin time  after  the  first  30  minutes.  After  three 
hours,  our  values  exhibit  errors  up  to  plus  or 
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minus  50%.  Therefore,  in  our  own  laboratory, 
prothrombin  times  are  determined  within  one 
hour  of  venipuncture. 

CLINICAL  DATA 

Permanent  anticoagulant  therapy  has  been  ad- 
ministered for  the  past  14  years  to  281  patients 
suffering  from  thromboembolic  diseases.  Prior  to 
treatment,  there  were  329  thromboembolic  epi- 
sodes in  281  patients.  In  these  180  males  and  101 
females  with  ages  ranging  from  16  to  88  years, 
pretherapy  thromboembolism  occurred  as  fol- 
lows : 


DISEASES  No.  of  Episodes 

Coronary  thrombosis 

168 

Impending  coronary  thrombosis 

9 

Cerebral  thrombosis 

52 

Cerebral  insufficiency 

28 

Auricular  fibrillation  with  intra- 
auricular  thrombosis  and 

embolization 

29 

Peripheral  arterial  occlusion 

16 

Recurrent  thrombophlebitis 

15 

Ruerger’s  disease 

6 

Central  retinal  vein 

thrombosis 

2 

Mesenteric  thrombosis 

3 

Hepatic  vein  thrombosis 

1 

329 

DURATION  OF  TREATMENT 
The  average  patient  has  been  on  anticoagu- 
lant therapy  for  three  and  one-half  years,  with  a 
range  in  this  series  from  one  to  14  years.  Patient 
distribution  over  the  past  14  years  represents  a 
total  of  1,244  patient  years  of  treatment. 
Hemorrhage:  Twenty-three  patients  of  the  en- 
tire group  of  281  (8%)  suffered  major  bleeding 
at  one  time  or  another  in  the  course  of  their 
treatment.  There  were  four  deaths  due  to  cere- 
bral hemorrhage,  probably  due  to  drug-induced 
hypoprothrombinemia.  One  patient  died  from 
the  Winternitz  phenomenon  of  coronary  subin- 
timal  hemorrhage  with  occlusion.  Myocardial 
rupture  with  hemopericardium  occurred  in  two 
patients.  The  mortality  rate  from  excessive  anti- 
coagulation was  seven  patients  (2.5%)  of  the 
281  patients  studied. 

Thromboembolism:  Nineteen  further  throm- 

boembolic episodes  occurred  ( 6.8% ) while  un- 
der anticoagulant  treatment.  Of  these,  nine  were 
fatal  recurrent  coronary  thromboses,  3 non-fatal 
coronary  thromboses,  four  were  further  cerebral 
thromboses,  one  was  thrombophlebitis  and  pul- 


monary embolus,  and  the  remaining  two  were 
recurrent  emboli  from  intra-auricular  thrombi  in 
fibrillating  hearts. 

N on-Thromboembolic  Mortality:  Carcinoma,  ac- 
cidents, heart  failure  and  the  the  usual  expected 
fatal  diseases,  unassociated  with  thromboembol- 
ism, accounted  for  113  deaths  (40%)  of  the  total 
group  followed  from  one  to  14  years. 
Discontinuance  of  Treatment:  Thirty-six  patients 
discontinued  treatment  for  a variety  of  reasons. 
Recurrent  bleeding  necessitated  discontinuance 
in  five  cases.  Change  in  geographic  location  re- 
quired cessation  of  treatment  in  19  cases.  Twelve 
patients  became  tired  with  the  procedure  and 
stopped  treatment  against  advice. 

Of  special  interest  are  15  patients  who  stopped 
anticoagulation  on  advice  because  of  necessary 
surgery.  Of  these,  six  suffered  fatal  thromboem- 
bolism within  one  week.  Whether  this  is  a “re- 
bound phenomenon”  or  whether  this  represents 
the  severe  degree  of  the  basic  disease  is  un- 
known. Autopsy  studies,  however,  revealed  se- 
vere atherosclerosis.  The  vessels  would  admit 
into  their  lumens  only  a common  pin. 

It  is  now  our  practice  not  to  discontinue  all 
anticoagulants,  but  to  employ  intermittent  in- 
travenous heparin  during  all  save  the  immedi- 
ate operative  period.  In  this  connection.  Wise 
( 34 ) reported  on  3,304  patients  given  Dicumarol 
just  before  surgery.  The  results  were  compared 
to  9,250  cases  in  which  anticoagulants  were  not 
used.  Mild  bleeding  developed  in  2%  of  the 
cases  and  was  easily  controlled.  In  the  treated 
group  there  was  one  death  not  due  to  Dicumarol 
therapy,  and  one  case  of  non-fatal  embolism.  In 
the  untreated  group,  there  were  13  deaths  and 
28  cases  of  embolism. 

For  minor  surgery,  including  dental  extrac- 
tions, it  has  not  been  found  necessary  to  discon- 
tinue anticoagulation.  Forty-one  patients  in  our 
experience  have  now  had  dental  extractions 
without  serious  untoward  effects.  Nuisance 
bleeding  may  occur  but  pressure  and,  if  neces- 
sary, thromboplastin  powder  sprinkled  on  the 
empty  socket  has  easily  controlled  any  abnormal 
bleeding. 

We  have  available  no  controls  on  these  cases. 
Therefore  this  series  has  no  statistical  vahdity 
unless  compared  with  published  control  figures, 
which  is  a questionable  practice.  It  is  our  convic- 
tion, however,  that  permanent  anticoagulation  is 
a practical  and  effective  prophylaxis  for  throm- 
boembolic disease.  Others  have  published  studies 
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from  which  statistically  supported  conclusions 
can  be  drawn  and  these  reports  are  worth  our 
inspection. 

REPORTED  RESULTS 

In  1947,  Nichol  and  Fassett(35)  reported  “An 
Attempt  to  Forestall  Acute  Coronary  Thrombo- 
sis: Preliminary  Note  on  the  Continuous  Use  of 
Dicumarol.”  This  was  a cautious  suggestion  and 
the  first  to  appear  in  the  literature.  Three  years 
later  Rice  and  his  coworkers  ( 36 ) reported  two 
cases  of  long  term  Dicumarol  therapy,  one  of 
whom  had  numerous  episodes  of  myocardial  in- 
farctions and  coronary  insufficiency.  This  pa- 
tient remained  on  Dicumarol  for  three  months. 
It  was  then  discontinued  and  another  attack  oc- 
curred six  weeks  later.  Dicumarol  was  reinsti- 
tuted for  two  years  without  untoward  episodes. 
The  other  patient,  one  of  the  authors,  was  treat- 
ed with  Dicumarol  continuously  for  fifty-one 
months  without  complieations. 

By  1950,  Nichol  and  Borg  (37)  reported  ex- 
periences with  78  patients  on  long  term  Dicu- 
marol treatment.  Although  their  impression  was 
“continuous  use  of  Dicumarol  over  a period  of 
years  is  feasible  and  relatively  safe”  they  recog- 
nized the  need  for  long  term  cooperative  study 
by  larger  groups  to  prove  its  value. 

Gilbert  and  associates  ( 38 ) reported  continu- 
ous anticoagulation  in  78  patients  from  1944  to 
1950.  Of  these  78,  12  died,  but  only  four  had  re- 
current thromboses.  Nine  patients  discontinued 


therapy,  but  57  remained  on  the  regimen  and 
were  doing  well  at  the  time  of  the  report. 

Wright  and  Foley  (39)  reported  eleven  pa- 
tients with  thromboembolism  from  arrhythmic 
heart  disease  followed  for  a total  of  75  months 
without  an  embolus. 

Cosgriff(2)  reported  his  personal  experiences 
with  thromboembolism,  and  eoncluded  that 
long  term  anticoagulation  is  of  value. 

These  early  anecdotal  reports  suffered  from 
too  few  cases  followed  over  too  short  a time. 
But  this  evidence  accumulated  through  the  early 
1950’s  formed  the  basis  for  later,  more  compre- 
hensive reports. 

Owren(40)  reported  his  teehnic  and  his  re- 
sults in  the  long  term  treatment  of  236  patients 
with  coronary  thrombosis  in  1954.  Tulloch  and 
Wright  reported  (41)  their  results  with  a similar 
group.  Both  sets  of  workers  were  convineed  that 
this  form  of  treatment  was  worth  pursuing. 

Keyes  and  Drake(8)  studied  71  patients  who 
had  a single  myocardial  infarct  and  50  who  had 
recurrent  infarcts.  These  patients  received  anti- 
coagulant treatment  for  up  to  five  years.  They 
eoncluded  that  in  the  single  infarct  group,  the 
death  rate  was  three  times  greater  without  anti- 
coagulant treatment  than  with.  In  the  recurrent 
infarct  group,  the  death  rate  was  five  times 
greater  without  anticoagulation. 

Numerous  other  reports  appeared  in  the  sec- 
ond half  of  1950.  Some  of  these  studies,  such  as 


TABLE  II 


Characteristics  of  Groups  Studied: 

Anticoagulant  Group 

Control  Group 

No.  Patients 

204 

200 

Age  — Average 

59 

59 

Range  in  Years 

31 

92 

39 

88 

Sex: 

# 

% 

# 

% 

Males 

156 

76.4 

148 

74.0 

Females 

48 

23.5 

52 

26.0 

Prev.  Infarcts 

51 

25.0 

40 

20.0 

Risk:  Poor 

151 

74.1 

143 

71.5 

Good 

53 

25.9 

57 

28.5 

Digitalized 

32 

15.6 

66 

33.0 

Incidence  and  Mortalities  with  Subsequent  Complications  — 1 

-10  years 

Anticoagulant  Group 

Control  Group 

Incd.  % 

Mort. 

% 

Incd.  % 

Mort. 

% 

Myocardial 

Infarction 

29  14.2 

6 

20.6 

68  34.0 

36 

53.0 

Cardiac 

Decomp. 

Thrombo- 

43  19.7 

8 

18.6 

72  36.0 

33 

45.8 

embolism 

14  5.8 

2 

14.2 

35  17.5 

16 

45.7 

Hemorrhage 

6 2.9 

0 

0 

0 0 

0 

0 

16 

7.8 

85 

42.5 

From:  Manchester,  B.:  The  value  of  continuous  long 
term  anticoagulant  therapy,  Ann.Int.Med.  47:1202 
(Dec.)  1957 
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the  author’s  ( 42,43 ) could  not,  because  of  the 
exigencies  of  private  practice,  include  any  ade- 
quate control  series.  But  each  author  concluded 
that  long  term  anticoagulant  therapy  salvaged 
an  appreciable  number  of  patients,  and  urged 
its  use  by  their  colleagues. 

In  1958,  Nichol(14)  reported  the  cooperative 
study  of  10  physicians  in  10  different  parts  of 
the  United  States  on  1,091  patients  with  coro- 
nary artery  disease  on  long  term  anticoagulant 
therapy.  The  average  patient  remained  on  treat- 
ment 22.4  months,  with  a range  extending  from 
1-8  years.  In  the  treated  group,  the  mortality 
was  6.2%.  In  the  control  group  of  319  patients 
who  abandoned  treatment,  the  mortality  was 
28.2%.  In  another  control  group  of  417  patients 
not  treated  with  anticoagulants,  the  mortality 
was  37.4%. 

Manchester  ( 13)  reported  a 1-10  year  study  of 
continuous  long  term  anticoagulant  therapy  in 
404  patients  with  one  or  more  myocardial  in- 
farctions, representing  204  treated  cases  with 
200  controls. 

As  can  be  seen,  Manchester’s  figures  reveal  a 
preponderance  of  male  patients,  twice  as  many 
with  previous  infarctions  and  parallel  values  for 
age,  sex,  digitalization  and  other  factors  between 
the  treated  and  control  group.  Table  II  shows  a 
marked  difference  in  subsequent  myocardial  in- 
farctions: 14%  in  the  treated,  as  against  34%  in 
the  untreated  group.  A comparable  difference  in 
the  other  thromboembolic  complications  of  5.8% 
in  the  treated  group  as  against  17.5%  in  the  con- 
trols, of  which  only  14%  were  fatal  in  the  treat- 
ed, as  against  45.7%  in  the  untreated  group. 

Studies  of  the  year  in  relation  to  subsequent 
myocardial  infarction,  point  out  the  special  dan- 
gers of  the  first  four  post-infarction  years,  and 
the  age  of  the  patient  compared  to  subsequent 
infarction  exhibits  striking  differences  between 
treated  and  controlled  cases  at  all  ages. 

Manchester  also  noted  improvement  in  the  in- 
cidence of  angina  in  the  treated  group.  This  phe- 
nomenon was  also  noted  by  Nichol(14)  and 
Waaler(44).  This  may  be  explained  by  H.  P. 
Wright  and  her  associates  (45)  who  demonstra- 
ted the  recanalization  influence  of  prothrombin 
depression. 

Toohey(6)  reported  226  cases  of  coronary 
thrombosis  followed  from  six  months  to  four 
years.  One  hundred  and  seventeen  of  these  pa- 
tients remained  on  anticoagulants.  The  mortality 
rate  in  six  months  in  the  treated  series  was  1.7% 


as  compared  to  11.3%  in  the  control  group.  At 
the  end  of  12  months,  the  mortality  rate  of  the 
treated  group  was  3.0%  compared  with  18.3% 
for  the  untreated  patients.  In  18  months,  the 
mortality  rate  was  11.6%  compared  to  24.3%  in 
the  control  series. 

Suzman  (46)  speaking  before  the  Association 
of  Physicians  of  Africa,  gave  statistics  from  a 
study  of  1461  cases  of  coronary  thrombosis  fol- 
lowed from  1-10  years.  Group  A consisted  of  399 
patients  who  received  continuous  long  term  anti- 
coagulant therapy.  Group  B consisted  of  164  pa- 
tients in  whom  anticoagulant  therapy  was  dis- 
continued. Group  G was  a control  group  of  898 
patients  who  received  short  term  treatment  only. 
Results  in  terms  of  fatality  rate  were  as  follows: 

% Fatalities 


Group  A — Continuous  anticoagulant 

therapy  16.8 

Group  B — Discontinued  anticoagulant 

therapy  31.7 

Group  C — Short  term  anticoagulant 
therapy  44.5 


Siekert  and  Milliken(47)  have  called  our  at- 
tention to  the  syndromes  of  cartoid  artery  and 
basilar  artery  insufficiency.  Their  experience 
with  long  term  use  of  anticoagulants  is  most  im- 
pressive. 

The  most  comprehensive  evaluation  of  pro- 
longed anticoagulant  therapy  in  cerebrovascular 
disease  is  reported  by  Wright  and  associates.  A 
total  of  57  patients  were  observed  with  on-and- 
off  anticoagulant  treatment.  Thirty-one  of  this 
group  had  intramural  thrombi,  either  due  to 
rheumatic  heart  disease  with  auricular  fibrilla- 
tion or  arteriosclerotic  heart  disease  with  myo- 
cardial infarction.  Nineteen  had  arteriosclerosis 
cerebri,  and  seven  had  hypertension  or  other 
cerebral  diseases.  Results  were  as  follows: 

No  Treatment  Duration  Thromboembolic  Cerebral 

Episodes 

57  patients  795  patient  months  205  81 

Anticoagulants 

57  patients  1,162  patient  months  23  6 

Gompared  by  a ratio  on  the  basis  of  1,000  pa- 
tient months,  the  figures  would  run  somewhat 
as  follows:  in  the  treated  cases,  there  were  22 
total  thromboemboli.  Untreated,  these  same  pa- 
tients would  have  had  350  total  thromboemboli. 
The  treated  patients  had  7 cerebral  thromboem- 
boli. Untreated  patients  would  have  had  approx- 
imately 150  thromboemboli. 

DISGUSSION 

We  have  before  us,  then,  large  series  of  cases 
followed  for  long  term  with  adequate  controls, 
reported  by  investigators  in  the  United  States 
and  abroad.  Their  conclusions  all  justify  the  con- 
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cept  that  permanent  anticoagulation  is  indica- 
ted (50)  whenever  the  etiology  of  thromboem- 
bohsm  is  irreversible  and  there  is  likelihood  of 
recurrence. 

Our  present  drugs  and  method  of  control  leave 
much  to  be  desired.  The  ideal  anticoagulant  is 
not  yet  available.  Stringent  demands  are  placed 
upon  both  doctor  and  patients  because  of  un- 
predictable effects  from  person  to  person  — and 
even  in  the  same  person  from  time  to  time. 
There  is  total  dependence  upon  a laboratory 
method  subject  to  considerable  error,  and  there 
is  the  relatively  narrow  range  of  therapeutic  lev- 
els with  which  to  contend.  Even  with  the  best 
of  efforts,  all  series  have  a distressing  percentage 
of  failures.  Yet,  it  is  clear  that  many  patients 
have  been,  and  can  be  spared  the  penalty  of 
death  or  disability. 

Some  of  the  newer,  and  as  yet  unproven  ap- 
proaches to  the  problem  are  of  course  the  efforts 
to  prevent  and  to  reverse  arteriosclerosis.  The 
questions  of  diet,  sodium-potassium  ratios,  ac- 
tivity, stress,  and  other  factors,  remain  contro- 
versial etiologic  factors  in  this  disease.  Until  we 
have  an  effective  method  of  both  prevention  and 
reversal  of  atherosclerosis,  thromboembolism 
will  remain  with  us. 

Fibronolytic  agents  have  been  the  subject  of 
intensive  investigation.  Innerfield(48)  and 
others  have  maintained  that  Chrymotrypsin  of 
pancreatic  origin  may  be  of  value  in  the  disso- 
lution of  thrombi.  Others  have  been  unable  to 
support  this  concept.  Plasmin  is  under  investi- 
gation at  the  present  time  and  may  prove  to  be 
a valuable  blood  derivative  for  fibrinolysis.  How- 
ever, the  untoward  reactions  and  the  limited 
dosages  permitted,  together  with  the  necessity 
to  administer  the  preparation  almost  immedi- 
ately after  the  formation  of  thrombi,  may  possi- 
bly limit  its  value. 

Various  surgical  procedures  to  relieve  athero- 
sclerosis and  its  complications  hold  considerable 
promise.  The  work  of  DeBakey  and  Cooley  (49) 
in  aortic,  carotid  and  vertebral  artery  homografts, 
appear  to  be  successful  procedures  in  selected 
cases. 

Coronary  enarterectomy  still  has  too  high  a 
mortality  rate  for  broad  usage,  and  cardiac 
omentopexy  or  talcum  pericarditis  have  not 
gained  favor.  Auricular  appendage  amputation 
in  rheumatic  auricular  fibrillation  with  throm- 
boembolism is  now  almost  routine  in  mitral  com- 
misurotomy.  In  selected  cases,  it  may  obviate 


the  necessity  of  long  term  anticoagulation. 

Research  for  predictable  anticoagulants  which 
do  not  require  laboratory  control  continues.  As 
more  knowledge  is  gained  concerning  the  mech- 
anisms of  blood  clotting,  the  ideal  anticoagulant 
may  one  day  be  found. 

SUMMARY  AND  CONCLUSIONS 

1.  Evaluation  of  present  day  anticoagulation 
therapy  has  been  reviewed  historically. 

2.  The  indications  and  contraindications  for 
permanent  anticoagulant  therapy  have  been 
listed. 

3.  The  pharmacological  effects  of  anticoagu- 
lants and  their  methods  of  control  have  been  out- 
lined. 

4.  Clinical  results  with  anticoagulants  both  in 
the  United  States  and  abroad  have  been  sum- 
marized. 

5.  Experimental  methods  for  the  treatment  of 
thromboembolism  have  been  briefly  reviewed. 

6.  Based  upon  investigations  already  in  the 
medical  literature  and  upon  the  author’s  personal 
experience,  it  is  justifiable  to  conclude  that 
permanent  anticoagulant  therapy  is  a practical 
and  useful  procedure. 
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To  get  just  one  drug  that  is  suitable  for  clinical  investigation,  an  average  of 
60  substances  is  prepared  and  tested  biologically  by  the  nation’s  pharmaceutical 
companies. 

This  is  reported  in  the  current  issue  of  Patterns  of  Disease. 

A total  of  114,600  substances  was  tested  in  1958  by  pharmaceutical  com- 
panies for  medical  research  purposes.  Of  these,  50,300,  or  44%,  were  concerned 
with  allergy  and  infectious  diseases;  28,000  with  caner;  12,000  with  mental 
health,  neurological  diseases  and  blindness;  and  8,200  with  heart  disease. 

In  the  same  year,  44  completely  new  pharmaceutical  agents  were  marketed, 
only  16  of  which  came  from  sources  outside  the  United  States. 

Research  and  development  expenditures  by  pharmaceutical  companies  last 
year  totaled  $190,000,000  — 50%  more  than  in  1957. 
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Benign  Tumors  of  the  Breast 
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Benign  tumors  of  the  breast  are  discussed  in  the  light  of  their  clinical  mani- 
festations and  management.  The  essential  features  of  each  type  are  rehiewed. 
The  basic  problem  in  treatment  is  the  establishment  of  the  benign  nature  of  the 
tumors. 


T 

1 HE  BREAST  is  a skin  appendage  consisting 
essentially  of  a modified  sweat  gland.  It  is  made 
np  of  15  to  20  lobes,  each  of  which  connects 
to  an  opening  on  the  nipple  by  a lactiferous 
duct.  The  ducts  branch  many  times  and  eventu- 
ally terminate  in  acini.  Ducts  and  acini  are  sur- 
rounded by  a specialized  loose  connective  tissue. 
Before  puberty  the  breast  parenchyma  consists 
entirely  of  ducts.  At  puberty,  under  the  influence 
of  estrin,  active  budding  of  ducts  occurs  with 
formation  of  acini.  During  pregnancy  and  lacta- 
tion the  breast  consists  of  large  masses  of  glandu- 
lar tissue  that  almost  entirely  replaces  the  fatty 
tissue. 

The  more  common  benign  tumors  of  the  breast 
include  the  group  which  are  true  neoplasms 
and  an  assorted  group  which  are  non-neoplastic 
processes.  The  latter  will  be  considered  first. 

Cystic  disease  ( chronic  cystic  mastitis,  chronic 
mastitis,  Schimmelbusch  disease,  cystadenoma) 
is  the  most  common  lesion  of  the  breast.  For 
descriptive  purposes  the  disease  is  divided  into 
three  general  types  depending  on  the  predomi- 
nance of  tissue  structures:  1.  Cystic  type:  con- 


sisting mainly  of  one  or  more  cysts;  2.  Adeno- 
fibrous  type:  in  which  fibrous  tissue  predomi- 
nates with  scattered  cystic  and  acinar  areas;  and 
3.  Hyperplasia  ( Schimmelbusch  disease ) : with 
prominent  true  epithelial  hyperplasia  of  the  pink 
staining  epithelium,  which  is  probably  apocrine 
glandular  tissue,  but  often  referred  to  as  sweat 
gland  epithelium. 

Cystic  disease  occurs  most  frequently  at  30  to 
45  year  age  levels,  never  before  puberty,  and 
only  occasionally  after  the  menopause.  Clinical 
lesions  may  be  asymptomatic  e.xcept  for  the 
presence  of  a palpable  tumor  or  may  be  ac- 
companied by  pain  and  tenderness.  Pain  and 
tenderness  are  present  or  increased  during  the 
premenstrual  phase  and  are  more  apt  to  occur 
when  the  cysts  are  rapidly  enlarging.  Pain  is 
probably  related  to  the  tension  of  fluid  in  the 
cyst,  as  aspiration  of  the  fluid  relieves  the  pain. 
Cysts  may  be  single  but  usually  are  multiple. 
The  size  of  the  cystic  mass  may  fluctuate.  In- 
crease in  size  is  common  at  the  premenstrual 
phase.  Spontaneous  clinical  disappearance  of 
cysts  may  occur. 
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Palpation  discloses  one  or  more  lumps.  Large 
cysts  are  usually  hard,  smooth,  freely  movable 
tumors.  Adenofibrous  and  Sehimmelbuseh  types 
often  give  the  breast  a generalized  firmness  and 
shotty  nodularity  on  examination.  Nipple  re- 
traetion  and  axillary  lymphadenopathy  are  rare 
with  cystie  disease  of  the  breast. 

Diffuse  firmness  or  generalized  shotty  nodular- 
ity requires  no  surgical  treatment.  Aspiration  of 
eystie  fluid  eontents  followed  by  disappearanee 
of  the  tumor  can  be  utilized  as  definitive  treat- 
ment partieularly  in  reeurrent  eysts.  Safest  man- 
agement is  surgieal  exeision  of  all  diserete 
tumors. 

Adenosis  is  a benign  multiplieation  of  mam- 
mary duets  and  aeini.  Sueh  changes  may  be 
intermingled  with  the  intraduetual  epithelial 
proliferation  of  various  types  and  with  eysts  of 
all  sizes.  Adenosis  may  form  a single  hard  tumor 
whieh  may  be  attaehed  to  the  skin  and  be 
indistinguishable  on  gross  examination  from  ear- 
cinoma.  Varying  amounts  of  fibrosis  may  involve 
these  glandular  elements  and  give  the  appear- 
anee  of  streaming  out  into  the  stroma  — thus 
the  name  selerosing  adenosis.  Excision  with 
histological  verification  of  its  benign  nature  is 
the  treatment. 

Comedomastitis  and  plasma  cell  mastitis  are 
rare,  but  aehieve  clinical  importance  because  of 
physieal  findings  which  are  similar  to  eareinoma. 
These  lesions  are  eharaeterized  by  dilatation  of 
the  duets  which  contain  inspissated  material 
whieh  ean  be  expressed  from  the  eut  ends  of 
the  ducts  much  as  toothpaste  is  extruded.  They 
often  exist  as  hard,  poorly  defined  tumors  with 
the  eonsisteney  of  eareinoma.  The  disease  in- 
volves the  larger  duets  in  contrast  to  cystic  dis- 
ease which  more  typically  occurs  in  the  aeini 
and  smaller  duets. 

In  comedomastitis  the  eheesy  material  pro- 
duees  stasis  in  the  duets  and  enlargement  of  the 
duets.  Comedomastitis  is  often  associated  with 
other  breast  diseases.  Periductal  inflammatory 
changes  occur  that  often  inelude  eollections  of 
inflammatory  leueoeytes,  partieularly  plasma 
cells,  whence  the  process  is  called  plasma  eell 
mastitis.  The  latter  may  be  one  type  or  phase 
of  eomedomastitis.  In  these  eonditions  the  sur- 
rounding structures  may  be  involved  to  produee 
nipple  retraction,  skin  dimpling  or  fixation  to 
the  skin.  One  important  feature  in  elinical  evalu- 
ation may  be  an  onset  charaeterized  by  an  aeute 
episode  of  pain,  tenderness  and  swelling  in  a 


non-laetating  breast.  Axillary  lymphadenopathy 
may  be  present.  Unless  the  tumor  is  of  aeute  on- 
set and  rapidly  subsiding,  treatment  should  be 
surgical  excision. 

Traumatic  fat  necrosis  is  relatively  rare  in 
that  it  oeeurs  in  about  1 per  eent  of  breast 
tumors.  Trauma  followed  by  ecchymosis  preeed- 
ing  the  presenee  of  a tumor  provides  a helpful 
diagnostie  elue.  A history  of  trauma  is  laeking, 
however,  in  a majority  of  instanees.  As  a elinical 
entity  it  aehieves  importanee  as  a firm  tumor, 
often  with  skin  attaehment,  whieh  is  usually 
diagnosed  as  eareinoma.  The  pathologie  features 
are  those  of  a foreign  body  granuloma  with 
fibrous  tissue  eells  in  different  stages  of  develop- 
ment, lymphocytes,  giant  cells,  neerotie  fat  and 
the  eharaeteristie  presenee  of  foam  cells  or  lipoid 
phagoeytes.  It  is  more  apt  to  develop  in  obese 
women  or  large  pendulous  breasts.  The  tumor 
is  sometimes  not  deteeted  for  several  months 
after  trauma  to  the  area.  It  may  inerease  progres- 
sively in  size  over  a period  of  months  adding 
further  to  its  mimiery  of  a malignant  proeess. 
Any  such  persistent  tumor  must  be  excised  to 
delineate  it  from  eareinoma. 

Of  the  benign  tumors,  whieh  are  true  neo- 
plasms, the  Fibroepithelial  tumors  are  the  most 
eommon.  These  inelude  the  fibroadenomas  and 
the  duet  papillomas. 

Fibroadenomas  are  the  eommonest  breast 
tumors  in  young  women.  They  may  also  be 
found  in  the  premenopausal  and  postmenopausal 
age  groups.  The  presenee  of  a palpable  lump 
diseovered  while  bathing  or  in  self-examination 
is  the  most  frequent  symptom.  Pain  and  tender- 
ness may  oeeur  but  are  less  eommon  than  in 
eystie  disease  of  the  breast.  Physieal  findings 
are  typieally  those  of  a diserete,  firm,  rounded 
or  lobulated,  movable,  non-tender  tumor.  Skin 
attaehment,  nipple  retraetion  and  axillary 
lymphadenopathy  are  not  eharaeteristics  of  this 
tumor. 

Gross  pathologie  findings  reveal  a firm  or 
hard  elastie  mass  with  slippery  or  rubbery  feel. 
When  eut,  the  tissue  bulges  and  the  cut  surface 
presents  an  irregular  gray-white  laminated  ap- 
pearanee.  Microseopic  elassification  into  intra- 
canicular  and  perieanicular  types,  depending  on 
the  relative  loeation  of  the  fibrous  proliferation 
to  the  elastiea  layer  of  the  duets  and  aeini,  has 
little  elinical  application.  An  unusual  type  is  the 
fetal  adenoma  in  which  the  epithelial  tissue  is 
hyperplastie  and  is  in  great  abundanee  eom- 
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pared  to  the  fibrous  tissue.  Another  unusual 
fibroadenoma  variant  is  cystosarcoma  phyllodes 
or  giant  intracanieular  myxoma.  This  is  a benign 
fibroadenoma  which  achieves  a characteristically 
large  size. 

The  treatment  of  fibroadenomas  is  surgical 
removal.  Histologic  verification  is  often  neces- 
sary to  delineate  the  tumor  from  carcinoma  even 
though  a strong  clinical  suspicion  of  its  benign 
nature  may  be  entertained.  In  young  women 
under  25  years  of  age,  though  the  clinical  diag- 
nosis may  show  a high  degree  of  accuracy  and 
the  statistical  incidence  of  carcinoma  be  quite 
low,  it  is  advisable  to  excise  the  lesion  because 
of  the  worry  and  anxiety  which  accompany  a 
breast  tumor. 

Intraductal  papilloma  is  a lesion  which  has 
met  much  controversial  opinion  among  clinicians 
and  pathologists.  The  presenting  symptom  is 
usually  a sanguinous  or  serous  discharge  from 
the  nipple.  A palpable  tumor  is  detectable  on 
careful  examination  in  less  than  half  of  the 
patients.  Occasionally  a tumor  appears  repeated- 
ly, but  disappears  after  discharge  of  serum  or 
blood  from  the  nipple.  The  discharge  can  usually 
be  elicited  by  gentle  massage  from  the  same 


area  of  the  breast  consistently  and  the  discharge 
appears  at  the  same  lacteal  duct  orfice  on  the 
nipple  each  time.  Since  the  only  normal  secretion 
of  the  mammary  gland  is  milk,  any  other  secre- 
tion is  indicative  of  a pathologic  process.  Most 
commonly  the  papilloma  is  located  near  the 
base  of  the  nipple,  although  it  may  be  found 
more  peripherally.  They  often  are  multiple. 

Treatment  varies  with  the  clinical  findings  and 
with  one's  school  of  thought  in  management  of 
nipple  discharge  and  papilloma  problems.  In 
the  presence  of  a palpable  tumor,  the  palpable 
mass  should  be  excised  along  with  the  lacteal 
duct  and  histologic  evaluation  made  to  verify  the 
absence  of  a malignant  neoplasm.  When  no 
palpable  tumor  is  present,  two  approaches  are 
commonly  practiced.  One  consists  of  excision  of 
the  involved  lacteal  duct  system  or  the  involved 
segment  of  mammary  gland  containing  the  papil- 
lomata. The  other  consists  of  simple  mastectomy 
because  papillomas  are  so  frequently  multiple. 

Other  neoplasms  occurring  in  the  breast  or 
subcutaneous  tissue,  although  rare  in  frequency, 
include  lijDoma,  xanthoma,  neuroma,  neuro- 
fibroma, dermoid  cyst,  dermatofibroma,  myo- 
fibroma and  chondroma. 


The  supply  of  funds  for  medical  research  may  have  increased  rapidly,  but  the 
supply  of  well-trained  manpower  presents  a critical  problem,  according  to  the 
current  issue  of  Patterns  of  Disease. 

At  present,  about  20,000  professional  research  workers  are  engaged  in  medical 
research,  and  it  is  estimated  that  an  additional  25,000  will  be  needed  by  1970 
if  the  projected  expansion  of  medical  research  is  to  be  achieved.  Present  train- 
ing facilities,  however,  will  provide  only  19,000. 

One  hopeful  trend  is  the  steadily  increasing  number  of  medical  school  gradu- 
ates who  are  entering  research,  or  teaching,  or  both.  It  is  estimated  that  about 
8%  of  medical  school  graduates  currently  enter  these  fields,  compared  to  only 
2.3%  a generation  ago.  In  addition,  the  National  Science  Foundation  is  play- 
ing a significant  role  in  helping  to  increase  the  supply  of  (jualified  workers. 
During  1958-59,  the  Foundation  awarded  250  predoctoral,  59  postdoctoral  and 
32  senior  postdoctoral  grants  for  advanced  training. 


wherever  there  is  inflammation,  swelling,  pain 

VARIDASE 


Streptokinase-Streptodornase  LedeMe 


Tablets 


conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
catabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  u?idesirahle  phase,  limits  necrotic  changes  due  to 
inflammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varidase  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days. 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achromycin®  V 

Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

1.  Innerficld,  I.:  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 

Cg^LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 


INFLAMMATORY 

DERMATOSIS 


VARICOSE 

ULCER 


severe  bruises 
. . . swelling 
. . . cleared 
by  fifth  day^ 


rapidly  spreading 
rhus  dermatitis 
healed  within 
a week' 


15  years  duration 
. . . resolved  with  I 
VARIDASE'I 


REFRACTORY 

CELLULITIS 


normal  routine 
resumed  after  4 days 
of  VARIDASE' 


INFECTED 

LACERATION 

larked  reversal 
in  3 days. . . 

returned 
to  school . . . 
3sure  advanced' 


THROMBOPHLEBITIS 


back  on  his  feet 
in  a week  after 
recurrent  episode' 


514 


Arizona  Medicine 


September,  1960 


Surgical  Skin  Planning  For  Facial  Scars* 

J.  Walter  Wilson,  M.D. 

Clinical  Professor  of  Medicine 
Section  of  Dermatology 
University  of  Southern  California 
School  of  Medicine 


This  article  on  surgical  skin  planing  for  facial  scars  adequately  covers  the  im- 
portant points  and  surgical  care  of  skin  defects.  The  article  is  exceptionally  clear 
and,  even  though  the  procedure  is  painted  as  one  of  great  simplicity,  the  author  still 
presented  some  of  the  difficulties  involved.  I can  heartily  recommend  the  innovation 
relative  to  the  use  of  Frigiderm  rather  than  the  customary  Ethyl  Chloride  and  like- 
wise feel  that  the  discontinuance  of  the  wire  brush  and  substitution  with  a revolving 
drum  erf  abrasive  is  far  superior.  One  might  question  the  two-millimeter  depth  of 
abrasion  advocated  by  Dr.  Wilson.  This  should  not  be  construed  as  the  usual  or 
average  depth,  since  this  may  vary  tremendously  with  the  area  involved  and  the 
individual  thickness  of  skin  in  a particular  area  involved.  Furthermore,  1 can  only 
add  that  the  choice  of  patients  and  the  elimination  of  questionable  cases  is  of  vital 
concern  to  anyone  using  this  surgical  procedure. 


EFORE  the  film  begins  I want  to  talk  to 
you  a few  minutes  about  surgical  skin  planing. 
My  own  attitude  toward  surgical  skin  planing 
is  guided  by  this  statement:  “I  do  five  times 
as  much  explaining  to  my  patients  as  I do 
planing.”  I think  that  surgical  skin  planing  is 
wonderful  if  done  properly  and  if  applied  to 
the  properly  selected  patient.  However,  it  can- 
not be  used  to  eliminate  every  facial  defect 
which  patients  bring  to  us.  It  cannot  make  a 
50-year-old  woman  look  22.  It  cannot  do  away 
with  all  of  the  blemishes  that  she  wants  us  to 
remove.  In  fact,  we  only  plane  about  one-seventh 
of  the  patients  that  appear  and  ask  for  this 
procedure.  However,  for  the  patient  with  deep 
pits,  for  the  patient  with  scars  from  acne  or 
chicken  pox  or  occasionally  from  smallpox,  it  is  a 

*PresentecI  for  oral  delivery  before  the  Arizona  Chapter,  Ameri- 
can Academy  of  General  Practice,  Scottsdale,  October  17,  1959. 


distinct  boon.  It  is  the  only  procedure  we  have 
ever  found  which  renders  service  and  permits 
the  doctor  to  avoid  saying,  “I’m  sorry,  but  scien- 
tificially  and  with  any  degree  of  safety,  we  have 
nothing  whatsoever  to  offer  you.” 

Surgical  skin  planing  is  not  really  new.  The 
ancients  wrote  in  the  papyrus  of  Ebers  that  they 
used  such  things  as  pumice  powder  and 
powdered  stones  to  try  to  grind  away  skin 
blemishes.  Kromeyer  as  early  as  1905  started 
investigating  abrasion  techniques  of  various 
kinds  and  worked  at  it  some  25  years,  writing 
several  good  papers.  However,  there  were  dif- 
ficulties in  those  days,  principally  through  bac- 
terial infections;  and  having  no  good  antibiotics 
or  sulfonamides  to  fight  them,  they  became 
justifiedly  afraid  to  open  up  great  areas  of  skin  to 
the  possibility  of  infection.  Thus,  Kromeyer’s 
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methods  never  became  extensively  adopted,  al- 
though he  had  the  basic  principles  as  we  use 
them  today. 

In  1937  Iverson  began  to  ameliorate  certain 
scars  by  abrasive  techniques,  and  finally  Mc- 
Evitt  began  the  use  of  sandpaper.  They  rolled 
No.  00  common  carpenter’s  sandpaper  over  a 
piece  of  gauze,  making  a little  cylinder,  and  just 
rubbed  the  skin.  It  was  Abner  Kurtin  in  New 
York  in  1952,  a very  astute  man  and  one  who 
had  a great  deal  of  nerve,  who  really  started  our 
modern  treatment  known  as  skin  planing,  sur- 
gical skin  planing,  or  dermo-abrasion.  He  de- 
veloped the  use  of  a dental  machine  which  bore 
at  its  tip  a wire  brush  about  %”  in  diameter  and 
Vs”  wide  made  out  of  stainless  steel  which  was 
revolved  at  more  than  12,000  RPM.  This  served 
as  an  abrasive  machine  to  scrape  away  the  top 
layers  of  the  skin.  He  also  used  for  this  purpose 
ethyl  chloride  sprayed  on  the  skin  to  refrigerate 
it.  Refrigeration  of  the  skin  accomplishes  two 
things:  it  makes  the  abrasion  less  painful,  as 
you  well  know,  and  it  renders  the  skin  rigid 
enough  to  be  able  to  be  abraded  smoothly.  After 
all,  it’s  a little  hard  to  sandpaper  something  like 
a piece  of  sponge  rubber  smoothly.  He  presented 
all  of  these  findings  about  1952.  They  were  not 
enthusiastically  received.  It  took  a lot  of  energy 
on  his  part  to  sell  many  other  people  on  the 
trials. 

We  began  at  the  University  of  Southern  Cali- 
fornia the  same  year  after  hearing  Dr.  Kurtin’s 
expositions,  saying,  “Perhaps  there  is  something 
to  this.  It’s  a little  too  rough.  We  don’t  know 
whether  we  like  it.  Let’s  see  if  we  can  work 
with  it  and  develop  any  improvements.”  Our 
own  first  contribution  came  in  the  form  of  a 
substitute  for  the  ethyl  chloride.  Ethyl  chloride 
has  the  disadvantage  of  being  explosive,  inflam- 
mable, and  able  to  induce  anesthesia  in  rather 
small  amounts  (as  you  all  know,  because  it’s 
used  for  a rapid  induction  under  certain  in- 
halational  anesthesia  techniques),  but  not  in  an 
entirely  safe  manner  because  occasionally  there 
have  been  deaths  from  ventricular  fibrillation. 
It  has  another  major  disadvantage  for  anyone 
using  a skin  planing  technique  because  it  has 
toxic  effects  upon  the  liver  if  inhaled  in  large 
quantities  such  as  the  doctors  who  perform  this 
operation  very  frequently  might  acquire. 

We  introduced  the  use  of  dichlorotetrafluoroe- 
thane,  which  is  one  of  the  Freon  series  and  has 


been  commercially  available  since  1932  as  a 
refrigerant  for  moderate  cooling,  for  example, 
in  water  coolers  for  drinking  fountains  where 
it  is  not  necessary  to  freeze  but  only  cool.  For 
you  it  is  in  a much  more  familiar  place  since 
it  furnishes  the  energy,  the  motive  power  for 
spray  cans  for  insecticides  and  a large  number 
of  materials  including  shaving  cream  and  tooth- 
paste. The  only  new  feature  we  introduced  was 
its  use  as  a substitute  for  ethyl  chloride  in  the 
freezing  part  of  the  dermal  abrasion  pro- 
cess. It  has  these  advantages:  it  is  not 

inflammable  in  any  proportions,  mixed  with 
air;  it  is  not  explosive;  it  has  no  anesthetic 
properties  whatsoever;  it  cannot  induce  anes- 
thesia. Incidentally,  when  the  doctor  was  planing 
around  the  nose  and  spraying  ethyl  chloride, 
patients  used  to  go  into  an  anesthesia  occasional- 
ly without  the  doctor  ever  being  aware  of  it. 
This  was  a dangerous  situation.  Dichlorotetra- 
fluoroethane  produces  a degree  of  coldness  that 
is  great  enough  by  its  own  surface  evaporation 
to  eliminate  another  one  of  Kurtin’s  original 
operative  apparatuses,  which  was  a blower 
(equivalent  to  that  used  to  dry  a woman’s  hair 
after  she  has  had  a shampoo ) which  enforced  the 
rapid  evaporation  of  ethyl  chloride.  Our  new 
substance  eliminated  this.  This  is  known  as 
Frigiderm®,  and  you  may  have  seen  it  on  your 
own  tables.  It  is  also  advantageous  for  all  sorts 
of  little  freezing  operations.  It’s  even  useful  to 
minimize  the  pain  of  a hypodermic  injection  with 
a child;  for  instance,  you  can  'spray  a little  area 
a little  and  show  the  child  on  the  hand  that  it 
is  only  cold  and  therefore  even  make  the  hypo- 
dermic hurt  less. 

Surgical  skin  planing,  then,  has  gone  through 
some  developments.  The  last  of  these  develop- 
ments is  the  substitution  of  a fraise,  which  is 
a small  emery  wheel-like  affair,  again  %”  in 
diameter  and  about  3/16”  wide,  which  is  covered 
on  its  surface  with  small  diamond  chips.  This 
obviates  several  disadvantages  that  we  used  to 
have  with  the  revolving  steel  brush.  The  steel 
brush  could  suddenly  and  unexpectedly  grab 
hold  of  the  skin;  or  what  was  even  more  terrible, 
it  could  grab  a hair,  or  grab  a piece  of  gauze 
sponge  in  the  vicinity,  and  wind  it  up  rapidly 
in  this  business,  pulling  the  instrument  actually 
almost  out  of  the  hands  of  the  operator  and 
resulting  frequently  in  a gouge  into  the  skin 
out  of  all  proportions  to  what  we  desired,  and 
many  times  produing  a scar.  This  diamond  fraise 
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eliminates  all  of  these  difficulties,  and  it  makes 
it  really  a pleasant  process  for  doctors  and  a 
safe  one. 

The  process  of  skin  planing  is  not  very  pain- 
ful. It  is  uncomfortable,  but  all  of  us  have  planed 
areas  which  have  not  been  anesthesized  for  some 
reason  or  other  such  as  the  edge  of  some  place 
or  places  which  have  thawed  out,  and  we  have 
found  that  this  is  not  a horrible  sensation,  and 
most  patients  can  stand  it.  However,  it  is  worth 
while  for  us  to  make  this  procedure  as  painless 
as  possible,  and  we  do  this  with  a premedical 
injection  of  Demerol®  or  Nisentil®.  We  advo- 
cate planing  only  on  faces  — we  do  not  advocate 
planing  chests  and  backs  and  legs  and  all  the 
rest  of  the  places  that  have  been  experimentally 
planed.  We  let  the  patient  hold  against  the  face 
ice  bags,  (really  they  are  these  “hot  or  cold” 
packs)  which  can  be  put  in  the  refrigerator  in 
the  freezing  compartment  and  which  congeal 
into  a sort  of  slush.  These  serve  to  cool  the  face 
for  perhaps  20  minutes  while  the  Demerol  gets 
in  its  effect  and  while  the  operative  room  is 
being  made  ready.  They  are  not  actually  neces- 
sary. They  are  just  a nice  little  adjunct. 

The  procedure  of  surgical  skin  planing  de- 
pends for  its  efficiency  on  these  facts:  the 
pilosebaceous  apparatus,  the  hair  and  sebaceous 
glands,  and  the  sweat  glands  penetrate  quite 
deeply  into  the  dermis,  as  much  as  4 mm.  on 
the  face,  and  it  is  perfectly  possible  to  remove 
all  of  the  epidermis  thoroughly  except  these 
remnants.  We  plane  off  2 mm.  or  even  2Vz  mm. 
of  skin.  All  of  the  epidermis  is  gone.  But  the 
result  is  not  such  as  would  be  if  all  of  the  skin 
had  been  removed  because  tlie  skin  regenerates 
surprisingly  rapidly  from  the  myriads  of  small 
islands  left  of  sebaceous  gland,  hair  follicle  and 
sweat  gland  elements.  Because  all  of  these  are 
derived  from  the  primitive  ectoderm  and  all 
of  them  have  the  capacity  of  reverting  to  their 
original  role  of  forming  skin,  every  one  of  them 
starts  right  in  to  try  to  help  in  re-epithelializing 
these  areas.  And  so  from  myriads  of  these  little 
centers  the  skin  regenerates  its  epidermis  and 
also  regenerates  a good  part  of  what  you  re- 
moved even  below  the  epidermis.  It  is  as  if 
you  were  able  to  take  a third  degree  burn  and 
put  on  skin  grafts  of  minute  character,  all  of 
which  would  take  in  thousands  and  thousands 
and  thousands  of  little  islands.  The  result  is 
similar  to  that  which  all  of  us  have  experienced 
when  we  fell  down  on  a basketball  court  or 


while  we  were  learning  to  roller  skate  and 
skinned  a knee.  As  you  all  know,  it  looked 
terrible  five  or  six  days  and  hurt  a little.  But 
about  the  fifth  or  sixth  day  the  edge  of  it 
started  to  peel  off,  and  underneath  it  was  a 
nice  new  skin,  somewhat  red  and  not  as  brown 
as  the  surrounding  skin  it  is  true,  but  still  good 
quality  of  new  skin.  And  that’s  exactly  what 
happens  with  this  procedure.  We  are  not  able, 
therefore,  to  go  to  all  depths  that  we  would 
like  always  in  treating  deep  pits  on  the  first 
application,  because  we  might  go  deeper  than 
the  level  of  the  deepest  of  the  sebaceous  and 
sweat  gland  elements,  in  which  case  we  would 
get  a hypertrophic  scar.  A hypertrophic  scar  is  a 
scar  which  is  produced  by  a wound  which  must 
heal  from  the  edges  over  a fairly  wide  surface 
because  it  has  no  islands  of  epidermis  in  the 
center  to  help  in  its  regeneration.  And,  a hyper- 
trophic scar  is  an  elevated  scar  which  does  not 
look  appealing  and  is  somewhat  tender.  I hasten 
to  point  out  that  this  is  entirely  different  from 
what  is  called  a keloid.  A keloid  is  an  entirely 
different  entity  and  depends  upon  some  idio- 
syncrasy on  the  part  of  the  skin  of  the  patient 
for  the  production  of  excessive  scar  tissue  for 
which  we  have  little  or  no  defense.  Like  an 
amateur  welder  trying  to  stick  iron  together 
ends  up  with  a huge  mass;  it  may  hold,  but  it 
doesn’t  look  good.  This  is  a keloid,  and  as  you 
well  know,  a keloid  can  develop  even  in  a very 
fine  scalpel  scar  in  which  the  damage  to  skin 
was  minimal.  We  have  ruled  it  out  as  much  as 
possible  in  prospective  patients  by  looking  at 
every  scar  the  patient  can  present  to  us  before 
we  ever  recommend  planing.  We  ask  them  to 
show  us  all  scars  from  injury;  and  if  these  pa- 
tients have  a distinct  keloid  tendency,  we  tell 
them  this  operation  should  not  be  advised. 
Similarly,  hypertrophic  scars  can  be  eliminated 
by  using  a proper  technique,  simply  by  avoiding 
going  too  deeply. 

Now  I have  a color  film  here  which  I think 
demonstrates  the  technique  of  this  disorder,  and 
I will  comment  through  the  film  as  it  goes  on. 
(If  you  will  start  the  film  now,  and  if  we  may 
have  the  lights  out  . . .) 

The  areas  to  be  planed  are  outlined  under 
strong  light  by  being  painted  with  gentian  violet 
1%  solution,  being  careful  to  grind  this  material 
down  into  the  depths  of  the  pits  because  it 
serves  afterwards  as  a guide  as  to  the  depth 
of  planing.  The  eyes  can  be  protected  with 
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petrolatum,  boric  acid  ointment  or  mineral  oil. 
Sometimes  we  use  plastic  eye  shields,  but  some- 
times they  are  uncomfortable.  Here  is  an  in- 
strument which  we  have  developed,  the  hand 
piece  which  can  spray  the  anesthetic  refrigerant 
material  from  two  little  apertures  along  the 
sides.  The  advantage  is  that  it  avoids  loss  of 
time  while  the  skin  thaws  partly,  a few  seconds 
loss  by  laying  down  the  spraying  can  of  anes- 
thetic and  picking  up  the  abrading  hand  piece. 
The  area  selected  is  usually  2 to  "IVz’  square.  We 
outline  it  with  gauze,  as  you  saw,  and  then  we 
spray  it  with  the  refrigerant  for  approximately 
20  to  25  seconds.  Cotton  gloves  are  placed  over 
rubber  gloves  on  the  assistant’s  both  hands  and 
on  the  left  hand  of  the  operator  to  hold  the  skin 
tightly  tensed  in  all  directions  if  possible,  making 
it  a plane  surface  rather  than  one  with  a great 
deal  of  hills  and  valleys  or  too  much  of  a convex 
or  concave  surface.  The  instrument  is  held  and 
used  with  a motion  of  the  handle  in  right  angles 
to  the  plane  of  the  revolutions  of  the  brush.  This 
is  to  prevent  grooves  being  deeper  in  one  spot 
than  the  other.  This  is  a most  important  observa- 
tion. We  do  not  plane  by  moving  the  hand  piece 
in  a direction  parallel  to  the  plane  of  revolution 
of  the  abrasive  instruments.  As  soon  as  one  area 
is  completed  it  is  covered  with  gauze  to  stop 
and  absorb  any  bleeding  which  occurs.  All  of 
this  oozing  is  capillary  except  when  we  treat 
such  disorders  as  rhinophyma  in  which  we  may 
find  large  blood  vessels  which  give  us  a little 
difficulty.  The  refrigeration  also  has  an  advan- 
tage in  that  during  the  planing  there  is  an  almost 
bloodless  field,  so  that  it  is  very  easy  to  see 
the  depths  of  planing.  The  gentian  violet  being 
in  the  depths  of  the  pits  which  you  wish  to  get 
rid  of  is  easily  seen;  and  when  you’ve  removed 
the  gentian  violet  entirely,  you  have  planed  to 
at  least  the  bottom  of  the  pits.  We  usually  go  a 
little  beyond  that  because  we  don’t  want  those 
scarred  pit  bottoms  left,  but  it’s  still  a very  good 
guide.  I have  never  had  a patient  who  com- 
plained so  much  of  this  process  that  we  had  to 
stop,  even  dealing  with  hypertonic,  neurotic 
patients.  You  notice  also  a little  metal  “mud 
guard,”  or  fender.  This  prevents  the  spattering 
of  blood  in  all  directions.  Occasionally  the  mud 
guard  gets  filled  full  of  abraded  debris,  but  it 
can  be  easily  removed  and  cleaned  and  put 
back  in  place  while  the  nurse  is  changing  the 
little  squares  of  gauze  to  outline  a new  area. 
An  area  can  be  refrozen  if  desired  and  replaned. 


It  is  not  very  easy  to  plane  skin  that  has  thawed. 
It  again  becomes  kind  of  rubbery.  It  is  ad- 
vantageous around  the  margins  of  these  areas 
being  planed  to  taper  them  out  so  that  the 
junction  is  not  quite  so  visible.  While  I said 
that  the  majority  of  the  skin  is  replaced  sub- 
sequently, and  even  the  majority  of  the  corium 
elements  which  you  have  removed  is  replaced, 
this  takes  a number  of  weeks  or  months  to  do, 
and  even  then  it  is  not  always  100%  complete. 
The  rapidity  of  spray  is  subject  to  considerable 
control  by  the  pressure  of  the  thumb  on  the 
releasing  springs.  That  is,  we  can  actually  spray 
a tiny  area  by  letting  out  only  a very  fine 
spray  or  a large  area  by  pressing  down  hard 
enough  to  open  both  the  sprays  to  their  full 
capacity.  We  explain  to  the  patients  that  for 
the  next  twelve  days  after  this  procedure  they 
should  arrange  to  be  “out  of  circulation,”  both 
from  a social  standpoint  and  from  a business 
standpoint.  We  tell  them  frankly,  “You  will  look 
exactly  as  though  you  had  sustained  an  ex- 
plosion from  an  oven  in  your  face.  You  will 
scare  your  friends  and  yourself  if  you  look 
in  the  mirror.  But  it’s  all  going  to  come  out  all 
right.”  They  can  shave  gently  as  soon  as  all  of 
the  crusts  have  separated. 

Now  this  “non-adherent”  dressing  (maybe  it 
should  be  called  a “diminished  adherent”  be- 
cause it  does  stick  a little  bit),  which  I think 
you  are  familiar  with  by  now,  known  as  Telfa®, 
which  has  a little  layer  of  cellophane  on  one 
side  punctured  by  myriads  of  tiny  holes,  tends 
to  stick  less  onto  these  crusts  more  than  any  other 
form  of  dressing.  We  put  them  on  in  this  fashion, 
holding  them  on  with  Scotch  tape  principally  to 
get  the  patient  home.  We  tell  the  patient  to 
remove  these  dressings  in  twelve  to  twenty-four 
hours,  or  at  least  by  the  next  morning  after  the 
operation.  Subsequently,  surprisingly  enough, 
we  have  been  absolutely  convinced  that  any 
form  of  dressing  or  any  form  of  application 
of  medicament  should  be  strongly  interdicted. 
It  took  a long  time  to  learn  that  dressings  are 
a disadvantage  rather  than  an  advantage.  The 
dry  crusts  which  nature  produces  over  such  areas 
within  twenty-four  to  tliirty-six  hours  are  a much 
better  protection  than  any  artificial  thing  the 
doctor  can  recommend.  About  the  fourth  or  fifth 
day  the  lighter  planed  areas  will  begin  to  indi- 
cate that  the  crusts  are  about  ready  to  come 
away,  and  then  those  which  are  ob\’iously  float- 
ing can  be  removed  by  the  patient.  More  ad- 
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herent  ones  should  be  left  on  until  the  ease  of 
separation  beeomes  obvious  and  should  not  be 
forcefully  removed.  On  the  fourth  day  we  often 
use  an  ointment  with  an  antibiotic  in  it.  Although 
we  don’t  think  this  is  necessary  from  an  in- 
fection standpoint,  it  softens  those  crusts  which 
are  too  dry,  hard  and  thick  and  which  tend  to 
crack  and  make  fissures  which  are  uncomfort- 
able to  the  patient. 

The  sequelae  of  this  procedure  are  rather  few. 
There  is  always  erythema.  It  would  be  astound- 
ing if  the  skin  could  go  through  this  procedure 
and  not  show  erythema.  This  lasts  from  four  to 
six  weeks,  diminishing  in  quantity.  In  an  oc- 
casional florid  complexioned  patient  it  may  last 
longer.  We  have  no  defense  against  this  except 
that  it  always  goes  back  to  normal. 

Differences  and  variations  in  pigmentation  are 
always  important  because  patients  end  up  look- 
ing somewhat  like  pinto  ponies  if  they  have  very 
much  pigmentation.  The  areas  planed  obviously 
do  not  have  pigment  for  a considerable  length 
of  time  until  enough  new  skin  has  been  gen- 
erated and  has  keratinized  to  produce  a depth 
of  pigment,  and  then  it  often  doesn’t  match  the 
surrounding  areas  for  as  much  as  six  to  eight 
weeks.  These  areas  are  always  easily  sunburned, 
and  we  have  to  warn  the  patients  about  exposure 
to  sun  for  several  weeks.  Deeply  pigmented  per- 
sons are  somewhat  doubtful  candidates  for  plan- 
ing because  there  may  be  in  certain  instances 
rather  permanent  disturbances  in  irregularities 
in  planing.  Our  Negro  dermatologist  whom  we 
are  fond  of  in  California,  Dr.  John  Carney,  has, 
however,  cautiously  planed  a number  of  Negro 
patients  without  any  trouble  at  all.  Eventually 
the  areas  all  came  back  to  normal  pigmentation. 
It  has  to  be  somewhat  cautiously  approached, 
however,  because  all  of  you  know  Negroes  are 
particularly  prone  to  keloid  formation. 

Now  I think  that  I have  covered  all  I can 
think  of,  but  I will  answer  some  questions  if  you 
wish. 

Question:  How  soon  do  you  do  a second 
planing? 

Dr.  Wilson:  We  never  do  a second  in  less 
than  a month,  preferably  four  to  five  to  six 
months,  and  in  many  instances  a year.  It  is  sur- 
prising how  much  nature  continues  to  smooth 
out  these  areas  in  the  succeeding  months  after 
this  procedure.  Many  times  a patient  at  the 


expiration  of  one  month  looks  as  though  a second 
planing  may  be  necessary;  but  if  we  can  coax 
that  patient  to  wait  six  months,  both  the  patient 
and  the  doctor  may  agree  that  we  don’t  need  to 
do  it  a second  time. 

Question:  Did  you  say  you  make  this  a one- 
stage  procedure? 

Dr.  Wilson:  We  do  this  in  the  office  on  the 
entire  face  if  necessary  in  one  procedure.  It 
goes  swiftly.  It  is  not  a big  hazard  to  the  patient. 
It  has  not  been  a big  problem. 

Question:  Who  makes  the  instrument? 

Dr.  Wilson:  The  hand  piece  is  made  in  Los 
Angeles.  We  developed  this. 

Question:  For  senile  skin,  such  as  for  senile 
keratoses,  how  does  planing  work? 

Dr.  Wilson:  It  is  serviceable  and  actually  re- 
sults in  a “younger”  skin.  We  plane  less  deeply 
than  we  do  for  acne  pits  because  the  senile  per- 
son’s skin  is  thin;  and  while  the  sebaceous  ele- 
ments are  usually  still  present,  they  have  a lot 
of  actinic  dermatitis,  and  so  one  has  to  be  cau- 
tious. The  senile  epidermis  is  being  produced 
by  cells  which  have  had  the  influence  of  too 
much  sunlight  over  a lifetime  in  a person  whose 
skin  was  poorly  adapted  to  sunlight  by  inheri- 
tance. This  actually,  and  I say  this  confidently,  is 
somewhat  of  a rejuvenating  procedure  because 
the  cells  in  the  hair  follicles,  the  ancestral  cells 
which  form  hairs  in  that  individual  and  which 
form  sebaceous  glands  and  sweat  glands,  have 
not  been  subjected  to  as  much  sun  effect  because 
they  are  from  one  to  three  mm.  deep,  and  sun- 
light does  not  penetrate  that  deeply  through 
skin,  so  that  these  cells  then  have  not  had  50 
years  of  such  extreme  damage.  After  planing  the 
skin  is  covered  with  epidermis,  the  cells  of  which 
are  derived  from  an  ancestry  of  cells  that  did 
not  have  that  50  years  of  actinic  damage  nearly 
so  much  at  least,  and  it  is  actually  a true,  re- 
juvenating procedure  for  persons  with  senile 
keratoses. 

Question:  What  about  the  patient  who  has 
had  previous  x-ray  therapy? 

Dr.  Wilson:  Anything  which  indicates  that 
there  are  no  sebaceous  glands,  hair  follicles  or 
sweat  glands  left  is  a contraindication  for  this 
procedure,  because  the  only  reason  this  works 
nicely  is  because  of  the  myriads  of  little  tiny 
islands  of  skin  implantation  resulting  from  such 
remnant. 


Vul.  17,  Nu.  y 


Arizona  Medicine 


519 


The  Polycystic  Ovary  Syndrome* 
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A history  of  the;  poly  cystic  oMry  is  given  including  its  treatment.  The  modern  con- 
'^pept  of  etiolog^i  the  gross  ahd^micr^scopic.  appearance  of  polycystic  ovaries,  and  the^A 
"^^:linical:syrvdrorfie  accompanying  this  lesion  are  presented.  The  treatment  recommended 
corticosteroid^herapy.  Surgical  wedge  resection  of  the  ovaries  is  carried  out  when 


HISTORICAL 

A BOUT  200  years  A.D.,  Galen  thought  of  the 
ovary  as  a “female  testis.”  He  may  have  based 
his  limited  observations  on  a ease  similar  to 
ones  deseribed  by  Cherean  in  1844  as  seleroeystic 
disease  of  the  ovaries.  Chereau(l)  was  struck 
by  the  thick,  pearly  white  sclerotic  capsule. 
Many  such  ovaries  were  extirpated  because  of 
the  belief  that  they  were  diseased  or  damaged 
by  the  sclerotic  tunica.  In  1895,  Waldo(2)  sug- 
gested wedge  resection  of  the  ovaries  instead  of 
removal.  Forgue  and  Massabuau,(3)  in  1910, 
reviewed  the  literature  and  described  the  con- 
dition as  microcystic  degeneration  of  the  ovaries 
because  of  the  many  pea-sized  follicular  cysts 
occupying  the  cortex  of  the  ovary.  Rokitansky 
(1835)  has  been  credited  with  an  earlier  refer- 
ence to  small  cystic  degeneration  of  the  ovaries, 
but  this  was  not  comparable  to  the  cases  under 
discussion  since  his  patient  suffered  from  a 

®Presented  at  the  7th  Annual  Meeting,  Arizona  Chapter, 
American  Academy  of  General  Practice,  October  16,  1959,  Scotts- 
dale. Arizona. 

'’“From  the  Department  of  Endocrinology,  Medical  College  of 
Georgia,  Augusta,  Georgia. 

‘"’“Visiting  Research  Fellow  in  Endocrinology  from  the  Uni- 
versity of  Mexico,  Mexico  City. 


hydatidiform  mole.  Stein  and  Leventhal(4)  in 
1935,  described  a syndrome  of  amenorrhea, 
obesity,  infertility,  and  hirsutism  associated 
with  polycystic  disease  of  the  ovaries,  and  this 
syndrome  now  bears  their  names.  Stein  biopsied 
the  ovaries  for  histologic  study  and  found,  in- 
cidentally, that  many  of  these  patients  men- 
struated regularly  following  this  procedure.  This 
observation  led  him  to  advocate  wedge  resection 
of  the  ovaries  as  the  treatment  of  choice  for  this 
syndrome.  The  syndrome  is  also  known  as  the 
“large  pale  ovary  syndrome.”  The  more  sophis- 
ticated gynecologist  likes  to  refer  to  it  as  the 
“polycystic  ovary  syndrome,”  while  the  clinicians 
of  France  who  have  shown  an  interest  in  this 
type  of  ovary  for  over  a century  prefer  the  term 
“La  Maladie  Microkystic  des  Ovaries.” 

In  1804,  the  first  ovariotomy  was  performed 
in  this  country  by  Ephriam  MacDowell,  and  an 
era  of  gynecologic  surgery  was  begun.  Ovariec- 
tomy soon  caught  on  with  a fervor  theretofor 
unknown.  In  1872,  Robert  Battey  of  Augusta, 
and  later  Rome,  Georgia  recommended  ovarian 
extirpation  for  severe  dysmenorrhea,  for  suf- 
ferers of  pelvic  engorgement  and  nervous  exalta- 
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tion,  excessive  menorrhagia,  hystero-neurosis, 
and  for  those  who  liad  a tendency  to  epilepsy 
at  the  time  of  menstruation.  The  procedure  be- 
came known,  and  appropriately  so,  as  the  Battey 
operation.  For  a time  the  removal  of  both  ovaries 
became  quite  a popular  procedure,  particularly 
in  cases  of  cystic  degeneration  or  sclerocystic 
disease.  Could  it  be  that  the  more  critical  sur- 
geon was  reluctant  to  perform  so  radical  a pro- 
cedure, and  the  operation  was  later  reduced  to 
removal  of  only  a part  of  each  ovary?  It  may  be 
that  with  this  thought  in  mind,  Waldo  (1895) 
recommended  wedge  resection.  In  this  country, 
Findley (5)  reviewed  the  problem  in  1904,  and 
though  he  admitted  to  performing  bilaterial 
ovariectomy  in  many  cases,  he  did  wedge  re- 
section in  others  for  the  treatment  of  cystic 
degeneration  of  the  ovaries.  It  is  possible  that 
the  procedure  of  wedge  resection  subsequently 
became  lost  in  the  literature  or  forgotten,  and 
perhaps  was  completely  unknown  to  Stein  and 
Leventhal. 

WHAT  DO  POLYCYSTIC  OVARIES 
LOOK  LIKE? 

The  polycystic  ovary  is  twice  normal  size 
(Eig.  1).  Instead  of  being  round  to  oval  in 
shape,  it  is  markedly  elongated,  with  a pearly 
white  capsule.  Indeed,  the  ovaries  have  the 
appearance  of  testicles.  Testicles  are  elongated; 
“normal”  ovaries  are  rounded.  It  is  understand- 
able that  Galen,  who  for  1500  years  controlled 
medical  thought  in  Europe,  described  the  ovary 
as  the  female  testis.  “Eemale  testicle”  is  indeed 
an  appropriate  term  for  in  some  ways  such 
ovaries  act  like  testicles  in  that  the  bearers  of 
them  frequently  become  quite  hirsute. 

WHAT  IS  THE  PROEILE  OE  THE 
WOMAN  WITH  THIS  SYNDROME? 

More  frequently  the  woman  with  the  poly- 
cystic ovary  syndrome  is  slightly  on  the  obese 
side.  She  is  quite  feminine  in  appearance  and 
as  a rule  has  good  breast  development.  Such 
women  cannot  be  said  to  be  virilized,  but  only 
slightly  masculinized.  They  may  have  consider- 
able hair  on  the  face,  abdomen,  and  breasts,  but 
their  voices  are  feminine,  bodily  contour  is 
feminine,  and  breasts  are  well  developed.  One 
psychic  characteristic  that  many  of  them  who 
are  married  have  in  common  is  a great  yearning 
for  pregnancy.  They  want  to  prove  their 
femininity.  Eigure  2 is  a representative  case. 


Fig.  I:  Note  elongated,  large  pale  ovaries,  typical  of  Stein- 
Leventhal  syndrome,  seen  at  laparotomy. 


This  patient  had  been  married  ten  years,  men- 
struated only  once  or  twice  a year,  had  good 
breast  development,  and  complained  of  infer- 
tility. The  diagnosis  of  large  pale  ovaries  was 
confirmed  by  roentgen  studies  following  trans- 
uterine  insufflation  of  carbon  dioxide.  In  the 
non-obese  woman,  the  enlarged  ovaries  are 
readily  palpable.  This  syndrome  should  be  con- 
sidered whenever  hirsutism,  menstrual  dis- 
orders, ovulatory  failure,  and  infertility  are  seen 
in  combination  in  the  individual  patient. 


Fig.  2:  Average  type  patient  with  Stein-Leventhal  syndrome. 
Note  feminine  appearance  with  well  developed  breasts.  This 
patient  had  functional  amenorrhea.  The  hirsutism  of  her  chin  is 
not  too  clearly  visible  in  this  photograph. 
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Fig.  3:  Pneumoperitoneum  performed  by  transuterine  insuffla- 
tion of  carbon  dioxide  in  patient  shown  in  Fig.  2.  Note  enlarged 
ovaries  seen  in  x-ray  film. 


WHAT  DO  THESE  OVARIES  LOOK  LIKE 
ON  HISTOLOGIC  EXAMINATION? 

The  tunica  is  thickened,  and  the  cortex 
fibrotic.  There  are  dozens  of  small  atretic  fol- 
licles occupying  the  cortex.  (Eig.  4)  The  fol- 
licles may  be  lined  by  a few  layers  of  granulosa 
cells,  and  the  theca  externa  is  usually  hyper- 
plastic. The  medulla  and  the  hilus  have  a dense 
fibrous  stroma.  The  capsule  becomes  thick  be- 
cause these  follicles  do  not  progress  to  matura- 
tion and  rupture,  and  thus  do  not  attenuate  the 
cortex.  Sometimes  the  stroma  in  the  medulla  or 
in  the  hilus  of  the  ovary  is  tremendously  hyper- 


Fig.  4:  Photomicrograph  of  cross  section  of  polycystic  ovary 
in  patient  with  Stein-Leventhal  syndrome.  Note  thickness  of  the 
tunica,  numerous  microfollicular  cysts  occupying  the  cortex,  and 
dense  stroma  of  the  medulla. 

trophied.  The  cells  are  large  and  fusiform,  as  if 
there  is  tremendous  activity  in  this  otherwise 
dormant  mesenchyma. 

WHAT  IS  THE  MODERN  METHOD 
OF  THERAPY? 

Either  of  two  methods  may  be  used  in  per- 
forming wedge  resection,  i.e.,  the  longitudinal 
resection,  as  recommended  by  Stein,  or  a cross- 


section type  of  wedge  with  coning  out  of  the 
hilus  as  recommended  by  Allen.  The  hilus  rep- 
resents the  remnants  and  counterpart  of  the 
emliryonic  testis.  Figure  5 gives  one  a good  idea 
of  the  cross  wedge  and  coned  out  pieces  of 
tissue  from  the  hilus  as  performed  by  the  author. 


Fig.  5:  Note  narrow  wedge  removed  from  ovary  with  numerous 
microcysts  under  the  cortex  and  two  sections  of  hilus  cored  out 
from  the  ovary. 

WHAT  EVIDENCE  IS  THERE  FOR  THE 
VIEW  THAT  THESE  OVARIES  ARE 
RESPONSIBLE  FOR  THE  PSEUDO- 
MASCULINIZATION  OF  THESE  PATIENTS? 

Evidence  is  accumulating  to  show  that  the 
ovary  is  capable  of  producing  small  amounts  of 
potent  androgenic  substances.  Figure  6a  is  that 
of  a young  woman  with  the  typical  syndrome. 
Notice  the  hairiness  of  the  chest  and  of  the 
extremities.  There  is  moderate  facial  hyper- 
trichosis. The  patient  complained  of  menorrhagia 
of  several  weeks  duration.  She  was  seen  in 
consultation,  not  because  of  the  hirsutism,  but 
because  of  the  menorrhagia.  In  our  study  of  this 
patient,  urine  was  obtained  for  hormone  assays 
and  a suction  curettage  was  performed  to  study 
the  endometrium.  The  bleeding  was  arrested 
within  24  hours  with  progesterone.  Cortisone 
therapy  was  started  in  the  belief  that  we  were 
dealing  with  a typical  Stein-Leventhal  syndrome. 
However,  the  endometrial  biopsy  re\ealed  an 
adenoacanthoma  which  necessitated  radical  in- 
tervention, and  a panhysterectomy  w'as  done. 
At  laparotomy,  typical  sclerocystic  o\'aries  \\ere 
found.  Though  her  urinary  17-kctosteroids  fell 
somewhat  on  cortisone  therapy,  the  \'alues  were 
reduced  to  normal  levels  only  after  both  oxarics 
were  removed.  (Chart  I)  In  this  particular 
case,  the  ovaries  evidently  were  responsible  for 
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Fig.  6A:  Note  hypertrichosis  in  patient  prior  to  surgery. 


a good  ratio  of  her  17-ketosteroids  because  their 
removal  was  followed  not  only  by  the  reduction 
in  17-ketosteroids,  but  also  by  lessening  of  her 
hypertrichosis.  (Fig.  6b) 

WHICH  PATIENTS  RECEIVE 
CORTICOIDS?  WHICH  ARE  SUBJECTED 
TO  WEDGE  RESECTION? 


Fig.  6B:  Note  disappearance  of  marked  hirsutism  following 
panhysterectomy  performed  for  adenoacanthoma  of  the  uterus; 
typical  polycystic  ovaries  were  also  found. 

It  is  our  practice  to  place  patients  in  whom 
a diagnosis  of  polycystic  ovaries  or  Stein-Leven- 
thal  syndrome  is  made  on  a trial  course  of  corti- 
coids.  Figure  7 is  that  of  a hirsute  young  woman 
with  functional  amenorrhea  and  palpably  en- 
larged ovaries.  She  was  given  cortisone  and 


MARKEDLY  HIRSUTE  FEMALE  WITH  AMENORRHEA- MENORRHAGIA  SYNDROME 

wf , 26,  (N  H.) 


Chart  1:  This  chart  shows  the  hormonal  studies  performed  on  the  patient  shown  in  Figure  6,  A and  B.  Note  that  the  high  17- 
ketosteroids  were  reduced  by  cortisone  treatment.  Following  pan- hysterectomy  there  was  a further  reduction  in  urinary  17-ketosteroid 
excretion  and  the  patient  lost  most  of  the  hirsutism. 
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Fig.  7:  Patients  with  Stein-Leventhal  syndrome  may  be  of 
normal  or  even  of  thin  body  build,  although  they  are  more  fre- 
quently somewhat  obese.  In  the  patient  shown  here,  the  enlarged 
ovaries  were  readily  palpable. 

several  ovulatory  periods  occurred  during  the 
twelve  month’s  trial  of  therapy.  It  was  felt  that 
she  was  not  ovulating  often  enough  and  a wedge 
resection  was  performed.  After  this  procedure, 
she  began  to  menstruate  and  ovulate  each  month, 
and  conceived  within  a year.  (Chart  2)  If  some 
patients  do  not  show  adequate  responsiveness 


to  cortisone  therapy,  then  wedge  resection  is 
advocated. 

It  is  our  opinion  that  the  cortisone-responsive 
cases  have  a slightly  different  syndrome  than 
the  so-called  Stein-Leventhal  syndrome.  Such 
cases  have  been  referred  to  as  adrenal  dysfunc- 
tion. They  are  variants  of  a pituitary-adrenal- 
ovarian  imbalance,  where  either  the  ovary,  the 
adrenal,  or  both  may  be  involved.  If  adequate 
response  to  cortisone  is  obtained,  surgery  may 
thus  be  avoided.  If  surgery  is  performed  and 
failure  is  encountered,  then  a further  trial  of 
cortisone  is  indicated. 

WHY  DOES  CORTISONE  WORK? 

The  final  answer  is  still  conjectural.  ACTH 
is  the  most  important  hormone  produced  by  the 
anterior  pituitary  gland.  At  times  the  pituitary 
is  preoccupied  with  its  production  because  of 
various  physical  and/or  emotional  stresses  to 
which  the  individual  is  subjected.  The  end  result, 
in  certain  cases,  is  increased  I7-ketosteroid  pro- 
duction by  the  adrenals,  resulting  in  hirsutism  in 
those  women  who  are  sensitive  to  increased  en- 
dogenous androgens.  Ry  inhibiting  some  of  the 
ACTH  production  with  corticoid  therapy,  the 
pituitary  may  turn  its  attention  to  some  of  the 
lesser  trophic  hormones,  such  as  gonadotropins, 
and  qualitatively  better  gonadotropins  may  be 
released,  thus  stimulating  the  ovary  to  ovula- 
tion. (6)  In  this  manner  the  adrenal  type  of 
disorder  responds  to  cortisone  therapy,  resulting 
in  better  pituitary-ovarian  balance.  On  the 
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Chart  2:  A trial  of  glucocorticoid  therapy  in  the  patient  shown  in  Figure  7 resulted  in  a few  irregular  ovulatory  periods.  Following 
wedge  resection  of  the  ovaries,  regular  ovulatory  menses  set  in  and  conception  occurred  w-ithin  the  year. 
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other  hand,  it  may  be  conjectured  that  corticoids 
lessen  the  sensitivity  of  the  hyperresponsive 
ovaries  to  gonadotropins  permitting  a more 
orderly  design  of  function. 

WHY  DOES  WEDGE  RESECTION  WORK? 

Urinary  gonadotropin  assays  in  patients  with 
the  Stein-Leventhal  syndrome  are,  as  a rule, 
within  normal  limits.  It  may  be  that  these 
patients  are  very  sensitive  to  their  own  gona- 
dotrophins. Patients  with  Cushing’s  disease  do 
not  produce  excessive  amounts  of  ACTH,  but 
are  sensitive  to  their  own  normal  excretion  of 
ACTH.  The  adrenals  become  hyperplastic.  With 
removal  of  much  of  the  adrenal  tissue,  the  pa- 
tient reverts  to  normalcy.  Likewise,  the  patient 
with  thyrotoxicosis  does  not  produce  excessive 
amounts  of  thyroid-stimulating  hormone  (TSH), 
but  the  thyroid  becomes  very  sensitive  to  the 
amounts  present  and  the  thyroid  gland  becomes 
hyperplastic.  Removal  of  two-thirds  or  three- 
quarters  of  the  thyroid  causes  the  thyrotoxicosis 
to  disappear.  It  is  our  belief  that  the  Stein- 
Leventhal  patient  is  sensitive  to  her  own  gon- 
adotrophins, and  the  ovaries  become  enlarged. 
Removal  of  a considerable  part  of  the  ovarian 
mass  permits  the  return  to  ovulatory  cyclic 
menses.  This  concept  is  borne  out  by  the  follow- 
ing case  report.  A 32-year-old  female,  complain- 
ing of  amenorrhea,  infertility,  and  a mild  degree 
of  hirsutism,  had  one  ovary  removed  five  years 
previously.  The  ovary  was  said  to  be  filled  with 
many  little  cysts.  After  surgery,  she  menstruated 
regularly  and  was  able  to  conceive.  A few  years 
later  she  reverted  to  her  amenorrheic  state  and 
hirsuitsm  increased.  On  pelvic  examination,  a 
markedly  elongated  ovary  was  palpable.  At 
laparotomy,  the  ovary  was  noted  to  be  elongated 
to  about  three  times  normal  length.  This  would 
appear  to  have  been  compensatory  hypertrophy 
of  the  remaining  ovary  in  a patient  sensitive  to 
her  own  gonadoptropins.  The  ovary  was  typical 
of  the  polycystic  ovaries  with  a thickened 
capsule.  (Fig.  8)  Transverse  wedge  resection 
was  done  and  the  hilus  was  coned  out.  The 
patient  began  to  menstruate  with  regularity 
once  more.  It  is  our  belief  that  in  some  of  these 
patients  who  are  highly  sensitive  to  their  own 
gonadotropins,  that  numerous  follicles  are 
stimulated,  marked  hypertrophy  of  the  theca 
interna  and  externa  is  induced,  and  the  stroma 
often  is  activated.  A condition  of  hormone  im- 
balance is  created  which  is  manifested  fre- 
quently by  hirsutism  and  anovulation. 


CONCLUSION 

In  the  polycystie  ovary  (Stein-Leventhal) 
syndrome,  the  adrenals  or  the  ovaries  may  be 
primarily  at  fault.  A four  to  six  month  course  of 
corticoids  is  indicated  to  see  if  a good  thera- 
peutic response  may  be  obtained.  If  it  is  not, 
wedge  resection  of  the  ovaries  will  result,  in 
many  instances,  in  cyclic  ovulatory  menses. 


Fig.  8:  Note  markedly  elongated  ovary  — thought  to  be  com- 
pensatory enlargement  in  a patient  with  the  Stein-Leventhal 
syndrome  who  had  one  ovary  removed  some  five  years  pre- 
viously. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Money,  Like  Plants,  Grows  With  Care! 

With  proper  care,  money  can  grow  for  you,  Doctor.  Your  money 
can  be  put  into  savings  accounts,  wise  investments  . . . stocks, 
bonds,  real  estate,  or  it  can  grow  by  helping  you  grow  through 
the  purchase  of  a new  office  building  and  additional  equip- 
ment. But  if  your  money  is  tied  up  in  past  due  accounts,  it  is  ^ 
i like  a plant  without  water  ...  it  shrivels  and  shrinks  with  the 
passage  of  time. 

You  can  keep  your  hard  earned  money  active  and  put  it  to  work 
II  for  you  by  suggesting  the  Budget  Plan  for  Health.  You’ll  be 

amazed  how  easy  it  is  to  suggest  the  Budget  Plan  and  how  ac- 

I 

ceptable  the  idea  is  to  your  patients.  Your  patients  are  used 
to  monthly  payments  because  that’s  how  they  have  their  home, 
their  car,  clothing  and  many  other  items  of  their  daily  life. 
They’ll  like  the  Budget  Plan’s  easy  monthly  payments  at  bank 
interest  rates.  By  suggesting  the  Budget  Plan  for  Health,  you’ll 
I get  your  money  quickly  so  it  can  go  to  work  for  you  and  your 
patient  will  have  peace  of  mind  in  that  he  has  met  his  financial 
I obligation  to  you  without  straining  his  budget.  Money,  like 
plants,  grows  with  care.  Suggest  the  Budget  Plan  for  Plealth 
and  watch  your  money  grow. 

■:l  i 

• i i- 


First  Street  at  Willetta  • Phoenix  • AL  8-7758 
* 31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

^ 456  North  Country  Club  Drive  • Mesa  • WO  4-5668 
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Lindsay  E.  Beaton,  M.D. 


Welcome  home 
from  vacation  — to 
consideration  o f 
weighty  matters. 

The  twentieth  cen- 
tury has  been  given 
many  appellations  — 
the  Age  of  the  Com- 
mon Man,  the  Atomic 
Era,  the  Dawn  of  De- 
mocracy, the  Scientif- 
ic Renaissance.  Some 
of  us  who  have  serv- 
ed in  the  Armed 
Forces  have  been 
tempted  to  think  of 
it  as  the  Epoch  of  Paper.  But  to  a lexicographer, 
or  perhaps  even  to  an  ordinary  citizen  trying  to 
decode  his  morning  news  sheet,  it  might  well  be 
called  the  Age  of  Abbreviation. 

This  condensation  of  language  seems  seriously 
to  have  begun  with  the  proliferation  of  federal 
agencies  under  the  New  Deal,  and  most  of  us 
still  recall,  with  mixed  emotions,  the  CCC,  the 
WPA,  the  NRA,  and  many  more.  During  World 
War  II,  the  Services  compounded  the  practice, 
and  ETO,  SOPAC,  METOUSA,  and  hundreds 
of  other  contractions  were  added  to  the  com- 
mon tongue  of  the  soldier  and  sailor,  along  with 
certain  pungencies  found  after  demobilization 


to  be  not  exactly  welcome  at  the  family  dinner 
table.  Finally,  the  increasing  complexity  of  so- 
cial and  political  organization,  both  nationally 
and  internationally,  has  added  literal  thousands, 
until  the  reader  of  average  information  material 
is  expected  to  recognize  by  abbreviation  an  as- 
tounding number  of  institutions,  persons,  and 
groups.  One  presumes  that  this  situation  de- 
rives from  a journalistic  attempt  at  simplifica- 
tion and  space-saving,  but  at  the  same  time  the 
result  has  been  a vulgarization  of  the  language. 
At  its  extreme,  combined  with  other  linguistic 
trends,  it  contributes  to  incomprehensive  new 
jargons,  such  as  Pentagonese  and  Psychoana- 
lytic Pidgin. 

There  are  two  kinds  of  abbreviation,  as  Gra- 
ham DuShane  classifies  them  in  a recent  editor- 
ial in  Science.  The  classic  type  is  formed  from 
the  initial  letters  of  the  words  in  a title.  A 
modern  second  sort,  which  may  descend  from 
chemical  notation,  is  one  in  whieh  one  or  more 
of  the  first  few  letters  are  taken  from  each 
of  the  words  of  the  title  and  so  arranged  as 
to  make  a new,  contrived  and  pronounceable 
word.  In  the  first  category  are  most  of  the 
earlier  examples,  dating  back  to  New  Deal  days 
or  before,  such  as  GOP,  FBI,  GIO,  and  so  on. 
The  second  variety  may  be  originally  a mili- 
tary phenomenon.  “Blimp”  is  an  example  of 
an  early  invention,  from  British  “B”  class  “limps”. 
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as  opposed  to  rigid  dirigibles.  Naturally  this 
species  has  bloomed  since  1941  and  throughout 
the  war  years  and  after  and  has  enriched  the 
martial  vocabulary  with  sonorous  terms  like 
USAFISPA  (United  States  Army  Forces  in  the 
South  Pacific  Area),  the  evocative  MOMP  (Mid 
Ocean  Meeting  Point ) of  the  Atlantic  Fleet,  and 
the  more  recent  KATUSA’s  (Koreans  augment- 
ing the  U.  S.  Army).  There  seems  to  be  an 
increasing  tendency  toward  this  second  style, 
and  no  self-respecting  civic  agency  would  pub- 
lish its  masthead  till  it  had  invented  a name 
that  could  be  twisted,  by  the  rules  here  outlined, 
into  a catchy  vocable.  So  marked  is  the  trend 
that  radio  stations,  whenever  possible,  alter  their 
call  letters  to  make  an  ersatz  word  that  can  be 
sounded  loudly  as  a cultural  identification. 

Medicine  has  always  had  its  own  verbal  short- 
hand, arcane  and  at  least  in  part  designed,  like 
the  prescription,  to  confuse  the  laity.  For  ex- 
ample, PA  does  not  mean  to  the  doctor  Public 
Address  system  but  either  pernicious  anemia  or 
paralysis  agitans,  depending  on  his  professional 
preoccupations.  MS  does  not  medically  stand 
for  Master  of  Science  but  for  morphine  sulfate 
or  multiple  sclerosis.  SOB  indicates  short  of 
hreath  and  not  Senate  Office  Building.  GI  sig- 
nifies to  the  physician  neither  galvanized  iron 
nor  government  issue  but  gastro-intestinal.  The 
discomfiture  that  arises  from  misunderstanding 
of  these  contractions  was  nicely  illustrated  in 
the  case  of  the  dignfied  Colonel,  Professor  of 
Military  Science  and  Tactics  at  the  University 
of  Arizona,  who  became  enraged  when  he  walk- 
ed into  a Tucson  roentgenological  office  for  a 
harium  enema  only  to  hear  the  receptionist  sing 
out  to  a technician  in  the  rear,  “Mabel,  your 
GI  is  here.” 

Well,  all  of  this  makes  an  innocent  parlor 
game,  if  you  weary  of  the  idiot  box  some  night, 
and  I leave  it  at  that. 

Anyone  who  has  busied  himself  with  the  af- 
fairs of  the  Arizona  Medical  Association  soon 
learns  that  there  are  many  abbreviations  in 
common  use  for  various  committees  and  person- 
ages in  the  Society.  AM,  for  example,  always 
means  Arizona  Medicine  and  not  ante  meridian. 
BME  stands  for  the  Board  of  Medical  Examiners 
and  not  for  Bachelor  of  Mechanical  Engineer- 
ing. CO  is  Central  Office,  not  Commanding  Of- 
ficer; PC  is  Professional  Committee,  not  post 


cibum;  IC  is  Industrial  Commission,  not  Illinois 
Central  railroad;  SAC  is  Scientific  Assembly 
Committee,  not  Strategic  Air  Command.  Com- 
ing down  to  persons,  SW  conveys  not  Southwest 
but  our  legal  firm,  Snell  and  Wilmer,  the  habitat 
of  our  unequalled  counsel,  Edward  Jacobson; 
RC  throughout  the  Association  always  signifies 
not  Red  Cross  or  Royal  Crown  cola,  but  the 
incomparable  Robert  Carpenter,  our  Executive 
Secretary;  and  PB  suggests  his  Assistant,  Paul 
Boykin,  and  not  the  metal  lead  — certainly  not 
in  the  energetic  Mr.  Boykin.  Then  there  are 
our  ancillary  cohorts.  WA  stands  for  the  Wo- 
man’s Auxiliary,  not  Western  Australia.  BC 
denotes  Blue  Cross,  not  British  Columbia.  And 
BS  means  Blue  Shield. 

Perhaps  RC  and  PB  of  the  CO  should  pub- 
lish a glossary  in  AM. 

All  of  this  is  a long  preamble  to  a short  sug- 
gestion. The  Arizona  Medical  Association  needs 
an  official  abbreviation.  For  want  of  one  the 
press  has  been  using  AMA,  which  is  obviously 
already  preempted,  and  the  application  of  which 
is  at  times  embarrassing  to  us.  Some  in  the 
CO  have  had  recourse  to  TAMAI  (The  Ari- 
zone  Medical  Association,  Inc.)  This  I find 
vaguely  oriental  in  appearance  and  objection- 
able in  pronunciation,  for  it  is  sounded  to  re- 
mind one  of  Debbie  Reynolds  twittering  a 
popular  balled  only  recently  and  unlamentably 
absent  from  the  radio  waves.  DuShane  has 
pointed  out  that  there  are  short  forms  better 
left  unvoiced;  he  cites  DOD  (Department  of 
Defense ) as  one.  And  the  American  Association 
for  the  Advancement  of  Science  would  rather, 
he  says,  have  you  call  the  AAAS  “the  A-cube- 
ess”  ( A®S ) or  the  “the  triple-a-ess.” 

Let  me  then  speak  for  ARMA,  not  from  the 
Latin,  though  the  allusion  is  not  inappropriate, 
for  our  Society  would  like  to  be  regarded  as 
part  of  the  physician’s  “arms”  in  his  battle 
against  disease,  but  as  a word  constructed  from 
the  ARizona  Medical  Association.  This  has  good 
precedent  in  its  method  of  formation;  it  is  eas- 
ily pronounced;  it  has  no  offensive  connotations; 
it  robs  no  other  organization.  Even  the  gentle- 
men of  the  press  might  be  induced  to  try  it. 

Perhaps,  like  other  noble  experiments,  this 
notion  is  destined  only  for  oblivion,  but  the  As- 
sociation docs  deserve  its  own  distinctive  abbre- 
viated title. 
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SUMMARY  FROM  THE  SECRETARY 
MEETING  OF  THE  MEDICAL 
ADVISORY  COMMITTEE 
SOCIAL  SECURITY 
ADMINISTRATION 
BALTIMORE,  MAY  18,  19,  20,  1960 

To:  The  Board  of  Directors 

As  was  noted  at  the  last  Board  of  Directors’ 
meeting,  I was  asked  to  attend  a meeting  of  the 
Medical  Advisory  Committee  of  the  Social  Se- 
curity Administration  in  Baltimore,  Maryland, 
May  18th,  19th,  and  20th,  1980,  as  a represen- 
tative of  The  Arizona  Medical  Association.  1 ac- 
companied Doctor  Palmer  Dysart,  Arizona  Voca- 
tional Rehabilitation  Medical  Consultant  who 
was  also  an  invited  participant.  Other  states 
represented  in  a like  manner  were  California, 
Minnesota,  and  Pennsylvania.  The  following 
is  a narrative  summary  of  the  discussions  based 
on  notes  which  I made  at  the  time. 

The  meetings  were  held  in  the  new  Social  Se- 
curity Building  just  outside  Baltimore  where 
approximately  8,000  persons  are  employed.  The 
first  day  was  largely  one  of  orientation  and  brief- 
ing of  the  invited  participants  on  the  Social  Se- 
curity Program  as  related  to  the  administration 
of  the  Disability  Program.  Specific  problems  dis- 
cussed were  those  of  the  purchase  of  medical 
evidence  and  the  procedures  of  remediability 
of  causes  of  disabilities.  It  was  stated  that  as 
of  January  1960  there  are  14,000,000  beneficiar- 
ies of  social  security.  These  included  the  aged 
men  and  women,  young  widows  and  children, 
and  those  individuals  covered  by  the  Disabil- 
ity Program.  It  was  stated  that  57,000,000  are 
fully  covered  under  the  Social  Security  Program 
and  that  at  the  present  time  500,000  individuals 
are  receiving  disability  benefits,  while  100,000, 
while  disabled,  receive  the  “premium  waiver”  or 
freeze”  of  social  security  benefits,  having  not 
yet  reached  the  age  of  50  which  is  now  the  mini- 
mum age  for  coverage.  It  was  stated  that  the 
average  benefits  of  an  individual  disabled  for 
his  life  time  (covering  all  ages  of  onset  of  dis- 
ability over  50)  were  $67,000.  Thirty-five  thou- 
sand individuals  were  accepted  for  rehabilitation 
services  on  a state  level,  these  having  been 
screened  and  analyzed  by  the  state  ageneies 
for  referral.  Of  these  900  have  been  rehabili- 
tated; 7,900  have  had  their  cases  closed  as  not 
being  remediable;  2,200  have  been  denied;  and 
24,000  are  now  receiving  or  waiting  services. 
It  was  pointed  out  that  vocational  rehabilitation 


depends  to  a great  extent  on  the  motivations  of 
the  individual  to  be  rehabilitated.  It  was  sug- 
gested that  this  large,  unexplored  area  should 
be  evaluated  by  psychiatrists. 

At  this  point,  the  discussion  concerned  the 
inadequacy  of  present  forms  used  to  obtain  in- 
formation from  doctors.  It  was  noted  that  these 
were  not  the  same  as  the  usual  insurance  forms 
filled  out  and  that  the  information  usually  re- 
ceived was  inadequate  for  the  determination 
of  disability.  During  this  and  in  subsequent 
sessions,  a great  deal  of  time  was  spent  in  dis- 
cussing the  definition  of  disability  and  the  means 
of  its  determination.  This  led  to  recurring  dis- 
cussions of  considerable  depth  relating  to  the 
purchase  of  medical  evidence  in  establishing 
disability,  and  the  costs  thereof.  Concern  was 
expressed  that  the  program  projects  govern- 
ment agencies  more  directly  into  the  area  of 
providing  diagnostic  medical  services  for  claim- 
ants under  the  Social  Security  Program.  This 
appeared  particularly  pertinent  inasmuch  as  it 
was  stated  several  times  that  Congress  was 
expected  to  lower  the  age  for  qualifications  for 
disability  benefits  under  Social  Security  from 
50  to  age  25  this  year.  Mr.  Arthur  E.  Hess,  As- 
sistant Director  of  the  Social  Security  Program, 
made  the  following  statement;  “It  is  fair  to  say 
that  for  identical  services  or  examination,  the 
state  has  to  pay  the  same  fee  whether  due  for 
OASI,  DR,  or  DVO,  but  if  they  wish  to  dif- 
ferentiate they  can  modify,  but  not  exceed  the 
highest  fee  paid  for  any  other  state  or  federal 
fee  program.  The  difficulties  arising  in  states 
are  due  to  their  inability  to  vary  the  fees  be- 
cause of  state  policy  or  law.” 

At  this  time,  I was  asked  about  the  feeling 
of  the  doctors  in  Arizona  regarding  insurance 
schedules  used  in  our  state  agencies.  I stated 
that  the  state  agencies  adhere  to  the  Industrial 
fee  schedule  which  had  been  arrived  at  through 
the  efforts  of  The  Arizona  Medical  Association, 
and  its  sub-committee  on  Fee  and  Contractual 
Medicine,  that  this  schedule  was  accepted  as 
a special  situation  for  state  agencies  and  did  not 
indicate  that  The  Arizona  Medical  Association 
felt  that  it  was  either  average  or  adequate  in 
terms  of  fees  ordinarily  charged  by  physicians 
for  private  care. 

It  was  stated  that  the  disability  allowance 
rates  ranged  from  50  to  60%  of  claimants  on 
a national  basis.  This  varied  somewhat  in  dif- 
ferent states  depending  upon  the  evaluation  of 
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cases,  some  being  more  liberal  than  others.  The 
disability  guides  have  a certain  degree  of  vari- 
ability, but  are,  in  general,  based  on  the  follow- 
ing factors: 

( 1 ) Individual  must  have  5 years  of  insurance 
status  under  the  Social  Security  System. 

(2)  He  must  have  a medical  disability  which 
is  medically  determined  by  history,  physical 
examination,  and  confirmed  by  laboratory  work. 

(3)  The  duration  of  illness  must  be  at  least 
6 months  and  must  be  continuous. 

( 4 ) The  disability  must  be  non-remediable 
in  the  sense  that  remedy  must  be  available,  ac- 
ceptable, and  safe. 

(5)  Individual  must  not  be  working. 

The  full  session  of  the  Medical  Advisory  Com- 
mittee was  opened  by  Doctor  J.  Duffy  Hancock 
with  a statement  that  the  two  chief  problems 
to  be  discussed  concerned  the  prompt  payment 
of  benefits  and  the  establishing  of  reasonably 
uniform  standards  for  disability  payments.  Mr. 
Hess  stated  that  the  current  status  of  processing 
of  claims  requires  one  month,  and  that  the  cur- 
rent disability  allowance  rate  is  approximately 
50%  of  claims  submitted.  He  further  discussed 
the  recommendations  of  the  Harrison  Subcom- 
mittee of  the  House,  Ways,  and  Means  Commit- 
tee which  has  been  holding  hearings  concerning 
the  operation  of  the  Social  Security  Administra- 
tion and  its  Disability  Division.  He  stated  that 
the  federal  government  lacked  the  authority 
to  overrule  a state  agency  denial  of  a claim, 
that  the  Harrison  Subcommittee  had  made  no 
recommendation  concering  this,  and  that  the 
Medical  Association  would  react  unfavorably  to 
any  change  in  the  status  of  authority  on  this 
point.  He  noted  that  the  Appropriations  Com- 
mittee has  re-opened  a discussion  regarding  the 
cost  of  state  operations  due  to  the  rising  costs 
resulting  from  the  time  lag  in  the  staffing  of 
State  Agencies  and  the  rising  costs  of  consulta- 
tive examinations  both  a result  of  increased 
numbers  and  increased  costs  per  case.  There 
was  pressure  from  the  Harrison  Subcommittee 
to  streamline  the  entire  operation  to  obtain  better 
efficiency.  A motion  was  made  that  a subcom- 
mittee of  the  Medical  Advisory  Committee  be 
appointed  to  study  the  function  of  the  state 
agencies  in  the  OASI  operation  and  recom- 
mend any  changes  indicated.  It  was  suggested 
that  the  American  Medical  Association  sources 
be  used  for  collection  of  information  in  this 
regard. 


Doctor  William  Roemmich,  Chief  Medical 
Officer  of  Division  of  Disability  Operations, 
spoke  briefly  stating  that  documentation  and 
the  quality  of  records  has  improved.  There 
have  been  increased  numbers  of  consultations; 
they  have  been  more  adequate  and  have  re- 
sulted in  more  allowances  being  paid.  Doctor 
Palmer  Dysart  related  the  procedure  used  in 
the  State  of  Arizona  in  obtaining  information 
and  consultative  examinations.  He  stated  that 
it  was  usual  to  request  a supplementary  report 
or  summary  of  a case  from  the  patient’s  private 
physician  and  that  subsequent  to  this  a con- 
sultative examination  usually  by  a different  phy- 
sician was  obtained  to  bring  the  case  to  a cur- 
rent status.  A further  consultation  examina- 
tion was  utilized  if  indicated  by  a conflict  of 
opinion  or  by  the  nature  of  the  impairment 
under  consideration. 

Doctor  Lieberman  of  California  stated  that 
the  State  of  California  does  not  pay  physicians 
for  summaries  of  cases  requested  by  the  state 
agencies.  Doctor  McGee  stated  that  there  was 
a reluctance  of  the  claimants  to  pay  for  any 
examination  himself.  It  is  usual  for  the  claim- 
ant to  wait  until  the  government  will  pay  for 
such  examination.  He  further  stated  that  sev- 
eral times,  however,  it  was  incumbent  upon  the 
claimant  to  present  the  medical  evidence  for 
the  initial  consideration  of  his  claim  and  that  he 
was  ordinarily  required  to  meet  the  cost  of  this. 
Doctor  Farrell  stated  that  the  usual  fee  for  a 
consultative  examination  should  be  paid  and 
it  should  not  represent  a welfare  fee.  Doctor 
Cox,  an  orthopedist  of  California,  stated  that 
in  California  a panel  of  consultative  physicians 
was  used  and  a fee  schedule  determined  by  law 
was  followed  and  could  not  be  varied  except 
through  a legislative  approach.  He  stated  that 
if  the  federal  government  operates  a disability 
pension  fund,  it  should  independently  deter- 
mine the  value  of  medical  information  rather 
than  utilize  state  agencies  fee  schedules.  Doc- 
tor Wade  stated  that  most  state  agencies  are 
tied  to  the  vocational  rehabilitation  fee  sched- 
ide  inasmuch  as  one  agency  administers  two 
programs,  and  it  is  extremely  difficult  to  admin- 
ister two  different  fee  schedules  in  such  a situa- 
tion. 

It  was  again  stated  that  existing  medical  evi- 
dence must  be  presented  by  the  claimant  to 
develop  his  case  if  it  is  not  paid  for  by  the 
government.  There  appeared  to  be  concern 
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over  a reference  letter  No.  97  which  would 
allow  a claim  “without  medical  evidence.”  It 
was  stated  that  this  would  be  an  extremely  rare 
case  and  that  medical  evidence  should  be  avail- 
able somewhere  on  any  case.  The  type  of  case 
referred  to  appeared  to  be  that  of  a double 
amputee  or  of  blindness. 

The  trends  in  litigation  were  discussed  by 
representatives  of  the  legal  department.  Cases 
were  cited  in  which  the  decision  of  the  dis- 
ability agency  had  been  reversed  by  a court. 
It  was  stated  that  the  courts  usually  accepted 
and  upheld  medical  consultations,  but  this  was 
not  always  true.  A consultant  report  carries 
more  weight  if,  in  addition  to  the  usual  tech- 
nical reports,  there  was  a report  in  layman’s 
language  as  to  the  claimant’s  physical  abilities 
and  mental  status.  It  was  noted  that  a report 
should  emphasize  what  an  individual  claimant 
can  do,  not  what  he  cannot  do. 

A report  of  the  Office  of  Hearings  and  Ap- 
peals was  received.  It  was  again  emphasized 
that  the  reports  should  contain  medical  lan- 
guage a layman  could  understand.  The  legal 
procedures  followed  were  essentially  those  in 
any  court.  Fees  for  testimony  were  discussed 
and  apparently  varied  from  $50  per  hour  in  the 
State  of  Indiana  to  a fee  of  $75  to  $100  for  each 
appearance  in  the  State  of  New  York.  The 
consultative  examiners  are  called  only  where 
there  is  demand  for  cross-examination.  It  was 
stated  that  some  physicians  give  ultimate  dis- 
ability decisions  which  are  unsupported  by  evi- 
dence (especially  private  physicians).  It  was 
noted  that  the  disability  hearings  give  due 
weight  as  to  activities  on  the  basis  of  lay  evi- 
dence (shopping,  driving,  walking). 

The  definition  of  a consultative  report  was 
given  as  follows: 

Ancillary  evidence  or  the  information  not 
included  in  the  initial  report  to  complete  claims. 
It  was  stated  that  if  the  initial  report  was  de- 
ficient in  information,  a fee  would  not  be  paid. 
However,  if  additional  information  was  re- 
quested, a fee  would  be  paid.  Doctor  O’Malley 
of  Minnesota  stated  that  narrative  reports  were 
used  in  that  state  and  were  better  than  many 
types  of  forms  which  they  had  attempted  to 
devise.  He  stated  that  there  was  a differential 
between  information  required  for  diagnosis  and 
treatment  in  ordinary  medical  cases  than  that 
required  for  functional  evaluation  in  disability. 

On  the  final  day  of  discussions  evaluation 


policies  at  both  the  federal  and  state  levels  were 
considered.  It  was  noted  that  the  agency  sug- 
gestions for  guide  revisions  in  the  determination 
of  disability  from  such  impairments  as  epilepsy 
and  intervertebral  discs  were  much  too  loose. 
A very  vigorous  protest  to  such  a loosening  up 
was  made  hy  the  Medical  Advisory  Committee 
and  it  was  further  recommended  that  the  guide 
of  remediability  be  applied  to  such  cases  and 
that  disability  be  based  on  the  residuals  of  im- 
pairment after  treatment.  The  question  of  dis- 
ability due  to  psychological  factors  rather  than 
organic  disease  was  also  discussed  and  noted 
to  be  a very  difficult  area  for  determination.  It 
was  strongly  reiterated  that  non-medical  fac- 
tors do  not  belong  in  medical  guides;  these  fac- 
tors being  employability  and  social  factors.  In 
reference  to  epilepsy,  it  was  stated  that  work 
is  therapy  for  epileptics  and  that  many  of  them 
make  good  employees  and  they  should  not  be 
encouraged  to  file  disability  claims.  Further 
discussion  regarding  the  philosophy  involved 
in  the  extension  of  disability  claims  to  disease 
states  which  ordinarily  do  not  interfere  with 
employment  such  as  obesity,  ensued.  The  dis- 
cussion of  obesity  as  to  remediability  and  the 
specifying  of  a percentage  of  weight  increase 
for  determination  of  disability,  plus  the  many 
psychogenic  factors  involved  in  obesity  were 
considered.  It  appeared  that  it  was  the  feel- 
ing of  the  Committee  that  this  probably  did 
not  belong  in  the  category  of  impairment  un- 
der most  situations. 

This  summary  represents  notes  made  during 
discussions  and  intended  to  represent  as  near- 
ly as  possible  a record  of  the  general  eontext 
of  discussions.  I would  like  to  add  that  Ari- 
zona’s Vocational  Rehabilitation  Consultant, 
Doctor  Palmer  Dysart,  exhibited  a remarkable 
fund  of  information  of  all  subjects  covered,  and 
was  frequently  requested  to  indieate  proce- 
dures which  were  utilized  under  his  direction 
in  the  Arizona  agencies  of  rehabilitation  and 
disability  program.  His  remarks  were  carefully 
noted  and  his  suggestions  well  received  by  the 
entire  Committee  and  were,  in  my  estimate, 
consistently  in  the  interests  of  the  practicing 
physician  and  the  efficient  administration  of  the 
program  at  a state  level. 

Respectfully  submitted, 
Lorel  A.  Stapley,  M.D. 

June  8,  1960 
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COMMENDATION 

Roland  F.  Schoen,  M.D. 

The  Board  of  Directors  of  The  Arizona  Medi- 
cal Association,  Inc.,  in  meeting  held  June  5, 
1960,  on  motion  of  the  President,  Doctor  Lind- 
say E.  Beaton,  unanimously  adopted  the  fol- 
lowing resolution: 

“That  the  Board  of  Directors  especially  com- 
mend Roland  F.  Schoen,  M.D.,  vice-chairman 
of  the  1959  Scientific  Assembly  Committee,  for 
his  enthusiastic  and  imaginative  direction  of 
publicity  for  the  69th  Annual  Meeting  and  for 
his  alert  and  attentive  management  of  the  pro- 
cedural details  of  the  convention;  and  that  it 
extend  the  grateful  thanks  of  the  Association 
for  these  labors,  which  so  substantially  contri- 
buted to  the  success  of  the  meeting.” 

THE  ARIZONA  MEDICAL 
ASSOCIATION  INC. 
BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday, 
June  5,  1960. 

BOARD  OF  DIRECTORS  CHALLENGE 
House  of  Delegates  Election  — 

Central  District  Director 

The  following  self-explanatory  letter  dated 
May  11,  1980,  over  the  signature  of  David  C. 
James,  M.D.,  Delegate,  Maricopa  County  Medi- 
cal Society,  was  presented  for  review: 

“Gentlemen : 

“I  wish  to  go  on  record  as  protesting  the  elec- 
tion of  the  Central  District  Directors  at  the 
meeting  of  the  Arizona  Medical  Association,  Inc., 
conducted  on  May  6,  1960,  during  its  annual 
convention,  for  the  following  reasons: 

“For  your  information  the  official  count  as  re- 
ported to  me  by  Mr.  Robt.  Carpenter  was  as 
follows:  Dr.  Tuveson,  41  votes;  Dr.  Barker,  Jr., 
14  votes;  Dr.  Reed,  34  votes;  Dr.  Flynn,  24  (22) 
votes;  Dr.  Stern,  27  votes.  The  total  votes  cast 
was  138.  The  total  number  of  authorized  Dele- 
gates and  Officials  to  the  convention  present 
and  voting  therefore  would  be  69,  inasmuch  as 
two  Directors  were  to  be  elected. 

“It  becomes  clear  from  these  figures  that  Dr. 
Tuceson  has  a clear  majority  of  41  votes  of  the 
69  ballots  cast  by  the  voting  members.  There  is 
no  question  about  his  proper  and  legal  election. 

“However,  none  of  the  other  nominees  have 
a majority.  Chapter  5,  Section  1,  of  the  By-Laws 


of  the  Arizona  Medical  Association,  Inc.,  as  re- 
vised to  1959,  states  If  no  one  of  three  or  more 
candidates  for  a particular  office  shall  receive 
a majority  of  the  votes  cast,  the  two  with  the 
highest  number  of  votes  shall  be  the  candidates 
in  a run-off  election’.  Inasmuch  as  Dr.  Tuveson 
had  a clear  majority,  it  would  become  obvious 
from  this  section  of  the  By-Laws  that  there 
should  have  been  a run-off  election  between 
Drs.  Reed  and  Stern,  these  two  having  the  high- 
est number  of  votes  among  the  remaining  nom- 
inees. I feel  that  this  was  either  an  oversight 
by  the  Speaker  of  the  House,  or  a misinterpre- 
tation of  the  By-Laws  as  published. 

“How  may  this  be  resolved?  Two  possibilities 
occur  to  me. 

“Chapter  5,  Section  1,  of  the  By-Laws  states 
‘All  elections  for  offices  shall  be  conducted  as 
a part  of  the  business  of  the  regular  annual 
meeting  of  the  House,  etc.’  Since  the  meeting 
of  the  House  was  adjourned  sine  die  it  could 
then  devolve  upon  the  Board  of  Directors  to 
resolve  this  question.  This  opinion  would  be 
substantiated  by  Chapter  6,  Section  3,  of  the 
By-Laws  which  states,  ‘The  Board  shall  be  vest- 
ed with  the  control  and  management  of  the 
affairs  of  the  Association  subject  only  to  direc- 
tives from  the  House,  and  shall  have  the  full 
power  and  authority  of  the  House  between 
meetings  of  the  House.’  This  would  be  one  alter- 
native. 

“A  second,  and  more  democratic,  alternative 
(since  the  Delegates  were  disenfranchised  by 
the  interpretation  of  the  returns  by  the  Speaker 
of  the  House)  would  be  to  acquaint  the  author- 
ized Delegates  and  voting  members  of  the  House 
with  the  situation  and  to  poll  them  by  mail 
ballot. 

“The  objection  could  be  raised  to  the  second 
alternative  that  there  is  no  provision  for  the 
election  of  officers  by  mail  ballot. 

“However,  this  could  be  overcome  by  the 
Board  of  Directors  suspending  the  rules,  on  this 
particular  issue  only,  to  accomplish  a decision 
on  this  matter. 

Respectfully  submitted, 

(S)  David  C.  James,  M.D. 

Delegate,  Maricopa  County” 

It  was  moved  by  Doctor  O’Neil,  seconded  bj- 
Doctor  Jarrett  and  unanimously  carried  that 
the  office  of  Central  District  Director  (held  b\- 
Wallace  A.  Reed,  M.D.  from  May  6,  1960  to 
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date)  be  declared  vacant,  due  to  an  irregularity 
in  election. 

It  was  moved  by  Doctor  O’Neil,  seconded  by 
Doctor  Beaton  and  unanimously  carried  that 
Wallace  A.  Reed,  M.D.  be  elected  by  this 
Board  of  Directors  to  complete  his  term  (as 
Central  District  Director)  until  the  next  meet- 
ing of  the  House  of  Delegates. 

Wallace  A.  Reed,  M.D.  entered  the  meeting 
at  this  point. 

Doctor  Smith  introduced  Doctor  Reed  of 
Phoenix,  Central  District  Director,  a new  mem- 
ber of  the  Board,  for  the  term  1960-61. 

BOARD  ORCANIZATION 

Doctor  Beaton  placed  in  nomination  the  name 
of  Clarence  E.  Yount,  Jr.,  M.D.  as  Chairman 
of  the  Board  for  the  ensuing  fiscal  year  1960-61. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  nominations  be  closed,  the  Secre- 
tary declaring  Doctor  Yount,  Jr.  unanimously 
elected  Chairman  of  the  Board  for  the  ensuing 
fiscal  year  1960-61,  whereupon  Doctor  Yount 
assumed  the  Chair  on  relinquishing  of  the  gavel 
by  Doctor  Smith. 

COMMITTEE  MEMBERSHIP 
APPOINTMENTS 

The  following  committee  membership  ap- 
pointments were  made  by  the  President,  Lind- 
say E.  Beaton,  M.D.,  for  approval  by  the  Board 
of  Directors  in  accordance  with  the  By-Laws 
of  this  Association: 

See  appointments  as  listed  page  — this  issue. 

FINANCIAL  REPORT  - 1980  ANNUAL 
MEETING 

Clarence  E.  Yount,  Jr.,  M.D.  Vice  President 
(as  former  Treasurer)  submitted  a financial 
report  setting  forth  in  detail  the  receipts  and 
expenditures  associate  with  the  conduct  of  the 
69th  Annual  Meeting  of  this  Association  held 
in  Scottsdale,  Arizona,  May  4 through  7,  1960. 
Expenditures  to  May  31,  1980  total  $12,346.11; 
Receipts  to  this  same  date  total  $12,562.25.  An- 
ticipated additional  Receipts  are  estimated  at 
$1,462.10;  estimated  Expenditures  at  $1,700.00. 

The  report  of  the  former  Treasurer  was  ac- 
cepted. 

1961  ANNUAL  MEETING  ARRANGEMENTS 

- SCIENTIFIC  ASSEMBLY  COMMITTEE 
Location 

Invitations  are  in  hand,  received  from  the 
HiWay  House,  Tucson;  Safari  Hotel,  Scottsdale; 


and  the  San  Marcos  Hotel,  Chandler,  cordially 
inviting  the  Association  to  use  their  respective 
facilities  for  its  70th  (1961)  annual  meeting. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Board  of  Directors  recommend  to 
the  Scientific  Assembly  Committee  that  the 
Safari  Hotel  in  Scottsdale  be  considered  for 
the  1961  annual  meeting. 

Dates 

The  Safari  Hotel,  Scottsdale,  is  reserving  the 
following  dates  for  consideration  and  selection 
of  the  Association:  Tuesday,  April  25,  1961 
through  Saturday,  April  29,  1961;  and  Tuesday, 
May  2,  1961  through  Saturday,  May  6,  1961. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  dates  for  the  Annual  Meeting  be 
April  25  through  29,  1961. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  scheduling,  including  the  annual 
Board  of  Directors  meeting  and  the  meetings 
of  the  House  of  Delegates,  be  as  near  as  pos- 
sible to  that  which  was  employed  during  the 
past  (I960)  meeting. 

In  the  matter  of  scheduling  the  annual  Golf 
Tournament,  Doctor  Smith  suggested  that  the 
President’s  Dinner-Dance  be  held  after  such 
event,  at  which  time  awards  could  be  presented 
the  Golfers,  eliminating  the  need  for  a second 
banquet  therefor. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  possibly  the  Golf  Tournament  could 
be  scheduled  Wednesday  morning,  April  26, 
1961,  the  awards  dinner  to  be  combined  with 
the  President’s  Dinner-Dance  (Friday  evening, 
April  28,  1961),  subject  to  final  decision  of  the 
Scientific  Assembly  Committee. 

Fees 

It  was  moved  and  seconded  that  the  Registra- 
tion Fee  of  $10.00  be  continued  in  1961,  which 
was  carried,  there  being  one  negative  vote  cast. 

In  the  matter  of  Technical  Exhibit  Fee  pre- 
viously established  at  $150.00,  question  was 
raised  as  to  the  advisability  of  an  increase  for 
1981.  The  Executive  Secretary  reported  that 
such  fee  is  established  nationally  on  the  basis 
of  registration,  and  while  405  was  the  highest 
recorded  during  the  Annual  Meeting  just  con- 
cluded, it  was  his  opinion,  on  the  basis  of  the 
national  calculation,  an  increase  is  not  indi- 
cated at  this  time;  however,  he  agreed  to  make 
inquiries  during  the  forthcoming  Annual  Meet- 
ing of  A.M.A.  Unless  there  is  indication  other- 
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wise,  the  fee  of  $150.00  will  be  established  for 
1961. 

Guest  Speakers  — Honorarium 

Doctor  Smith  proposed  that  consideration  be 
given  to  providing  for  an  honorarium  for  guest 
speakers,  possibly  in  the  sum  of  $100.00  to 
$150.00,  pointing  out  that  it  is  becoming  the 
practice  in  other  meetings  to  offer  such  gift  to 
attract  participation. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Scientific  Assembly  Committee  be 
authorized  to  consider  providing  some  type  of 
gift  for  guest  speakers  participating  in  the  1981 
meeting  at  a cost  approximating  $25.00. 
Technical  Exhibits  — Participation 
The  Medical  and  Dental  Finance  Bureau  of 
Phoenix  seeks  space  at  the  1981  Annual  Meeting 
to  exhibit  its  Budget  Plan  operation. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Scientific  Assembly  Committee  con- 
tinue its  present  policy,  limiting  technical  ex- 
hibits to  ethical  pharmaceutical,  instrument  and 
equipment  supply  firms. 

MEMBERSHIP  CLASSIEICATION 
CHANCES 

Maricopa  County  Medical  Society 
It  was  moved,  seconded  and  unanimously 
carried  that  the  Board  of  Directors  approve 
Associate  membership,  dues  exempt,  on  the  ba- 
sis of  disability  (illness),  retroactive  to  Decem- 
ber 31,  1959,  for  Thomas  S.  Codings,  M.D. 
(Scottsdale)  in  accordance  with  recommenda- 
tion of  the  Maricopa  County  Medical  Society. 

It  was  moved,  seconded  and  unanimously 
carried  that  the  request  of  Maricopa  County 
Medical  Society  that  Erank  J.  Vigil,  M.D.,  be 
considered  for  Associate  membership  in  this 
Association,  dues  exempt,  account  pathology 
residency  at  Cood  Samaritan  Hospital,  Phoenix, 
be  returned  to  determine  its  riding  as  to  quali- 
fications for  membership  in  the  Society. 

COMMUNICATIONS 
Arizona  PlumnaceuticaJ  Association  — 
Appreciation  for  Plaque  Award 

The  Arizona  Pharmaceutical  Association,  Inc., 
by  letter  dated  May  9,  1960,  on  behalf  of  the 
pharmacists  of  this  State,  thanked  this  Associa- 
tion for  the  phuiue  awarded  to  it  for  its  partici- 
ation  in  the  Arizona  Plan  for  contributions  to 
the  American  Medical  Education  Foundation. 
The  plaque  will  be  hung  with  pride  in  its  Associ- 


ation offices  and  it  is  felt  certain  its  members 
will  increasingly  take  advantage  of  this  method 
of  expressing  their  appreciation  to  their  physi- 
cian friends  to  the  mutual  benefit  of  both  pro- 
fessions. 

Received  and  filed. 

Arizona  Pharinaceutical  Association,  Inc.  — 
Resolutions 

The  Arizona  Pharmaceutical  Association,  Inc. 
called  attention  to  three  resolutions  passed  by 
it  during  its  annual  meeting  held  in  April  last; 
i.e.  Resolution  No.  5 opposing  any  outside  regu- 
lations which  stifle  the  profession’s  and  indus- 
try’s incentive  to  further  progress  in  research 
and  development  which  would  militate  against 
the  welfare  of  its  profession,  which  would  re- 
strict the  free  choice  of  drugs  by  physicians  and 
which  would  regiment  against  good  medical 
practice  and  undermine  one  of  our  Nation’s 
most  precious  assets  — the  highest  health  stand- 
ards in  the  world  today;  Resolution  No.  6 rigid- 
ly opposing  H.R.  4700,  the  Forand  Bill,  or  any 
other  similar  legislation  which  can  be  classed  as 
a deliberate  intrusion  on  the  private  practiee  of 
medicine  and  pharmacy  and  that  all  association 
membership  voice  objection  to  its  elected  repre- 
sentatives in  the  86th  Congress;  and  Resolution 
No.  7 that  the  Association  give  immediate  con- 
sideration to  formulating  a suggested  amend- 
ment to  the  Food,  Drug  and  Cosmetic  Act  which 
would  eliminate  mail  traffic  in  prescription  doc- 
uments. 

Received,  filed  and  Association  commended 
for  its  actions. 

The  National  Foundation 

The  National  Foundation  advises  Leslie  B. 
Smith,  M.D.,  nominated  by  this  Association,  has 
accepted  reappointment  for  the  second  year  to 
serve  on  the  Foundation’s  Health  Scholarship 
Committee. 

Received  and  filed. 

OTHER  BUSINESS 
Medical  Service  Committee  — Youngtown 

Miss  Dina  Rees  Evans,  Chairman  of  the  Com- 
mittee on  Medical  Seri’ice  for  Youngtown,  Ari- 
zona, by  letter  dated  May  5,  I960,  seeks  in  its 
behalf  counsel  of  this  Association  in  its  explora- 
tion of  possibilities  of  dcneloping  some  sort  of 
civic  medical  center,  the  chief  hinction  of  which 
would  be  preventive  superiisiou,  advice  as  to 
source  of  treatment,  and  imuu'diate  a\ailabilit\' 
in  cases  of  emergency,  subsidized  by  regular 


534 


Arizona  Medicine 


September,  1960 


contributions  from  members  of  the  community. 

It  was  directed  that  this  matter  be  referred  to 
the  Professional  Committee  for  review  and  com- 
ment, as  soon  as  possible,  and  that  Miss  Evans 
be  so  informed. 

1960-1961  AARS  Essay  Contest 
The  Woman’s  Auxiliary  to  this  Association 
seeks  guidance  as  to  its  participation  in  the  1961 
AAPS  Essay  Contest. 

It  was  moved  and  seconded  that  we  inform 
the  (Woman’s)  Auxiliary  we  would  support 
them  in  this  Essay  Contest  in  cooperation  with 
AAPS  this  year.  The  motion  was  lost. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  Miss  Ann  DeLeeuw  be  commended  for 
her  success  in  the  1960  Medical  Essey  Contest, 
achieving  the  national  second  prize  on  the  sub- 
ject: “The  Advantages  of  Private  Medical  Care.” 
House  of  Delegates  — Resolution  2- A 

Resolution  No.  2-A  referable  to  the  inclusion 
of  doctors  of  medicine  under  the  provisions  of 
the  Social  Security  Act,  adopted,  as  amended, 
by  the  House  of  Delegates  of  this  Assoeiation, 
May  6,  1960,  had  attached  to  it  a recommenda- 
tion of  the  Reference  Committee  on  Resolutions, 
likewise  adopted,  that  the  Roard  of  Directors 
develop  an  educational  program  for  our  ( Associ- 
ation) members,  explaining  the  reasons  under- 
lying the  position  of  the  House  on  this  issue. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  this  matter  be  referred  to  the  Medical 
Economics  Committee  for  implementation. 
House  of  Delegates  — Resolution  5 

Resolution  No.  5,  recommending  repeal  of  that 
portion  of  the  statutes  requiring  a standard  sero- 
logic test,  though  not  adopted  by  the  House  of 
Delegates  of  this  Association,  May  6,  1960,  the 
Reference  Committee  on  Resolutions  recom- 
mended the  following: 

1.  “That  the  resolution  (as  amended)  be 
referred  back  to  the  Board  of  Direetors  of  our 
Association  for  whatever  action  the  Roard 
deems  advisable,  bearing  in  mind  that  a num- 
ber of  other  State  organizations  had  a vital  in- 
terest in  the  promotion  and  passage  of  this 
statute  as  a law  of  our  State;  and 

2.  “That  the  Board  (of  Directors)  be  re- 
quested to  report  baek  to  this  House  of  Dele- 
gates at  its  next  regular  meeting  (with)  their 
recommendations  for  further  implementation 
of  this  resolution.” 

DOCTOR  BEATON:  I took  the  trouble  to 
cheek  up  on  how  this  resolution  came  out  of 


this  Board  of  Directors  and  I’d  like  it  stated  for 
the  record  because  the  resolution  was  presented 
on  the  floor  of  the  House  as  coming  from  the 
Board  of  Directors  and  it  did,  but  we  had  re- 
ceived a resolution  written  by  the  Professional 
Committee  by  its  sub-committee  on  Venereal 
Diseases  and  we  re-wrote  that  resolution  for  the 
Professional  Committee  and  then  presented  it 
over  our  name  beeause  we  had  re-written  it. 
However,  this  did  eome,  not  out  of  this  Board 
but  out  of  the  Professional  Committee,  and  this 
was  unfortunately  not  made  clear  on  the  floor 
of  the  House  because  we  had  all  forgotten  it.  I 
presume  it  had  been  studied  by  the  Professional 
Committee  before  it  was  made. 

Referred  to  the  Executive  Committee  with  the 
specific  direction  that  it  meet  with  representa- 
tives of  the  Arizona  Ministerial  Association  re- 
garding medicine’s  position  on  the  subjeet  and 
report  back  to  the  Board  of  Directors. 

Pima  Coimtij  Medieal  Society  — Temporary 
Permits. 

The  Pima  County  Medical  Society,  by  letter 
dated  May  18,  1960,  advises  that  its  Board  of 
Directors,  in  meeting  held  April  28,  1960,  moved 
that  the  Soeiety  recommend  to  the  Legislative 
Committee  of  the  Association  that  it  give  con- 
sideration and  support  to  a change  in  the  Medi- 
cal Practice  Act,  Section  67-1103,  in  order  that 
a qualified  individual  may  receive  his  lieense 
to  practiee  when  he  has  met  the  necessary  legal 
requirements,  excepting  that  of  being  present  at 
a quarterly  meeting  of  the  Board  of  Medieal  Ex- 
aminers. 

It  was  directed  that  this  matter  be  referred  to 
the  Board  of  Medical  Examiners  with  a copy  of 
letter  above  referred  to,  together  with  a tran- 
script of  the  comments  in  discussion;  also,  that 
the  Legislative  Committee  similarly  receive  such 
data. 

Flagstaff  Community  Hospital  vs.  Rlue  Cross 

Doctor  Young  reported  in  detail  the  contro- 
versy following  determination  of  the  Flagstaff 
Community  Hospital  to  withdraw  from  Blue 
Cross  participation.  It  appears  there  is  now  a 
possibility  of  mutual  understanding  and  solution 
of  the  problem. 

American  Registry  of  Doctors’  Nurses 

Doctor  Smith  presented  for  the  Board’s  infor- 
mation a notice  that  “Ameriean  Registry  of  Doe- 
tors’  Nurses  has  consented  to  a Federal  Trade 
Commission  order  that  it  stop  misrepresenting 
itself  as  a nonprofit  organization.  Noting  that 
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the  A.R.D.N.  sells  ‘memberships  . . . certificates, 
pins,  emblems,  and  other  insignia  ...  to  persons 
employed  in  doctors’  offices,’  the  F.T.C.  said  the 
company  ‘creates  the  false  impression  (that  it) 
is  a nonprofit  organization  of  professional  nurses 
when  it  is  purely  and  simply  a money-making 
operation  conducted  solely  to  sell  these  items.’ 

“NOTE:  On  May  30,  1959  a news  release  was 
received  stating  that  ‘The  American  Association 
of  Doctors’  Nurses,  a new  nonprofit  Association, 
has  just  been  incorporated  and  has  assumed  the 
membership  of  the  old  American  Registry  of 
Doctors’  Nurses.’  Offices  continue  to  be  located 
in  Washington,  D.C.” 

Board  of  Directors  Meetings 

For  the  information  of  the  Board,  Doctor 
Beaton  presented  an  anticipated  schedule  of  five 
(5)  meetings  of  the  Board  following  determina- 
tion and  creation  of  an  Executive  Committee  as 
follows : 

1.  Meeting  in  October  (to  clear  up  summer 
business ) 

2.  Meeting  in  December  (to  anticipate  Legis- 
lation ) 

3.  Meeting  in  February  (to  consider  current 
Legislation  matters ) 

4.  Meeting  in  April  (Annual  Meeting) 

5.  Meeting  in  June  (Required  for  Committee 
appointments ) 

Meeting  adjourned  at  4:20  P.M. 

Lorel  A.  Stapley,  M.D. 

Secretary 

ARIZONA  AWARDS 

The  instigation  of  rendering  an  award  to  the 
best  scientific  paper  submitted  for  representa- 
tion to  The  Arizona  Medical  Association  Meet- 
ing, was  highly  successful.  The  award  this  year 
was  given  to  Dr.  Charles  A.  Stephens,  Jr.,  who 
read  an  excellent  paper  on  Anti-coagulation. 

A second  award  has  been  established  for  the 
1961  Meeting.  This  award  will  be  given  to  those 
who  present  the  best  scientific  exhibit. 

We  realize  that  there  is  great  medical  talent 
in  the  State  of  Arizona,  hence,  the  awards  were 
established  in  hopes  that  it  would  stimulate  the 
talented  to  share  their  works  with  the  other 
members  of  our  society.  It  is  our  vibrant  hope 
that  many  of  you  will  get  busy  now,  so  that  your 
papers  and  exhibit  will  be  recorded  in  due  time 
to  be  processed  for  our  1961  meeting. 
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Fifth  Annual  Meeting 

NOVEMBER  8-12,  1960 


Recent  reports  from  Dr.  Chavez  in  Guadala- 
jara indicate  that  the  scientific  portion  of  the 
program  for  the  next  meeting  of  the  Medical  So- 
ciety of  the  United  States  and  Mexico  is  taking 
shape.  On  this  side  of  the  border  we  have  been 
entrusted  with  arranging  the  American  portion 
of  the  scientific  program.  So  far  we  have  the  fol- 
lowing committments  on  a fairly  permanent 
basis : 

Dr.  Harry  E.  Thompson  — The  Diagnosis  and 
Treatment  of  Systemic  Lupus. 

Dr.  Henry  P.  Limbacher  — Poisonous  Stings 
in  Southwestern  United  States. 

Dr.  Fred  Landeen  — A new  Technique  for 
Caudal  Anesthesia. 

Dr.  John  E.  Scarf f — Principles  and  Practices 
in  the  Treatment  of  Hydrocephalus. 

Dr.  Walter  Stevenson  — Differential  Diagnosis 
of  the  Red  Eye. 

In  addition  to  the  above,  in  all  likelihood 
there  will  be  a contribution  from  Dr.  Maxwell 
Lockie,  famous  American  rheumatologist,  and 
by  Dr.  Lester  Dragstedt. 


We  are  anxious  to  secure  at  least  one  or  two 
papers  from  the  Phoenix  area. 

Dr.  Chavez  further  informs  us  that  if  approxi- 
mately 150  persons  will  plan  to  travel  from  the 
United  States  via  Nogales  by  rail  that  a special 
train  can  be  secured.  The  same  is  true  of  the 
trip  between  Guadalajara  and  Mazatlan  and  also 
return  trip  from  there. 

An  announcement  of  this  meeting  is  appear- 
ing in  seven  national  journals,  and  a note  has 
also  been  published  in  the  Roundup,  the  official 
organ  of  the  Maricopa  County  Medical  Society. 

In  all  likelihood,  very  soon  an  announcement 
will  be  forthcoming  from  Mexico  to  the  entire 
membership  containing  more  details  as  to  both 
the  program  and  entertainment  schedule,  accom- 
modations, etc.,  following  which  a questionnaire 
will  be  mailed  from  our  American  headquarters 
to  the  American  membership  in  order  to  secure 
an  estimate  of  the  number  of  members  and  fam- 
ily and  guests  who  plan  to  attend  so  that  the 
logistics  of  accommodations  and  entertainment 
can  be  better  organized. 

Juan  E.  Fonseca,  M.D. 
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ONE  and  only  ONE 


PER 

DAY  will  economically 


control  appetite  in  weight  reduction 
or  relieve  the  nervous  symptoms  of 
anxiety  and  the  underlying  depression. 


Timed  AMO</e%  CAPSULES  (Testagar)  furnish  a controlled  uniform  action. 
The  medications  provide  prolonged,  continuous  therapeutic  effect  from  active 
ingredients  over  a period  of  6 to  10  hours. 

Following  ingestion  of  one  Timed  AMOdfeA  CAPSULE,  small  amounts  of 
the  medication  are  released  immediately. 

Each  Timed  AMOdex  CAPSULE  contains  a daily  therapeutic  dose  of: 


Dextro-amphetamine  hydrochloride 15  mg., 

Amobarbital  60  mg. 

PROTRACTED  THERAPEUTIC  EFFECT 


AMOdex 

ADVANTAGES 

HIGH-LEVEL  ANOREXIGENIC 
ACTIVITY  WITHOUT 
NERVOUS  EXCITATION 
SMOOTH,  UNIFORM 
ACTION 

THERAPEUTIC  EFFECT 
LASTING  6 TO  10  HOURS 
ONLY  ONE  DOSE  DAILY 
CLINICALLY  ECONOMICAL 
TO  THE  PATIENT 


Before  the  development  of  Timed  ANiOdex  (Testagar)  the  usual  dose  of 
Dextro-amphetamine  hydrochloride,  for  the  control  of  appetite,  was  one 
5 mg.  tablet  two  or  three  times  a day.  The  usual  dose  of  Amobarbital  ranged 
from  20  to  40  mg.,  two  or  three  times  a day.  On  such  a dosage  regimen  the 
absorption  of  the  drugs,  after  ingestion,  takes  place  quite  rapidly.  The  thera- 
peutic activity  occurs  within  one-half  to  one  hour.  When  the  therapeutic  peak 
is  reached,  a gradual  decline  takes  place.  At  this  point,  the  patient  should 
receive  another  dose  of  medication  . . . the  cycle  is  then  repeated. 

Patients  frequently  fail  to  follow  the  physician’s  instructions.  They  take 
medication  at  irregular  intervals.  When  this  occurs  with  drugs  such  as 
dextro-amphetamine  sulfate,  phosphate  or  hydrochloride,  excitation  may 
result.  A balanced  combination  of  Dextro-amphetamine  hydrochloride,  the 
preferred  salt,  plus  a balanced  daily  dose  of  Amobarbital  will  give  the 
expected  therapeutic  results  without  excitation. 

Timed  AMOdex,  after  ingestion,  releases  Dextro-amphetamine  Hydro- 
chloride and  Amobarbital  steadily  and  uniformly  over  a period  of  6 to  10 
hours.  Therefore,  the  physician  may  dispense  with  the  usual  dosage  schedule 
thereby  attaining,  better  control  of  therapy.  The  patient  will  receive  the  bene- 
fits of  even  and  sustained  therapeutic  effects.  Side  reactions  such  as  anxiety 
and  excitation  are  greatly  minimized. 


Timed  AMOde:c  CAPSULES 
are  manufactured  under 
these  patent  numbers: 
2,736,682  - 2,809,916 
2,809,917  - 2,809,918 
Which  provide  prolonged, 
continuous  therapeutic 
effect  over  a period  of 
6-10  hours 


ACTION  AND  USES 

Timed  AMOJca:  CAPSULES  (Testagar)  supply  the  antidepressant  and 
mood-elevating  effects  of  Dextro-amphetamine  hydrochloride  and  the  calming 
action  of  Amobarbital.  Timed  AMOt/ex  elevates  the  mood,  relieves  nervous 
tension,  restores  emotional  stability  and  the  capacity  for  mental  and  physical 
effort. 

INDICATIONS 

Timed  AMOdcrt:  is  the  preferred  treatment  in  anxiety  states  and  in  the 
management  of  obesity.  Timed  AMOdex  may  also  be  used  in  the  treatment 
of  Depressive  states.  Alcoholism,  Nausea  and  Vomiting  of  Pregnancy. 
DOSAGE  The  Daily  Dose  of  Timed  AMOdex  (Testagar)  IS  ONE  CAP- 
SULE ON  ARISING  OR  AT  BREAKFAST. 

SUPPLIED  Bottles  of  100  and  1000  capsules,  available  at  all  pharmacies. 
Also  supplied  in  half  strength  as  Timed  AMOdex,  Jr. 


SAMPLES  AND  LITERATURE 
UPON  REQUEST 
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'THE  CRISIS  IN  AMERICAN  MEDICINE" 


“How,  for  example,  can  the  patient  benefit 
from  the  specialization  of  medicine  and  still  be 
treated  as  a whole  human  being?  How  ean  spe- 
cialists themselves  best  collaborate  as  healers 
and  scientists?  Can  the  inflationary  spiral  in 
health  costs  be  checked?  What  are  the  most 
fruitful  methods  and  areas  for  research  and  how 
shall  they  be  financed?  What  new  moral  issues 
are  posed  by  the  achievements  of  modern  medi- 
cine in  prolonging  life?  Can  we  safeguard  fu- 
ture generations  against  the  stresses  and  haz- 
ards of  our  technology  and  civilization? 

“In  trying  to  grapple  with  these  disturbing 
questions,  Americans  are  burdened  with  one 
unique  handicap:  Ours  is  the  only  western  na- 
tion in  which  the  leaders  of  the  medical  pro- 


fession — with  few  exceptions  — are  unwilling  to 
come  to  grips  with  these  hard  realities. 

“Occasionally,  to  be  sure,  a lonely  maverick 
speaks  up.  Seldom,  however,  does  he  enjoy  suf- 
ficient eminence  in  his  own  profession  to  com- 
mand a respectful  hearing  from  his  colleagues. 
Medicine’s  men  of  distinction  are  notably  reti- 
cent on  public  issues  and  their  organizations 
— both  national  and  local  — are  massive  lobbies 
for  the  status  quo  rather  than  open  forums  for 
the  discussion  of  new  ideas. 

“One  of  the  rare  variants  from  this  pattern 
is  Dr.  Norton  S.  Brown,  who  served  as  president 
of  the  New  York  County  Medical  Society  in 
1959.  ’We  are  in  the  midst  of  a mammoth  and 
complicated  social  change,’  he  said  in  his  inaug- 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  he  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors; 

1.  Follow  the  general  niles  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete'. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  acceirted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


(The  opinions  expressed  in  the  original  contributions  do  not 
necessarily  express  the  opinion  of  the  Editorial  Board.) 


Frank  Milloy,  M.D, 
R.  L.  Foster,  M.D. 
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ural  address.  ‘Medicine  used  to  be  a private 
concession  operated  by  doctors  for  doctors.  It 
has  now  become  a public  utility  operated  by 
doctors  in  cooperation  with  other  segments  of 
our  society.  In  many  areas  we  have  a bad  name 
and  are  synonymous  with  obstructionists.  . . . 
We  have  been  bemused  by  slogans  and  think 
they  solve  our  problems  instead  of  using  our 
diagnostic  objectivity  as  physicians.  We  need 
to  develop  a working  philosophy  based  on  rea- 
son, not  on  inaccurate  cliches  loaded  with  emo- 
tion. We  must  begin  with  a serious  evaluation 
of  ourselves  and  our  place  in  a rapidly  changing 
society.’ 

“The  aloofness  of  the  medical  profession  from 
these  social  issues  is  central  to  the  crisis  facing 
American  medicine  which  is  sketched  in  the  . . . 
{Harpers  — October  issue).  Indeed,  the  un- 
willingness or  inability  of  many  distinguished 
doctors  to  engage  in  forthright  discussion  of  the 
socio-economic  aspects  of  their  profession  creat- 
ed a major  editorial  dilemma  in  preparing  this 
supplement.  Our  contributors  are,  in  the  main, 
informed  laymen  with  specialized  knowledge  of 
the  fields  they  discuss.  They  have  highlighted 
some  of  the  chief  trouble  areas  and  proposed 
remedies.  In  each  instance  the  help  of  doctors 
is  needed  to  effect  a cure.  How  then  can  they 
be  persuaded  to  join  in  the  effort? 

“As  a beginning,  the  problem  of  the  nation’s 
health  must  be  lifted  out  of  the  atmosphere  of 
partisan  controversy  in  which  it  has  bogged 
down  for  the  past  thirty  years.  This  might  be 
accomplished  by  a presidentially-appointed 
group  with  the  stature  of  a British  Royal  Com- 
mission. Its  members  must  be  men  and  women 
whose  wisdom  and  objectivity  are  above  ques- 
tion. Preferably  they  should  have  no  prior  con- 
nection with  or  commitment  to  medical  mat- 
ters, but  should  seek  the  counsel  of  experts  and 
evaluate  it  with  complete  detachment.  They 
would  shun  the  limelight  in  the  course  of  their 
study.  And  they  would  be  required  to  do  much 
more  than  compile  still  another  catalogue  of 
familiar  statistics.  The  facts  have  long  since 
been  assembled.  The  reports  are  printed  and 
awaiting  the  discerning  and  dispassionate  reader. 
The  goal  of  the  commission  — should  one  be 
created  — should  be  a blueprint  of  our  medical 
future,  a program  encompassing  all  aspects  of 
the  problem  as  a basis  for  rational  debate  and 
decisive  action. 


“It  is  too  late  for  mere  delaying  tactics.  Amer- 
ican doctors  may  find  themselves  helpless  by- 
standers in  a course  of  events  they  have  done 
nothing  to  shape  unless  they  are  willing  to  ac- 
cept the  true  dimension  of  the  nation’s  health 
needs  and  dissatisfactions.  This  supplement  is 
an  attempt  to  lay  some  portions  of  the  problem 
squarely  on  the  table.” 

The  above  is  a rough  draft  of  part  of  the  fore- 
word to  the  supplement  of  the  October  issue  of 
Harpers  Magazine.  It  will  present  problems  we 
must  face  and  solve.  As  encouraged  in  aecom- 
panying  editorials  of  this  and  past  issues,  the 
medical  profession  must  enter  into  the  socio- 
economic changes  that  are  taking  place  in  the 
United  States.  If  medical  care  to  the  people 
of  America  can  be  improved,  and  it  can  be,  we 
must  enter  into  and  guide  those  changes. 

This  special  supplement  of  Harpers  Hagazine 
in  October  on  “The  Crisis  in  American  Medi- 
cine” will  have  the  following  make-up: 
FOREWORD:  An  appeal  for  an  unbiased  re- 
appraisal of  the  nation’s  health  problems  and 
a fresh,  non-partisan  effort  to  solve  them. 

THE  POLITICS  OE  MEDICINE 

Edward  T.  Chase 
The  anatomy  of  power  — in  county  medical 
societies,  the  AMA,  medical  schools,  and  hos- 
pital hierarchies  — and  its  impact  on  the  cost 
and  quality  of  our  medical  care. 

THE  DECLINE  OE  THE  HEALINC  ART 

Selig  Greenberg 
What  can  be  done  about  the  conflict  between 
the  patient’s  need  to  get  well  and  the  doctor’s 
need  to  be  paid. 

DO  YOU  WANT  A FAMILY  DOCTOR? 

David  D.  Rut  stein,  M.D. 

Chairman,  Dept,  of  Preventive  Medicine 
Harvard  Medical  School 
Proposal  for  drastic  changes  in  medical  edu- 
cation — to  produce  the  quantity  and  kind  of 
physicians  we  need. 

TOMORROW’S  HOSPITALS 

Martin  Cherkashi,  M.D. 

Director  of  Montefiore  Hosuital 
and  Maya  Pines 
Blueprint  of  the  coming  community  health 
centers  whose  job  will  include  supervising  home 
care,  nursing  homes,  and  the  treatment  of  most 
mental  illness. 
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THE  REAL  BOTTLENECK  IN  RESEARCH 

John  Russell 
President,  Markle  Found  at  ion 

Why  spending  millions  of  dollars  will  not 
solve  — and  may  actually  delay  — the  solution  of 
major  riddles  still  baffling  medical  science. 

DEATH  BE  COOD 

Joseph  Fletcher 
Professor  of  Ethics  and  Moral  Theology 
Episcopal  Theological  School,  Cambridge 

The  moral  issue  posed  by  senility  and  hope- 
less illness  — and  a bold  answer  to  a profoundly 
disturbing  — and  growing  — problem. 

BEYOND  TRADITIONAL  MEDICINE 

Rene  J.  Dubos 
Member  and  Professor, 
Rockefeller  Institute 

A challenge  to  doctors  to  take  the  lead  in 
changing  the  factors  in  our  environment  which 
threaten  our  health  and  that  of  future  genera- 
tions. 

A DOCTOR  PRESCRIBES  FOR 
HIS  PROFESSION 

Lindsay  E.  Beaton,  M.D. 

President,  Arizona  Medical  Association,  Inc. 

Excerpts  from  Dr.  Beaton’s  inaugural  ad- 
dress as  President  of  the  Arizona  Medical  Asso- 
ciation. 

We  encourage  that  you  read  and  analyze  this 
special  supplement.  It  will  be  released  nation- 
ally September  29.  Your  comment  is  invited. 

THE  PATIENTS  WILL  LOSE 

The  observations  of  Dr.  John  Green,  based 
upon  his  recent  first  hand  study  of  governmental 
medicine  in  Europe,  (See  letter  to  Editor)  em- 
phasize the  stand  which  medicine  should  take 
toward  socialized,  state,  governmental  or  bu- 
reaucratic medicine.  Namely,  “it  is  the  patient 
who  loses,”  not  the  doctor,  because  in  a social- 
ized system  the  doctor’s  relative  social-economic 
position  remains  about  the  same.  In  our  true  al- 
truistic approach  we  should  make  this  point 
clear  to  all  those  who  control  their  political  fate 
— the  voters.  We  must  find  a way  to  educate 
the  public  as  to  our  purpose  as  based  on  his- 
torical facts. 

It  is  not  paradoxical  that  those  doctors  who 
are  foremost  in  the  battles  against  state-medicine 
are  those  who  are  not  in  the  higher  brackets  of 


medical-income.  The  doctors  who  are  active  in 
their  efforts  to  stop  socialized  medicine  are  those 
who  are  sincere  and  devout  in  their  desires  to 
support  a system  of  medicine  which  will  best 
serve  their  patients  — the  public.  These  same 
doctors  contribute  their  time  from  leisure  pur- 
suits, time  from  their  work  which  could  be  other- 
wise remunerative  and  do  so  without  thought  of 
personal  gain.  These  are  the  doctors  who  not 
only  serve  their  patients  with  honest  considera- 
tion but  also  fulfill  their  duties  as  citizens  in 
their  church  and  civic  organizations. 

It  is  ironical  that  the  image  of  the  present-day 
doctor  is  that  of  a mercenary  individual,  and 
therefore,  all  statements  and  actions  of  medicine 
are  branded  as  purely  selfish. 

The  President  of  our  Arizona  Medical  Associ- 
ation has  admonished  us  well  ( see  Arizona  Med- 
icine June  1960).  He  stated,  “The  rational  ex- 
ception to  bureaucratic  power  over  medicine  — 
by  government,  labor,  or  business  — is  for  intel- 
lectual and  professional  reasons,  not  economic 
ones.  Such  control  would  put  the  care  of  the  ill 
into  the  hands  of  managers  and  administrators 
who  are  indifferent  and  actually  hostile  to  sci- 
ence.” It  may  be  further  stated  that  these  third- 
party-medical-men,  besides  being  hostile  to  sci- 
ence, will  be  non-sympathetic  to  the  existence 
of  the  souls  of  men  with  indifference  to  man’s 
delicate  and  intricate  sociologic,  pyschologic  and 
physiologic  structure. 

Dr.  Green  is  correct  — it  will  be  the  patients 
who  lose  and  not  the  doctors.  These  doctors, 
who,  without  proper  identification,  are  actually 
fighting  the  battle  for  humanity  rather  than  for 
selfish  gain,  or  as  stated  by  Dr.  Beaton,  “because 
it  would  squeeze  our  pocketbooks.” 

Our  desire  to  assure  the  future  generations  the 
best  health  care  may  be  stymied,  to  a great  ex- 
tent, by  the  political  philosophies  of  those  who 
seek  election  this  next  fall.  We  will  have  to 
align  ourselves  with  those  whose  proposal  is  the 
lesser  of  the  two  evils,  and  continue  our  efforts 
to  prevent  a catastrophe. 

L.B.S. 

PENNSYLVANIA  MEDICAL 
SOCIETY  PROGRAM 

The  Pennsylvania  Medical  ■ Society  has  under 
study  a program  for  improved  medical  service. 
This  is  pioneering  by  a group  of  physicians  in 
the  lOth  Councilor  District  of  Pennsylvania,  five 
counties  in  the  area  of  Pittsburgh.  It  is  an  effort 
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to  provide  good  medical  care  under  the  free  en- 
terprise auspices  of  medical  societies. 

“The  Program  seeks  to  insure  the  provision  of 
high  quality  health  care  at  reasonable  costs 
through  acceptance  of  a group  responsibility 
by  physicians  acting  through  their  medical  soci- 
eties, and  by  co-operation  among  the  health  care 
service  partners  — physicians,  hospitals,  prepay- 
ment agencies,  health  insurance  carriers,  and  the 
medical  societies  — to  serve  consumers  more  ef- 
ficiently. A system  of  evaluation  and  review  pro- 
cedures, guided  by  established  standards  for  the 
quality,  cost  and  utilization  of  health  care,  pro- 
vides the  controls  against  misuse  and  the  stimu- 
lus for  progressive  improvement  in  perform- 
ance.” 

The  members  of  The  Arizona  Medical  Associ- 
ation should  watch  this  pilot  program  closely. 
It  would  appear  likely  that  barring  unforeseen 
difficulties  it  will  be  adopted  and  put  into  prac- 
tice by  the  12,000  physicians  of  the  Pennsylvania 
Medical  Society. 

The  plan  will  assist  the  patients  in  being  fi- 
nancially prepared  for  their  health  care  needs  by 
the  use  of  appropriate  prepayment  plans.  Rep- 
resentatives of  the  medical  societies  must  be 
willing  to  consult  with  consumer  groups  and  as- 
sist in  adapting  health  care  plans  to  their  needs. 
The  Program  establishes  safeguards  to  protect 
the  public  and  the  insurance  carrier  against 
abuse  in  care,  wasteful  use  of  faeilities,  or  the 
compromise  of  high  quality  standards.  The  plan 
will  offer  an  equitable  basis  for  physicians  and 
hospitals  to  co-operate  with  third  parties  in  the 
proper  establishing  and  serving  of  health  care 
plans.  “In  return,  such  agencies  are  asked  to  re- 
spect medical  ethics,  to  use  facilities  which  serve 
the  whole  community,  and  to  provide  opportun- 
ity for  voluntary  relationships  between  patients 
and  physicians.” 

The  Program  is  designed  for  application  on  a 
regional  basis  and  not  as  a state-wide  plan. 

The  initiating  group  in  a regional  operation  is 
the  Medical  Care  Coordinating  Committee.  This 
includes  representatives  of  the  county  medical 
societies  of  that  area  and  provides  access  to  the 
Grievance  Committees  of  those  societies. 

Secondly,  the  Censors  Committee  supervises 
the  functioning  of  Credentials  Committees,  Tis- 
sue Committees  and  Utilization  Committees 
within  participating  hospitals. 

The  Publication,  “Guide  to  the  Establishment 


and  Functioning  of  a Medical  Staff  Utilization 
Committee”  (available  through  the  Pittsburgh 
office  of  the  Pennsylvania  Medical  Society),  as- 
sists medical  staffs  on  utilization  review. 

The  Utilization  Committees  serve  as  a safe- 
guard against  unneeessary  or  excessive  hospi- 
talization. 

The  functions  of  the  Tissue  Committees  and 
Credentials  Committees  are  obvious. 

Claims  Review  Committees  “evaluate  com- 
plaints submitted  by  prepayment  agencies  or  in- 
surance carriers,  or  complaints  by  physicians  re- 
lating to  prepaid  or  insured  health  care  plans; 
and  make  advisory  recommendations  on  ques- 
tions regarding  the  need  for  or  quality  of  eare, 
reasonableness  of  fees,  and  proper  utilization. 
Cases  submitted  for  review  by  prepayment  or 
insurance  agencies  are  considered  by  the  review 
committee  panel  without  knowledge  of  the 
names  of  the  physieian  or  patient  involved. 
Either  party  may  appeal  the  findings  of  the  re- 
view committee  and  appropriate  cases  are  re- 
ferred to  the  county  society  grievanee  procedure. 
Complaints  from  patients  regarding  physicians 
are  channeled  to  the  county  society  grievance 
committee.” 

The  Qualifications  Committee  “has  the  pur- 
pose of  recording  the  qualifications  of  partici- 
pating physicians  and  of  indicating  which  phy- 
sicians have  been  found  by  their  peers  to  have 
specialized  qualifications.  The  approach  being 
explored  is  the  preparation  of  clinical  profiles 
on  the  physicians.” 

The  Program  establishes  a code  of  prepay- 
ment-insurance protection  principles  which  form 
the  basis  of  recommended  types  of  coverage  in 
health  eare  plans. 

The  Program  also  provides  for  the  develop- 
ment of  a study  of  relative  values  to  permit  the 
establishment  of  fairly  consistent,  reasonable 
fees  for  the  serviees  of  physicians  in  meeting 
prepaid  or  insured  health  eare  needs. 

The  Blue  Cross  Review  Committee  is  com- 
posed of  two  members  from  the  medical  staff 
of  each  participating  hospital.  Two  groups  of 
cases  are  reviewed:  a.  those  whose  hospitaliza- 
tion is  unnecessary;  b.  those  suspected  of  over- 
stay at  hospitals.  These  eases  are  referred  to  the 
Utilization  Committee  of  the  hospital  involved. 
If  there  is  a claim  denial,  final  evaluation  is  to 
be  done  by  the  area  Blue  Cross  Advisory  Com- 
mittee. 
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Health  Insurance  Review  Committee  “was  es- 
tablished for  the  purpose  of  reviewing  and  ad- 
vising on  questionable  claims  submitted  by  the 
commercial  health  insurance  carriers  for  this 
area.  Questioned  claims  are  first  discussed  by 
the  insurance  company  with  the  attending  phy- 
sician involved,  and  if  this  fails  to  produce  a set- 
tlement, are  then  submitted  for  review.” 

Should  ARM  A investigate  this  plan?  Further 
information  is  available  through  the  executive 
offices  of  the  Pennsylvania  Medical  Society,  230 
State  Street,  Harrisburg,  Pa. 

The  procedure  of  reviewing  complaints  from 
prepayment  and  insurance  agencies,  or  from 
physicians,  places  the  evaluation  of  the  quality, 
cost  and  utilization  of  medical  care  in  the  hands 
of  physicians.  This  is  where  the  responsibility 
belongs. 

Desire  it  or  not,  there  is  a gradual  socializa- 
tion of  the  U.S.  This  can  be  prevented  in  medi- 
cine by  governing  ourselves.  We  must  prevent 
the  abuses  of  “the  few”  by  self  discipline. 

DWN 

QUINCY  DOCTORS  FIGHT  COLD 
WAR  OF  CLASSROOMS 

Doctors  in  Quincy,  Illinois,  are  deeply  con- 
cerned about  a vital  problem  facing  our  nation 
today  in  its  race  for  survival  against  internation- 
al communism  — the  challenge  of  Soviet  educa- 
tion. They  are  concerned  because  nation-wide 
statistics  reveal  that  nearly  half  of  our  brightest 
high  school  students  do  not  go  to  college  — 
which  is  potential  leadership  material  lost  in  the 
educational  battle  that  may  determine  the  world 
struggle  between  communism  and  the  free 
world.  They  are  concerned  because  too  few  of 
our  profession  as  well  as  other  citizen  groups  are 
taking  any  action  to  meet  this  challenge  at  the 
local  level. 

Over  the  past  four  years  the  doctors  of  Quincy 
through  the  Adams  County  ( 111. ) Medical  Soci- 
ety and  the  Swanberg  Medical  Foundation  have 
joined  with  other  civic  organizations  to  encour- 
age academic  achievement  within  their  own 
community,  and  make  the  public  cognizant  of 
the  fact  that  such  achievement  is  a national  re- 
source that  should  not  be  wasted. 

To  date  the  record  has  been  an  enviable  one 
under  the  Quincy  Major  Learning  Program,  es- 
tablished in  1956  and  “dedicated  to  a college 
education  for  every  talented  high  school  gradu- 


ate of  Quincy  and  Adams  County.”  Achieve- 
ments have  been  many  and  have  gradually  ex- 
panded over  the  years  to  include  cash  certificate 
awards  to  top  students  of  local  high  school  grad- 
uating classes  and  sponsorship  of  a newly  or- 
ganized non-profit  educational  program,  the  So- 
ciety for  Academic  Achievement. 

This  is  a program  encouraged  by  our  past 
president.  Dr.  D.  W.  Melick.  What  have  we  done 
to  further  this  effort? 

It  is  not  enough  that  we  encourage  a medical 
school  and  establish  a Student  Loan  Fund.  We 
must  coordinate  our  efforts  with  those  of  the 
other  specialties  so  that  there  is  “a  college  edu- 
cation for  every  talented  high  school  graduate 
of  Arizona.” 

DWN 

ANTI-RADIATION  PILL 

We  sincerely  hope  that  the  comments  of  Col- 
onel James  Hartgering  are  more  than  wishful 
thinking  when  he  hopes  that  “a  usable  anti-radi- 
ation pill  to  protect  humans  from  effects  of  ra- 
dioactive materials  would  be  available  within 
two  years.” 

To  those  of  us  not  trained  in  the  space  age,  it 
has  been  difficult  to  conceive  a medication  which 
prevents  damage  by  a source  of  energy.  We  hope 
it  is  more  than  the  results  reported  some  years 
ago  at  Treasure  Island  that  alcohol  in  adequate 
doses  would  protect  mice  from  irradiation  ef- 
fects. Unfortunately,  this  level  of  alcohol  was  so 
high  as  to  be  toxic  in  humans. 

NON-PARTICIPATION 

What  must  the  medical  profession  do  to  con- 
vince the  thinking  citizens  of  the  true  reasoning 
behind  our  opposition  to  the  third  party  control 
of  medicine,  especially  by  government? 

As  previously  stated,  it  will  be  the  recipients 
of  state  medicine  who  will  suffer  rather  than  the 
doctors  — we  have  been  unsuccessful  in  our  at- 
tempt to  reach  the  general  public  and  must  ad- 
mit that  those  who  desire  a radical  change  in 
the  precepts  of  our  constitutional  government 
have  been  able  to  oversell  their  wares.  Their 
goals  have  been  almost  accomplished  even 
though  their  methods  would  not  pass  the  basic 
principles  of  ethical  advertising  and  salesman- 
ship as  laid  down  by  our  Better  Business  Bureau. 

The  Association  of  American  Physicians  and 
Surgeons  has  proposed  an  answer  to  our  dilem- 
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ma.  They  propose  “Non-Participation”.  The 
A.A.P.S.  is  not  a reactionary,  negative  organiza- 
tion to  perpetuate  the  mercenaries  and  socially 
disinterested  doctors.  It  was  founded  to  safe- 
guard that  social  system  which  has  accomplished 
the  best  medical  care  in  the  world  and  to  assure 
the  progress  of  an  order  which  will  guarantee 
deliverance  of  the  best  medical  care  to  all. 

Non-Participation  may  be  interpreted  as  re- 
pulsive denial  of  medical  care.  This  is  not  the 
true  meaning  of  non-participation.  Non-Partici- 
pation does  not  propose  that  we  would  strike 
and  not  render  service  to  the  sick  and  afflicted; 
it  relates  only  to  the  system  of  medical  practice 
under  which  we  as  physicians  would  render  our 
care.  Non-participation  would  direct  that  we 
continue  to  render  care  to  the  infirm  but  that  we 
would  not  do  it  by  a system  or  scheme  which 
would  eventually  and  inevitably  lead  to  the  de- 
struction of  the  overall  quality  of  medical  care. 
The  A.A.P.S.  1957  publication  of  “Let’s  Stop 
Feeding  the  Crocodile”  is  reproduced  in  the 
“reprints”  section  of  this  issue.  Reflection  on 
what  has  been  accomplished  during  the  last  few 
years  will  disclose  how  history  repeats  itself. 
This  bite  by  bite  consumption  of  the  medical 
body  by  the  crocodile  (government)  will  soon 
devour  the  brain  and  flesh,  and  the  soul  of  man 
will  be  extinct. 

If  we  must  use  the  “shocking  position”  of  non- 
participation to  awaken  those  whom  we  choose 
to  befriend  then  there  will  be  no  alternative. 

LBS 

GOVERNMENT  AND 
PRIVATE  MEDICINE 

During  the  past  two  months  my  wife  and  I 
have  had  the  opportunity  to  see  government  and 
private  medicine  at  first  hand  in  Western  Eu- 
rope. These  experiences  were  mainly  in  highly 
developed  scientific  centers  of  Rome,  Pisa,  Pa- 
dua, Zurich,  Paris,  Brussels,  Antwerp,  London, 
and  Edinburgh  which  I visited  in  connection 
with  the  development  of  the  Barrow  Neurologi- 
cal Institute  of  St.  Joseph’s  Hospital  in  Phoenix. 

In  these  systems  of  government  medicine,  it  is 
the  patient  who  loses  what  he  needs,  far  more 
ihan  the  medical  profession.  He  loses  (I)  per- 
sonal patient-doctor  relationships,  (2)  personal 
services  that  he  is  used  to  in  our  private  hospi- 
tals, (3)  control  of  who  will  operate  on  him  (in- 
deed, the  British  press  are  up  in  arms  about  al- 
legations that  two-thirds  of  the  surgery  in  Brit- 


ain is  being  done  by  trainees),  (4)  easy  access 
to  the  hospital  (a  patient  with  a brain  tumor  is 
placed  on  a waiting  list,  and  a hernia  repair  may 
be  delayed  for  over  a year ) . 

Although  the  general  practitioner  and  special- 
ist alike  lose  a certain  degree  of  freedom,  the 
relative  economic  status  of  the  physician  in  the 
community  has  not  been  particularly  changed. 
Physicians  have  little  chance  for  the  develop- 
ment of  new  facilities  for  the  benefit  of  their  pa- 
tients because  of  lack  of  funds  for  such  purposes 
and  bureaucratic  control  of  these  funds.  The 
governments  find  the  costs  so  staggering  and 
competition  for  funds  so  great  that  relatively 
little  is  left  for  the  care  of  patients,  let  alone  for 
the  advancement  of  medical  facilities. 

New  hospital  construction  has  been  virtually 
non-existent  in  Britain  since  the  passage  of  the 
National  Health  Service  Act  of  1948. 

The  lessons  of  history  show  that  the  members 
of  the  medical  profession  have  always  led  the 
fight  for  reforms  which  would  benefit  the  health 
of  individuals  and  communities.  We  must  now 
join  with  others  to  stop  cold  those  groups  in 
both  political  parties  who  wish  to  sell  this  free 
land  of  ours  an  expensive  and  empty  social  sys- 
tem! It  is  equally  important  to  extend  our  pri- 
vate insurance  coverage  of  patients  under  a free 
enterprise  system. 

The  county,  state,  and  Veterans’  Hospitals  in 
our  countiy  do  a good  job  for  their  intended  pur- 
pose, but  can  you  imagine  our  private  patients 
wanting  to  be  lumped  into  a chain  of  such  gov- 
ernmental institutions?  This  is  what  has  hap- 
pened in  Western  Europe  where  the  govern- 
ments have  assumed  the  bills  for  medical  care.  I 
contend  that  if  the  people  of  our  nation  were 
aware  of  how  misleading  this  propaganda  about 
the  benefits  of  Federal  medical  care  is  such 
schemes  would  be  shunned  like  the  plague. 

Let  us  alert  our  friends  and  patients  that  they 
will  eventually  lose  private  medical  care  if  the 
government  takes  over  one  segment  of  the  pop- 
ulation after  the  other  through  its  Social  Secur- 
ity System  or  any  other  bureaucratic  device!  The 
big  loser  in  any  such  system  is  the  individual 
patient,  and  so  he  shovdd  choose  his  candidates 
for  public  office  carefully  and  instruct  them  re- 
garding what  kind  of  a social  system  he  ^^4shes 
to  live  in  — free  or  regimented. 

John  R.  Green,  M.D. 

550  West  Thomas  Road 
Phoenix,  Arizona 
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George  L Dixon,  M.D. 

1895-1960 


Dr.  George  Lane  Dixon,  orthopedic  surgeon 
and  a Tucsonian  since  1934,  died  March  7,  1960. 

Dr.  Dixon  was  born  in  Burlington,  Iowa,  July 
13,  1895.  He  attended  the  public  schools  in  Bur- 
lington, received  his  liberal  arts  degree  from  the 
University  of  Iowa  and  graduated  from  the  med- 
ical school  there  in  1922. 

His  internship  and  residencies  were  served  in 
Detroit,  Mich.,  on  the  staffs  of  Harper  Hospital, 
Herman  Keefer  Hospital  and  Children’s  Free 
Hospital. 

From  1934  Dr.  Dixon  spent  all  but  two  years 
in  Tueson.  Between  the  years  1942  to  1944  he 
was  a staff  member  of  the  Los  Angeles  General 
Hospital,  and  also  during  this  time  he  was  an 
instructor  in  orthopedic  surgery  at  the  Univer- 
sity of  Southern  California.  He  then  returned  to 
Tucson. 


Dr.  Dixon  was  a member  of  the  vestry  of  St. 
Phillip’s-in-the-Hills  Church,  the  Old  Pueblo 
Club  and  a charter  member  of  the  Tucson  Coun- 
try Club. 

He  served  as  chairman  of  the  Medieal  Advis- 
ory Board  of  the  Pima  County  Chapter  of  In- 
fantile Paralysis,  Advisory  Board  of  the  Cerebral 
Palsy  Assn,  of  Tucson,  1950-55,  and  was  a staff 
member  of  the  Crippled  Children’s  Division  of 
the  State  of  Arizona. 

Dr.  Dixon  also  organized  the  orthopedic  de- 
partment in  the  Veterans  Administration  Hospi- 
tal, Tucson. 

He  was  a member  of  the  Iowa  State  Medical 
Society,  Des  Moines  (Iowa)  County  Medical 
Society;  president  of  the  Pima  County  Medical 
Society  in  1945;  and  a member  of  the  Arizona 
Medical  Association,  Western  Orthopedie  Soci- 
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ety,  American  Medical  Association,  and  the 
American  Academy  of  Orthopedic  Surgery.  He 
was  a fellow  of  the  American  College  of  Sur- 
geons and  a diplomate  of  the  American  Board  of 
Orthopedic  Surgery. 

Dr.  Dixon’s  scientific  writings  appeared  in  the 
Journul  of  the  American  Medical  Association  in 
1937  and  in  the  Physiotherapy  Review  in  1944. 

His  widow,  Ellen  Dixon,  resides  in  their  Cata- 
lina Foothills  Estates  home.  Route  5,  Box  77, 
Tucson.  There  are  one  daughter,  Mrs.  John  ( Sal- 
ly) Wiener  of  Scarsdale,  N.  Y.,  one  son,  Capt. 
George  L.  Dixon,  Jr.,  of  the  U.  S.  Army  Medical 
Corps,  and  six  grandchildren. 

RESOLUTION 

WHEREAS,  the  death  of  George  Lane  Dixon, 
M.D.,  in  his  65th  year,  marks  the  end  of  a dis- 
tinguished career  in  the  profession  of  medicine. 


in  no  sense  does  it  end  his  influence  for  good  in 
the  community  where  he  served  so  faithfully 
and  so  productively,  and 

WHEREAS,  in  particular,  his  colleagues  in 
medicine  keenly  feel  the  loss  of  a gentle  and 
genial  companion  who  freely  gave  guidance  and 
counsel  throughout  the  many  years  he  served 
the  Pima  County  Medical  Society  in  various  of- 
fices of  responsibility,  including  the  Presidency, 
and  who  in  latter  years  gave  an  unforgettable 
example  of  personal  courage  in  adversity,  BE 
IT  THEREFORE 

RESOLVED:  That  the  Pima  County  Medical 
Society  inscribe  in  its  permanent  records  its  rec- 
ognition of  enduring  gratitude  to  an  honored 
friend  and  fellow  physician,  and  com’ey  to  Doc- 
tor Dixon’s  family  an  expression  of  deep  sympa- 
thy in  their  bereavement. 
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Humor  and  Pathos  of  Physicians 
Practice  in  a Mexican  Mining  Camp 


By 

Dr.  W.  W.  Watkins 


Sidelights  on  the  substrata  of  society  of  any 
race  are  always  of  interest,  probably  because  of 
an  instinctive  sympathy  for  the  “under-dog.” 
The  Mexican  peon  is  an  interesting  sociological 
study.  To  a physician  who,  in  any  community 
sees  the  inner  life  of  its  people  more  closely 
than  any  one  else  can,  these  people  present 
many  an  insight  into  their  individual  and  racial 
character,  to  describe  which  a few  incidents 
may  be  cited,  amusing,  pathetic  and  perhaps 
instructive. 

Metcalf,  Graham  county,  furnishes  the  ore 
supply  for  the  Arizona  and  Shannon  Copper 
companies,  the  third  and  fifth  companies  re- 
spectively, in  copper  production  in  this  terri- 
tory. It  was  here  the  writer  went  on  a hurry 
call  as  mine  physician  for  the  Shannon  Copper 
company,  remaining  there  fourteen  months.  The 
camp  has  about  4500  population,  of  which 
number  fully  4200  are  typical  Mexican  peons. 
The  smelters,  general  offices  and  hospitals  of 
these  two  companies  are  located  at  Clifton,  while 
each  company  maintains  a medical  department, 
in  charge  of  a physician,  at  its  Metcalf  mines. 
This  camp  is  1000  feet  higher  than  Clifton  and 
six  miles  distant.  The  two  camps  are  connected 

EDITORS  NOTE:  The  late  Dr.  W.  W.  Watkins 
was  a raconteur  extraordinaire.  This  account 
was  originally  published  in  the  Arizona  Gazette, 
Phoenix,  October  2,  1907,  16:1:7  (JWK) 


by  a railroad  running  up  through  a narrow 
gorge,  whose  precipitous,  copper-stained  jagged 
cliffs  rise  1000  feet  on  either  side.  It  may  be 
of  interest  to  know  that  this  six  miles  was  once 
traversed  by  an  18-inch  track,  and  that  this 
baby-gauge  road  was  the  first  railroad  built  in 
Arizona.  It  was  constructed  in  the  early  70s, 
the  material  being  packed  on  burros  and  the 
engine  hauled  by  oxen  from  Vera  Cruz,  Mex.,  a 
distance  of  750  miles.  Portions  of  this  old  road- 
bed remain  and  the  little  pioneer  engine  is  still 
at  Clifton.  (1907). 

At  Metcalf  the  mines  are  all  near  the  summits 
of  the  mountains,  the  ore  being  delivered  to 
track  level  by  inclined  railways  and  cable  cars 
run  by  gravity,  the  loader  car  hauling  the  empty 
one  up.  The  Shannon  incline  is  said  to  be  the 
steepest  of  its  kind  in  the  world,  having  a 
depression  of  52  degrees,  and  to  stand  at  the 
foot  and  see  its  top  one  must  look  almost  directly 
up.  To  ride  up  or  down  it  on  the  ore  cars  is  a 
dangerous  pastime,  and  it  was,  by  this  route 
the  writer  first  reached  the  summit  of  Shannon 
hill.  These  cars  have  a capacity  of  ten  tons 
and  are  emptied  by  means  of  a trap  door  into 
large  bins,  from  which  the  ore  is  delivered  to 
railroad  hoppers.  That  it  is  not  without  danger 
this  hair-raising  e.xperience  of  the  old  master 
mechanic  at  the  mine  will  testify.  He  rode  down, 
as  was  his  custom,  sitting  on  the  ore  within  the 
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car.  On  reaching  the  bottom,  the  laborer  there 
did  not  see  him  and  quickly  opened  the  trap 
door,  and  the  old  man  shot  through  the  bottom 
of  the  ear,  down  a 20-foot  chute  into  the  bin 
along  with  eight  tons  of  ore,  but,  wonderful  to 
say,  with  no  more  serious  injury  than  multiple 
bruises  and  a severe  shock. 

The  mine  employs  about  850  men,  and  these, 
with  their  families,  are  the  charge  of  the  mine 
physician.  Of  this  number  only  about  50  speak 
English,  the  others  being  imported  Mexican 
labor.  These  Mexicans  live  almost  entirely  in 
Metcalf  camp,  which  one  can  see  like  a pano- 
ramie  map  1100  feet  below  the  hill.  In  the  after- 
noon the  outgoing  physician  and  myself  went 
down  into  the  camp  and  I was  introduced  to 
twenty-three  patients  as  “El  doctor  nuevo  del 
Cerro  Prieto,”  or  “The  new  doctor  of  Black 
Mountain,”  as  Shannon  hill  was  known.  Of  these 
patients  only  one  spoke  English,  and  I could  not 
speak  a word  of  Spanish.  The  doctor  returned  to 
Clifton  the  same  afternoon,  leaving  me  shiver- 
ingly  afraid  that  some  of  the  newly  acquired 
patients  might  be  taken  suddenly  ill  and  call 
me  in;  truly  a novel  sensation  for  a physician! 

The  number  of  patients  (twenty-three)  was 
much  in  my  mind  as  I endeavored,  the  next  day, 
to  make  a newly-acquired  vocabulary  of  a dozen 
Spanish  words  to  cover  all  portions  of  the  human 
anatomy,  the  ills  to  which  it  is  heir  and  the 
directions  to  accompany  the  medicine.  The 
drugs  themselves  and  the  treatment,  fortunately, 
it  was  not  necessary  to  translate,  as,  like  all 
physicians,  I considered  this  no  part  of  the 
patient’s  privilege  to  know.  The  office  was  well 
stocked  with  drugs,  but  at  the  outset  therapeutics 
were  necessarily  very  limited  and  empirical, 
especially  with  office  patients.  When  an  in- 
terpreter was  not  handy,  diagnosis  was  made  by 
deduction  from  signs  and  expressions.  Knowing 
the  word  for  pain  (dolor),  if  the  applicant  for 
relief  accompanied  this  with  expressive  motions 
in  the  region  of  his  abdomen,  the  diagnosis  and 
treatment  were  plain  — indigestion  from  a too 
abundant  consumption  of  frijoles;  ergo,  calomel 
and  castor  oil.  Did  he  reach  behind,  rub  his 
back  and  grunt,  a “parche”  (plaster)  both  satis- 
fied and  relieved  him.  A thump  on  the  chest 
and  a cough  indicated  an  expectorant.  For  more 
serious  troubles  an  interpreter  could  be  secured, 
but  under  the  exigencies  of  the  situation,  the 
language  came  rapidly.  In  handling  a half- 


learned  language,  amusing  errors  often  hap- 
pened — one  I remember  which  barely  escaped 
being  serious.  In  giving  instructions  for  the  diet 
of  a senorita  just  convalescent  from  typhoid,  I 
attempted  to  direct  how  to  boil  an  egg  (huevo) 
soft;  place  in  boiling  water,  let  it  remain  three 
minutes,  remove  and  feed  to  the  patient.  The 
mother  of  the  girl  was  much  surprised  at  the 
directions,  but  assented.  On  returning  to  the 
hill,  the  reason  for  her  surprise  suddenly  flashed 
on  me;  I had  used  the  word  for  cheese  (queso) 
in  speaking  of  an  egg.  Hastening  back,  I found 
her  following  instructions  literally,  boiling  a 
piece  of  cheese  to  feed  the  patient.  This  family, 
in  which  occurred  three  typhoids,  always  obeyed 
instructions  to  the  letter,  which  was  contrary  to 
the  rule. 

All  the  Americans  in  camp  were  eager  and 
willing  to  assist  the  physician  and  some  of  them 
had  no  mean  idea  of  their  ability.  While  down 
in  the  camp  one  day,  a hurry  call  came  to  return 
immediately.  A man  was  lying  in  the  office  with 
a compound  fracture  of  the  leg,  and  one  or 
two  Americans  were  anxiously  endeavoring  to 
relieve  his  suffering;  to  this  end  one  of  them 
had  fed  him  three  headache  tablets  and  wanted 
to  know  if  he  should  continue  this  treatment! 

Another  occasion,  on  returning  from  Metcalf, 
the  mining  engineer  of  the  company  was  found 
standing  over  a six-foot  Me.xican,  adjuring  him 
to  be  quiet;  that  there  was  nothing  the  matter 
with  him.  He  had  made  an  examination  and  said 
there  was  nothing  worse  than  a few  bruises,  but 
thought  better  to  wait  for  me  before  making  the 
man  walk  home.  On  re-examination,  both  collar 
bones  and  eight  ribs  were  found  fractured! 

In  contradiction  of  the  popular  belief  regard- 
ing Mexican  peons,  they  are  not  essentially  dif- 
ferent from  a similar  class  of  other  races.  Their 
greatest  fault  is  ignorance,  and  to  this  can  be 
traced  all  their  vices.  They  showed  an  ap- 
preciation of  kindness,  which  was  surprising  to 
one  who  had  heard  only  evil  of  them.  They  are 
generous,  intensely  sympathetic,  and,  as  a ride, 
courteous.  They  are  extremely  superstitious, 
credulous  and  easily  panic-stricken.  The  follow- 
ing incidents  will  show  some  of  these  character- 
istics: 

One  night  a hurry  call  was  brought  to  come 
to  the  relief  of  a senora  who  ^\'as  “paralysed 
and  dying.”  It  was  very  dark  and  a drizzling 
rain  was  falling;  a ride  down  the  steep  trail 
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on  a mule  under  these  eircumstanees  to  find  the 
patient  sitting  up  in  bed  frantically  waiving  her 
hands  and  complaining  that  she  could  not  sleep 
was  very  trying  on  a man’s  temper.  This  ex- 
perience was  repeated  a month  or  two  later 
when  an  anxious  husband  appeared  in  the  office 
and  breathlessly  informed  me  that  his  wife 
had  been  suddenly  paralysed.  She,  too,  had 
chosen  the  darkest  night  of  the  month  and  the 
husband  strenously  objected  to  the  loss  of  time 
necessary  to  saddle  a horse.  When  we  reached 
the  shanty  this  patient  was  also  surrounded  by 
sympathetic  friends  who  listened  to  her  com- 
plaints enforced  by  vigorous  gesticulations  of 
her  paralysed  limbs.  To  effectually  relieve  her 
distress  and  make  a warm  friend  of  the  family, 
required  only  the  generous  administration  of  six 
sugar  pills.  A few  cases  like  this  soon  taught  me 
to  take  description  of  symptoms  from  these  peo- 
ple “cum  grano  salis.” 

The  great  majority  of  Mexicans  living  in  any 
sort  of  hovel  they  could  procure  and  the  un- 
sanitary condition  of  the  camp,  their  personal 
uncleanliness  and  the  extreme  laxity  in  carrying 
out  directions,  worked  great  hardship  on  them, 
especially  on  the  small  children.  The  Mexican 
peons  show  a staggering  refutation  of  any  idea 
of  race  suicide,  the  number  of  children  in  any 
family  usually  corresponding  closely  to  the  num- 
ber of  years  married,  and  every  child  owns  a 
dog  so  that  ’twas  often  remarked  that  the  best 
way  to  take  the  census  of  a Mexican  camp  is  to 
count  the  dogs. 

Their  disregard  for  directions  was  often  an- 
noying. There  was  a patient  with  typhoid  fever, 
a boy  of  ten  years.  He  was  very  ill  and  taking 
precaution  to  secure  an  interpreter;  full  direc- 
tions were  given,  among  them  was  that  he  was 
to  be  kept  absolutely  quiet  in  bed  and  have 
nothing  to  eat  or  drink  but  milk,  broth  and 
water.  To  all  his  mother  assented  readily,  but 
on  returning  in  the  afternoon,  the  boy  was  sit- 
ting on  the  edge  of  the  bed  eagerly  devouring 
a tortilla  six  inches  in  diameter,  with  a tempera- 
ture of  104  and  pulse  150!  He  got  well. 

Another  time  a woman  wanted  treatment  for 
her  baby  who  was  suffering  with  dysentery, 
which  was  very  prevalent  in  that  camp.  She 
stated  that  he  was  8 months  old,  took  food  from 
the  breast,  and  ate  absolutely  nothing  else.  Going 
in  to  see  the  infant,  there  he  was,  unwashed, 
naked,  sitting  in  a soap  box  and  with  four  half- 
grown  incisors  was  biting  chunks  out  of  a raw 


“spud”  and  swallowing  them.  The  mother 
promised  to  modify  the  diet  but  could  see  no 
reason  for  it. 

At  births  the  writer  often  acted  as  nurse,  bath- 
ing and  dressing  the  newborn  babe  and  in- 
cidentally adding  to  the  theory  of  pediatrics  a 
knowledge  of  a Mexican  baby’s  wardrobe,  the 
intricacies  of  which  are  mystifying.  With  a towel 
across  the  knees  to  form  an  artifical  lap  I would 
take  from  the  mother  garment  after  garment 
and  endeavor  to  solve  the  problem  it  contained 
until  the  baby  and  1 were  both  lost  — he  in  a 
multiplicity  of  garments;  I in  a maze  of  be- 
wilderment. 

As  is  usual  with  mining  companies,  each  man 
was  charged  a monthly  hospital  fee  for  which 
he  received  free  medical,  surgical  and  hospital 
attention,  as  well  as  life  insurance.  Naturally, 
the  Mexicans  often  felt  it  a Christian  duty  to 
obtain  value  received  for  their  money.  If  they 
could  not  manage  to  stand  under  falling  gravel 
and  sustain  a trifling  injury,  they  would  regu- 
larly show  up  at  the  office  to  secure  medicine 
for  some  ailment  — often  fictitious.  An  hombre 
pranced  into  the  office  one  day  with  the  com- 
plaint that  he  had  a violent  pain  under  his  belt 
buckle.  After  an  inquiry  or  two  I gave  him  a 
remedy.  Glancing  out  of  the  window  as  he  left, 
he  was  seen  to  throw  it  away.  When  he  came 
back  in  some  days  later  with  the  same  complaint, 
I mixed  the  vilest  concoction  possible  and  told 
him  to  drink  it;  he  protested  that  he  wanted 
something  to  take  when  he  reached  home,  but 
I insisted  and  he  was  game.  He  swallowed  the 
mixture;  said  “gracias”  and  went  out  laughing. 
They  enjoy  a joke  immensely;  can  be  easily 
jollied  but  do  not  readily  forgive  an  injury, 
becoming  surly  and  resentful  when  roughly 
spoken  to. 

An  instance  of  their  superstition:  There  was 
a cave-in  which  killed  four  miners;  these  were 
laid  out  in  a room  attached  to  the  office  where 
they  remained  about  half  the  night.  On  the 
other  side  of  the  office  is  the  temporary  hospital 
room  with  beds  for  men  awaiting  transfer  to 
Glifton.  Some  days  later  a man  was  brought  in 
with  a crushed  foot.  After  dressing  the  foot  I 
wanted  him  to  sleep  in  one  of  these  beds  till 
the  morning.  He  flatly  refused  to  stay  even 
with  a companion  — whom  he  rightly  suspicioned 
might  take  fright  and  leave  him  — in  the  house 
“with  the  dead  men.”  So  he  spent  the  night 
sitting  out  in  the  open  on  a pile  of  lumber. 
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But  the  incidents  were  not  always  humorous. 
Accidents  occurred  which  tried  the  souls  of  men 
and  brought  home  to  us  the  truth  which  we 
sometimes  try  to  deny,  that  a man  is  a man 
whatever  be  his  station  in  life.  That  in  the 
presence  of  death  we  may  often  see  under  the 
cover  of  ignorance  an  innate  heroism,  which  we 
might  honor.  One  morning  about  10  o’clock  there 
was  a cave-in  which  caught  a man  — a Mexican 
mucker  — beneath  a column  of  loose  dirt  forty 
feet  in  height.  He  lived,  for  his  voice  could  be 
heard  muffled  and  pleading  for  the  rescuers  to 
hurry.  Every  experienced  miner  and  every  shift 
boss,  with  the  foreman  and  superintendent, 
rallied  to  the  rescue.  The  only  way  to  reach  him 
was  by  driving  a tiny  tunnel  only  eighteen  inches 
square  into  the  base  of  the  column  of  loose  muck 
toward  the  man,  whose  situation  could  be  only 
roughly  guessed  at.  No  tools  could  be  used.  After 
it  was  started  a man  would  lie  prone  within  the 
tunnel,  carefully  removing  the  dirt  handful  by 
handful,  replacing  it  by  small  blocks  of  wood. 
This  little  tunnel  was  five  feet  long  before  they 
reached  the  man’s  feet,  and  then  the  rescuer 
worked  along  over  the  buried  body,  encouraging 
the  man,  who  still  talked  as  if  from  a tomb, 
during  the  long  hours.  Every  minute  they  ran 
the  imminent  risk  of  bringing  down  the  entire 
column  of  dirt  on  rescuer  and  injured  alike. 
Twice  it  did  partially  slip,  but  the  men  outside 
would  hear  it  in  time  and,  grasping  the  rescuer’s 
feet,  haul  him  to  safety  — and  then  the  work 
would  have  to  be  done  over  again.  At  five 
o’clock  the  following  morning,  after  nineteen 
hours  of  exhausting,  heart-breaking  work,  the 
man  was  taken  out  alive,  but  the  shock  was  too 
great  and  in  the  reaction  from  it  he  died  six 
hours  later. 

A last  instance  of  heroic  acceptance  of  fate 
which  is  not  often  excelled:  An  “amigo”  of  the 
writer’s  who  had  been  on  the  accident  list  on 
three  occasions,  fell  down  a 40-foot  shaft  and 
was  brought  up  with  a broken  back.  He  was 
sent  to  the  hospital,  where  it  soon  became  ap- 
parent that  he  would  not  recover.  When  told 
this,  no  man  could  look  unmoved  into  his 
startled  eyes  as  the  realization  of  imminent  death 
sank  into  his  consciousness.  But  he  only  turned 
his  face  away  and  said:  “Bien  dios  lo  quiera” 
(“It  is  well:  the  Lord  wills  it”).  To  the  writer 
this  stolid,  ignorant  Mexican  peon,  with  his  calm 
acceptance  of  fate,  realized  that  highest  heroism 
so  beautifully  pictured  by  Bryant  of  a man  meet- 


ing death  as  if  he  “wrapped  the  draperies  of  his 
couch  about  him  and  lay  him  down  to  pleasant 
dreams.” 

TUBERCULOSIS  IN 
PIMA  COUNTY  — 1959 

In  1959,  through  the  joint  efforts  of  the  TB  & 
Health  Association  of  Pima  County  and  the 
Board  of  Visitors  of  the  St.  Lukes  in  the  Desert 
Hospital,  located  in  Tucson,  Arizona,  funds  were 
provided  to  employ  a physician  to  act  as  Tuber- 
culosis Consultant  in  the  Pima  County  Health 
Department.  This  support  was  to  be  continued 
for  a limited  period  of  time  with  the  anticipation 
that  the  need  for  such  a consultant  would  be 
demonstrated,  and  that  the  County  would  then 
provide  for  this  support. 

As  part  of  this  work  in  Tuberculosis,  it  was 
felt  that  an  analysis  of  the  local  situation  should 
be  undertaken.  Ever  since  vital  statistics  for 
tuberculosis  have  been  kept  for  Arizona,  Ari- 
zona’s yearly  reports  for  Newly  Reported  Case 
Rates  and  Death  Rates  have  been  about  two  or 
three  times  the  National  level.  It  is  interesting 
to  note  however,  that  the  decline  in  the  Death 
Rate  for  Arizona  and  the  Nation  have  been 
almost  identical  in  proportion.  Arizona  has  de- 
creased from  a rate  of  291  in  1931  to  20.8  in 
1957,  a decrease  of  93%.  For  the  National  rate 
there  was  a decrease  from  68  in  1931  to  6.9  in 
1957,  a decrease  of  90%.  We  can  see  that  Ari- 
zona’s Death  Rate  has  decreased  at  the  same 
rate  as  the  National  figures,  but  with  the  dif- 
ference in  end  result  is  due  to  the  fact  that  Ari- 
zona started  with  a much  higher  level. 

It  was  the  feeling  of  the  Tuberculosis  Con- 
sultant, influenced  by  over  twenty  years  ob- 
servation and  practice  of  medicine  in  the  com- 
munity, that  there  was  not  an  unduly  great 
incidence  of  newly  diagno.sed  cases  of  tubercu- 
losis in  the  community  to  account  for  the  con- 
tinued high  figures  for  the  Newly  Reported 
Case  rates  in  Arizona.  An  analysis  of  the  Newly 
Reported  Cases,  Group  “A”  (active  or  probably 
active)  for  Pima  County,  Arizona  for  1959  was 
therefore  done.  Our  situation  in  the  Southwest 
is  rather  unique  in  that  many  persons  with  active 
tuberculosis  are  attracted  here  by  our  warm 
climate.  Their  numbers  are  not  as  great  as  in 
the  early  1900’s  but  they  still  come  here.  To 
attempt  to  determine  how  these  persons  coming 
here  with  known  acti\e  disease  alter  our  local 
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statistics,  the  Newly  Reported  Active  Cases  for 
1959  were  divided  into  those  eases  diagnosed  in 
Pima  County  residents  and  those  who  were 
known  to  have  been  diagnosed  elsewhere  and 
then  came  to  Pima  County  and  were  reported 
as  being  here  in  1959.  The  same  was  done  for 
Tuberculosis  Deaths  and  the  Table  shows  the 
results. 

The  left  hand  column  shows  the  vital  statis- 
tles  for  the  community  and  the  Rates  are  com- 
parable to  those  for  the  Nation.  To  these  figures, 
however,  must  be  added  the  morbidity  and 
mortality  statistics  for  Reservation  Indians  (pop- 
ulation 500)  who  are  under  the  supervision  of 
the  USPH  but  reside  in  Pima  County  area.  The 
right  hand  columns  show  the  additional  load  on 
our  loeal  statistics  brought  about  by  those  who 
come  here  with  active  disease.  They  were  broken 
down  into  two  elassifications  to  see  how  the 
presence  of  a large  Veterans  Hospital  in  the  eom- 
munity  influeneed  the  attraction  of  known  ac- 
tive cases  to  Pima  County.  (Only  the  Veterans 
who  eame  out  of  the  hospital  to  live  in  the  com- 
munity were  counted,  not  those  who  came  here 
for  hospitalization  only. ) 

In  summary,  reading  the  Table  from  left  to 
right,  the  Newly  Reported  Cases  in  Pima  County 
residents  is  increased  30%  by  the  addition  of 
Reports  of  Reservation  Indians  living  within  the 
area  of  Pima  County.  This  sub-total  is  again 
increased  by  50%  by  Reports  of  persons  coming 
here  with  aetive  disease.  In  reviewing  the  statis- 
tics for  Tuberculosis  Deaths,  the  same  situation 
holds  true.  The  number  of  deaths  in  County 
Residents  who  were  diagnosed  here  is  increased 
30%  by  the  addition  of  deaths  in  Reservation 
Indians.  This  sub-total  is  again  inereased  by 
over  100%  by  deaths  in  persons  who  came  to 
Pima  County  after  being  diagnosed  as  active 
tuberculosis  and  died  of  Tuberculosis  here  in 
1959. 

This  analysis,  I believe,  e.xplains  in  some 
measure,  why  the  vital  statistics  for  Tuberculosis 
are  so  high  in  Pima  County  and  in  Arizona.  It 
also  implies  that  Pima  County  will  not  be  able 
to  reach  the  National  level  as  long  as  this  addi- 
tional load  of  cases  continues  to  come  here  from 
other  states. 


William  G.  Ure,  M.D. 
Tubereulosis  Consultant 
Pima  County  Health  Dept. 

Tueson,  Arizona 
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MEDICAL  COURT  CASES 

by  Howard  Newcomb  Morse 
Counsellor  at  Law  of  the  Supreme  Court  of  the 
United  States  of  America 

Gerber  vs.  Day 

District  Court  of  Appeal  of  California 
6 P.  2d  535 

Charles  J.  Gerber  went  to  Dr.  Emory  C.  Day 
for  treatment  after  sustaining  an  injury.  When 
the  wound  was  being  dressed  the  physician  in- 
structed the  patient  to  procure  some  tetanus  an- 
tito.xin  serum  and  bring  it  back  immediately,  and 
for  that  purpose  gave  him  a note  to  the  druggist. 
The  patient  took  the  prescription  but  failed  to 
have  it  filled.  The  physician  did  not  know  where 
the  patient  lived. 

On  the  following  day  the  physician,  upon  be- 
ing called  to  the  house  of  the  patient,  discovered 
that  the  prescription  had  not  been  filled.  The 
physician  sent  the  prescription  out  to  be  filled 
and  administered  the  serum  immediately.  How- 
ever, the  administration  was  too  late,  and  the 
patient  died  from  a tetanus  infection. 

The  widow  of  the  patient,  Jessie,  brought  an 
action  in  the  Superior  Court  of  Orange  County, 
California,  against  the  physician  for  alleged  mal- 
practice. She  claimed  that  the  death  of  the  pa- 
tient was  caused  by  the  failure  of  the  physician 
to  administer  the  serum  in  time  to  prevent  an 
infection  of  tetanus.  The  court  dismissed  the 
case,  and  the  widow  appealed. 

The  District  Court  of  Appeal  of  California 
affirmed  the  decision  of  the  court  below.  The 
District  Court  of  Appeal  held  that  the  physician 
was  not  liable  for  malpractice  where  the  patient 
failed  to  have  the  prescription  filled  and  return 
to  the  physician  for  further  treatment  as  direct- 
ed. The  Court  declared:  “There  is  nothing  in  the 
evidence  to  show  any  dereliction  of  duty  on  the 
part  of  the  defendant  physician  and  surgeon.” 
Govan  vs.  McCord 
Supreme  Court  of  Oklahoma 
11  P.  2d  141 

Miss  Jessie  McCord  complained  of  ill  health. 
It  was  the  opinion  of  her  family  physician.  Dr. 
Bird,  and  his  consulting  physician.  Dr.  Day,  that 
the  patient’s  health  would  in  all  probability  be 
improved  by  the  removal  of  her  tonsils.  Dr.  T. 
P.  Govan  was  engaged,  on  their  recommenda- 
tion, to  perform  the  operation. 

Dr.  Govan,  in  performing  the  operation,  re- 
moved the  uvida  and  both  the  posterior  and  an- 


terior pillars  on  the  right  side  of  the  throat  of 
the  patient.  He  asserted  that  it  was  necessary  to 
do  so  because  of  the  diseased  condition  of  the 
throat.  The  injury  to  the  patient’s  throat  was  per- 
manent and  she  never  would  be  able  to  swallow 
naturally. 

The  patient  filed  an  action  in  the  District 
Court  of  Osage  County,  Oklahoma,  against  Dr. 
Govan  to  recover  damages  caused  by  alleged 
negligence  on  his  part.  Several  physicians  testi- 
fied in  behalf  of  Dr.  Govan  that,  if  the  patient’s 
throat  was  diseased  as  contended  by  Dr.  Govan, 
it  was  necessary,  in  performing  the  operation, 
to  remove  the  uvula  and  pillars,  but  that,  if  the 
patient’s  throat  was  normal  at  the  time  of  the 
operation,  in  their  opinion,  it  was  bad  surgery 
to  remove  these  parts.  None  of  these  physicians 
examined  the  patient’s  throat  prior  to  the  oper- 
ation. The  physicians  who  testified  in  behalf  of 
the  patient,  and  who  examined  her  throat  imme- 
diately prior  to  the  operation,  all  testified  that 
the  throat  was  at  that  time  normal.  A jury  re- 
turned a verdict  in  the  amount  of  $4,000  for  the 
patient  and  the  court  entered  judgment  accord- 
ingly. Dr.  Govan  appealed. 

The  Supreme  Gourt  of  Oklahoma  sustained 
the  decision  of  the  lower  court.  The  Supreme 
Gourt  stated:  “The  evidence  is  sufficient  to  sus- 
tain the  finding  of  the  jury  that  defendant  was 
guilty  of  negligence  in  performing  the  opera- 
tion.” 

Reinhold  vs.  Spencer 
Supreme  Gourt  of  Idaho 
26  P.  2d  796 

Dr.  H.  D.  Spencer  undertook  to  treat  Henry 
F.  Reinhold,  who  was  suffering  with  acute 
pneumonia.  In  the  course  of  treatment  it  be- 
came necessary  to  perform  an  operation  known 
as  “tapping  the  lungs.”  The  physician,  assisted 
by  a nurse,  performed  the  operation,  using  novo- 
caine  by  means  of  a hypodermic  syringe  to 
deaden  the  pain. 

A small  opening  was  made  in  the  pleural 
cavity  of  the  patient  to  permit  drainage  of  pus 
accumulated  therein.  The  usual  treatment  was 
followed  by  inserting  a tube  into  the  cavity 
through  the  small  opening  to  provide  drainage. 
After  the  operation  the  wound  healed  normally. 

An  x-ray  examination,  conducted  at  the  Vet- 
erans’ Hospital,  later  disclosed  a hypodermic 
needle  lodged  within  the  thoracic  cavity  of  the 
patient.  An  effort  by  surgeons  at  the  Veterans’ 
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Hospital  to  remove  the  needle  was  abandoned 
as  being  too  dangerous  to  the  patient’s  life.  As 
a result  of  the  needle  being  left  in  the  patient’s 
body  he  endured  great  pain  and  suffering. 

The  patient  instituted  an  action  in  the  Dis- 
trict Court  of  Bonneville  County,  Idaho,  against 
the  physician  to  recover  damages  for  malprac- 
tice. A jury  returned  a verdict  for  the  patient 
and  the  court  entered  judgment  accordingly. 
The  physician  appealed. 

The  Supreme  Court  of  Idaho  upheld  the  de- 
cision of  the  trial  court.  The  Supreme  Court  de- 
clared: “.  . . while  the  operation  in  and  of  itself 
was  successfully  performed,  negligence  con- 
sisted, not  in  the  performance  of  the  operation, 
but  in  knowingly,  negligently,  and  carelessly 
leaving  the  needle  in  respondent’s  body  and  in 
failing  to  remove  the  same  therefrom.” 

BITE  OF  THE  KISSING  BUG(1) 

Kissing  bugs,  also  known  as  cone-nosed  bugs, 
assassin  bugs,  walpai  tigers,  or  bellows  bugs,  can 
inflict  an  extremely  painful  bite  in  humans.  They 
are  similar  in  appearance  to  the  common  squash 
and  box  elder  bugs.  They  are  usually  V2  inch  to 
I inch  or  more  in  length  and  have  an  elongated 
cone-shaped  head.  They  have  piercing,  sucking 
mouthparts  similar  to  those  of  the  mosquito 
which  may  be  folded  beneath  the  head  when 
not  in  use. 

Normally,  kissing  bugs  live  in  the  nests  of 
rodents  such  as  the  pack  rat  and  intermittently 
feed  on  their  hosts.  Although  approximately  a 
dozen  or  more  species  of  the  insect  occur  in 
Arizona,  Triatoma  protracta,  Triatoma  uhleri, 
and  Triatoma  longipes  seem  to  be  most  com- 
monly encountered.  At  least  two  species  in 
southern  Arizona,  according  to  Wehrle(2),  have 
a “dispersal”  flight  in  May  and  June;  during  this 
period  they  will  be  attracted  to  light  and  will 
enter  houses.  Intrusion  into  homes  tends  to  be 
more  common  in  the  open  desert  or  the  edge  of 
town  than  in  the  center  of  a city.  The  occur- 
rence of  these  insects  may  continue  throughout 
the  summer  but  is  most  intense  during  May  and 
June. 

Houses  that  are  continually  bothered  with 
kissing  bugs  are  very  likely  located  near  the 
dens  of  pack  rats  or  other  small  animals  which 
harbor  the  insects.  The  method  of  choice  for 
the  elimination  of  these  insect  pests  consists  of 


eradication  of  the  rodent  hosts.  Once  they  have 
invaded  a house,  the  kissing  bugs  will  hide  in 
cracks  and  crevices,  under  rugs,  and  in  other 
inaccessible  places.  However,  they  may  be  ef- 
fectively destroyed  with  common  household  in- 
secticides such  as  chlordane. 

A kissing  bug  may  alight  or  crawl  onto  the 
face,  neck,  or  arm  of  an  individual  and  inflect 
a very  painful  venomous  bite.  The  intensity  of 
the  response  to  the  injected  venom  varies  ac- 
cording to  the  susceptibility  of  the  victim.  Most 
individuals  develop  a hard  welt  V2  inch  to  3 
inches  in  diameter  at  the  site  of  the  bite.  Ac- 
eording  to  Herms(3),  some  patients  may  de- 
velop swelling  of  the  entire  affected  member 
or  even  experience  systemic  symptoms  such  as 
nausea,  tachycardia,  tachypnea,  and  general 
urtiearia. 

Treatment  for  a bite  inflicted  by  a kissing 
bug  is  symptomatie  in  nature.  Wehrle(2)  sug- 
gests the  local  application  of  ammonia  or  hot 
solutions  of  magnesium  sulfate.  Herms(3)  has 
also  recommended  bathing  the  bite  with  mag- 
nesium sulfate  solution.  On  the  other  hand, 
Dodge(4)  suggests  the  use  of  antihistaminic 
drugs.  Beeause  of  the  probable  role  of  endogen- 
ously released  histamine  in  the  toxic  reaction  ( 5 ) , 
it  would  appear  that  epinephrine  may  be  bene- 
ficial in  severe  cases  of  kissing  bug  bite. 

Some  victims  of  kissing  bug  bites  in  Arizona 
have  been  concerned  with  the  possibility  of 
contracting  Chagas’  disease  from  these  insects. 
This  disease  occurs  in  South  America  and 
southern  Mexico;  and  although  the  same  or  a 
micro-organism  very  similar  to  the  trypansome 
(T.  cruzi)  which  causes  Chagas’  disease  has  been 
found  in  kissing  bugs  and  small  animals  in  Ari- 
zona, a search  of  the  medical  literature  failed  to 
reveal  any  case  records  of  T.  cruzi  infection  in 
the  United  States. 

AMMONIUM  DIHYDROGEN  PHOSPHATE 
AND  AMMONIUM  SULPHATE 

The  Arizona  Poisoning  Control  Information 
Center  recently  received  numerous  inquiries  re- 
garding the  toxicity  of  ammonium  dihydrogen 
phosphate,  (NH4)H2P04,  and  ammonium  sul- 
fate, (NH4)2S04,  two  chemicals  commonly  em- 
ployed as  plant  nutrients.  The  “ammonium”  por- 
tion of  the  chemical  nomenclature  of  these  com- 
pounds has  misled  some  individuals  to  consider 
them  as  basic  compounds.  Since  these  substances 
are  salts  of  a weak  base  and  a strong  acid,  they 
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may  be  expected,  upon  hydrolysis,  to  form  acidic 
solutions.  Indeed,  a saturated  aqueous  solution 
of  ammonium  dihydrogen  phosphate  (1  gram/2.5 
ml)  or  ammonium  sulfate  (1  gram/1.3  ml) 
would  have  a pH  of  approximately  4.  Because 
of  their  relatively  mild  acidity,  these  compounds 
would  not  be  expected  to  produce  a caustic 
effect  when  ingested. 
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STATISTICS  OF  83  POISONING  CASES 
IN  ARIZONA  DURING  MAY,  1960 


AGE: 

71.1%  involved  under  5 year  age  group  (59) 

7.2%  involved  6 to  15  year  age  group  ( 6) 

8.4%  involved  16  to  30  year  age  group  ( 7) 

8.4%  involved  31  to  45  year  age  group  ( 7) 

4.9%  involved  over  45  year  age  group  ( 4) 

NATURE  OF  INCIDENT: 

86.8%  accidental  (72) 

13.2%  intentional  (11) 

TIME  OF  DAY: 

30.1%  occurred  between  6 a.m.  and  noon  (25) 
25.3%  occurred  between  noon  and  6 p.m.  (21) 
20.5%  occurred  between  6 p.m.  and  midnight  (17) 
1.2%  occurred  between  midnight  and  6 a.m.  ( 1) 
22.9%  were  not  reported  (19) 

OUTCOME: 

98.8%  recovery  (82) 

1.2%  fatal  ( 1) 

CAUSATIVE  AGENTS: 

Internal  Medicines  Number  Percent 

Aspirin  18  21.6 

Other  Analgesics  1 1.2 

Barbiturates  6 7.2 

Antihistamines  2 2.4 

Laxatives  2 2.4 

Cough  Medicine  2 2.4 

Tranquilizers  2 2.4 

Others  9 10.8 


Subtotal  42  50.4 

External  Medicines 

Liniment  0 0.0 

Antiseptics  1 1.2 

Others  3 3.7 


4 4.9 
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Household  Preparations 


Soaps,  Detergents,  etc. 

0 

0.0 

Disinfectants 

0 

0.0 

Bleach 

3 

3.7 

Lye,  corrosives,  drain  cleaners 

2 

2.4 

Furniture  and  floor  polish 

0 

0.0 

Subtotal 

5 

6.1 

Petroleum  Distillates 

Kerosene 

3 

3.7 

Gasoline 

2 

2.4 

Others 

7 

8.4 

Subtotal 

12 

14.5 

Cosmetics 

0 

0.0 

Pesticides 

Insecticides 

7 

8.4 

Rodenticides 

1 

1.2 

Others 

0 

0.0 

Subtotal 

8 

9.6 

Paints,  Varnishes,  Solvents,  etc. 

2 

2.4 

Plants  (Castor  Beans) 

4 

4.9 

Miscellaneous 

5 

6.0 

Unspecified 

1 

1.2 

TOTAL 

83 

100.0 

Willis  R.  Brewer,  Ph.D. 

Dean,  College  of  Pharmacy 
The  University  of  Arizona 
Tucson,  Arizona 
Albert  L.  Picchioni,  Ph.D. 

Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona 
Tucson,  Arizona 
Lincoln  Chin,  Ph.D. 

Pharmacologist 
The  University  of  Arizona 
Tucson,  Arizona 

ACCIDENT-SICKNESS  DISABILITY 
INSURANCE  PROGRAMS 

The  purpose  of  such  plans,  offered  to  mem- 
bers by  national  medical  organizations,  is  to 
replace  income  lost  because  of  inability  to 
practice,  or  to  provide  additional  income  needed 
during  such  periods  of  disability. 

The  premium  dollar’s  protection  for  the  mem- 
bers is  illustrated  by  a comparison  below  of 
annual  premium  charges  for  an  indemnity  of 
$100.00  per  week,  life-time  accident  benefits 
and  sickness  benefits  as  noted  — normally  five 
years. 

These  are  all  good  plans,  and  the  charges 
are  substantially  — up  to  50  per  cent  — less  than 
analogous  individual  coverages.  Further,  inci- 
dental benefits  available  in  some  programs  ha\  e 
not  been  listed  due  to  limitations  of  space. 


Subtotal 
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Organization 

Under  40 

40.49 

50-59 

60.69 

Term  of 
Sickness 
Benefit 

Accidental 

Death 

Partial 
Disability 
Accident  Only 

American  College 
of  Physicians 

$191.00 

$191.00 

$191.00 

$191.00 

5 years 

$ 5,000.00 

¥2 — 4 weeks 

American  College 
of  Surgeons 

160.00 

195.00 

210.00 

210.00 

5 years 
(2V2  after  65) 

$ 5,000.00 

V2 — 4 weeks 

American  Academy 
of  Pediatrics 

150.00 

175.00 

228.50 

228.50 

7 years 

$ 5,000.00 

¥2 — 13  weeks 

American  College 
of  Ob.  and  Gyn. 

162.00 

212.00 

212.00 

212.00 

5 years 

$12,000.00 

¥2 — 6 weeks 

American  Academy 
of  General  Practice 

183.00 

224.00 

224.00 

224.00 

5 years 

$ 6,000.00 

¥2 — 6 weeks 

American  College 
of  Radiology 

118.00 

152.00 

179.00 

213.00 

5 years 

$ 1,000.00 

¥2^ — 6 weeks 

American  College 
of  Chest  Physicians 

234.80 

234.80 

234.80 

234.80 

5 years 

$ 8,000.00 

¥2 — 6 weeks 

* American  Society 
of  Anesthesiologists 

234.80 

234.80 

234.80 

234.80 

5 years 

$12,000.00 

V2 — 6 weeks 

1 American  Academy 
of  O and  O 

232.80 

232.80 

232.80 

232.80 

5 years 

$ 6,000.00 

¥2 — 6 weeks 

'■"American  Academy 
of  Derm.  & Syph. 

216.00 

216.00 

216.00 

216.00 

5 years 

$ 3,000.00 

¥2 — IV2  weeks 

1 American  College 
of  Allergists 

194.80 

194.80 

194.80 

194.80 

2 years 

$ 6,000.00 

¥2 — 6 weeks 

Southern  Medical 
Association 

146.00 

178.00 

230.00 

230.00 

5 years 

(2  yrs.  after  60) 

$ 1,000.00 

None 

1 Industrial  Medical 
Association 

175.00 

175.00 

175.00 

175.00 

2 years 

(5  yr.  accident) 

$ 1,000.00 

None 

{American  Association 
of  Railway  Surgeons 

181.00 

181.00 

181.00 

181.00 

5 years 

$ 1,000.00 

¥2 — 5 weeks 

American  Urological 
Association 

128.00 

148.00 

175.00 

215.00 

2 years 

$ 5,000.00 

None 

^Weekly  indemnity  of  $92.30,  rather  than  $100.00. 
t$10,000.00  dread  disease  rider. 

(Source:  The  American  College  of  Radiology  Bulletin,  Vol.  16,  N.  5) 


AIR  POLLUTION  IN  ARIZONA? 

IV.  Legislative  Aspeets  of  the  Problem 
by  Robert  D.  Smith,  Jr.,  M.A. 

Science  Instructor:  Scottsdale  High  School 
When  the  populace  is  troubled  by  faulty  air 
and  auras,  commonly  called  “smog,”  the  first 
reflection  is:  “.  . . something  should  be  done: 
there  ought  to  be  a law!”  But,  prior  to  taking 
legal  action,  a few  points  should  be  considered. 
First,  do  we  need  a new  law?  Perhaps  we  have 
some  unknown,  non-enforced  ordinances  that 
could  be  used  right  now.  Second,  the  new  law, 
if  needed,  should  be  one  that  will  do  the  job 
effectively  and  efficiently  and  not  be  unneces- 
sarily or  unfairly  restrictive. 


Air,  it  should  be  recalled,  is  like  water  or 
land,  i.e.,  it  is  a natural  resource  and  should  be 
used  as  such.  One  of  the  prime  objectives  of 
pollution  control  is  regulating  the  amount  of 
contaminants  that  are  placed  into  the  air  while 
at  the  same  time,  allowing  the  atmosphere  to 
be  used  to  its  fullest  extent  for  all  other  pur- 
poses. 

The  responsibility  of  any  pollution  laws  must 
rest  on  either  the  federal,  state,  county  or  mu- 
nicipal bodies  or  a sub-division  of  one  of  these 
entities.  The  major  emphasis  thus  far  has  been 
on  the  local  municipal  basis,  yet  in  some  states, 
the  legislature  must  act  to  give  the  city  in 
question  the  legal  authority  to  enact  the  re- 
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qiiired  ordinances.  Here  in  Phoenix,  as  in  many 
other  cities,  air  pollution  enforcement  ean  come 
under  the  jurisdiction  of  smoke  control  ordi- 
nances which  already  e.xist.  Smoke  control 
ordinances  are  better  understood  and  much 
easier  to  pass  city  council  action  than  say,  legis- 
lative aetion  with  diverse  laws  covering  all 
aspeets  of  air  pollution. 

In  most  cities  at  present,  smoke  eontrol  is 
limited  to  just  the  city  limits:  the  encompassing 
county  usually  has  not  recognized  the  new  and 


and  mutual  cooperation  of  all  parties  eoncerned. 
Surely  any  law  of  this  nature  will  miss  its  mark 
if  it  does  not  jn-ovide  for  a cooperative  attitude 
between  the  individuals  operating  the  plants 
and  the  enforcement  personnel. 

Inasmuch  as  most  public  issues  become  sub- 
ject to  political  forces,  air  pollution  abatement 
must  not  beeome  a partisan  matter. 

The  cost  of  a working  program  will  be  borne 
by  permits,  fees,  taxes,  and/or  amortization  of 
some  fund  set  aside  for  this  purpose.  The  range 


layer®Thoto”S  Xut  STOO  ^00-400  ft.  thick  or  just  under  the  inversion 


growing  problem.  In  some  recorded  cases,  both 
city  and  county  have  duplication  of  efforts  and 
conflicts  in  procedures  and  methods.  It  is  obvious 
we  cannot  have  clean  air  over  a city  without 
some  type  of  restrictions  on  the  sources  of  pollu- 
tion whether  it  be  within  the  cities  or  counties. 

Then  too,  in  order  to  have  any  complete  air 
pollution  program  within  the  area,  a competent 
staff  is  necessary,  both  in  number  and  special- 
ized training  to  maintain  a constant  check  and 
control  on  the  offenders.  Air  pollution  can  be 
solved  only  by  the  pooling  of  technical  skills 


of  average  costs  in  some  communities  for  en- 
forcement of  air  pollution  laws  is  from  $70  to 
SI/ 00  per  square  mile.  As  can  be  seen,  air 
pollution  eontrol  is  mostly  a matter  of  economics. 
A community  or  county  can  have  as  much  clean 
air  as  it  wishes  depending  on  the  amount  of 
enforcement  and  money  it  has  to  spend  on 
controls. 

Thus  far,  one  state,  Oregon,  has  passed  an  air 
pollution  law.  The  Oregon  law  sets  up  an  addi- 
tional division  within  their  State  Hoard  of  Health 
to  be  known  as  the  Air  Pollution  Authoritv  of 


556 

the  State  of  Oregon.  This  board  consists  of  five 
members:  the  State  Health  Officer  and  four 
appointed  members  who  serve  staggered  terms 
of  office.  These  members  receive  no  salary,  but 
they  do  receive  compensation  for  expenses. 

This  board  is  responsible  for  the  prevention 
and  control  of  all  sources  of  air  pollution  within 
the  state  and  the  enforcement  of  the  law  as  set 
down  by  the  legislature.  Offenders  of  the  law 
are  brought  before  the  board  for  a hearing,  and 
are  subject  to  the  penalties  set  down  by  the 
board.  The  penalties  range  from  a strict  warning 
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and  further  delay  in  some  type  of  control  is 
inexcusable. 

If  a new  plant  or  company  were  to  locate  in 
a community  with  strict  anti-pollution  laws 
already  in  effect,  they  would  probably  have  to 
submit  a list  of  facts  concerning  their  operation 
to  an  Air  Pollution  Board.  In  this  report  or 
registration,  the  following  information  would  be 
desirable,  if  not  mandatory: 

a.  Location  of  outlets,  stacks,  or  chimneys 

b.  Size  and  height  of  the  outlets 

c.  Rate  of  emission  from  outlet 
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Fig.  2.  Looking  SSW  from  Phoenix  Towers  on  a February  morning.  Note  the  Sierra  Estrella  Mountains  are  almost  totally 
obseurecl.  (All  photos  by  the  author.) 


on  the  first  offense  to  a fine  and/or  jail  sentences 
for  a repeated  offender. 

As  of  this  writing,  there  have  been  no  federal 
enactments  on  the  air  pollution  problem.  The 
automobile  exhaust  problem  will  probably  have 
to  be  a combined  federal  and  local  program  of 
control  and  should  be  initiated  on  both  levels 
without  delay.  The  regulation  or  prohibition 
of  diesel  operated  vehicles  is  a critical  problem 
that  cannot  be  delayed.  The  nuisance  of  their 
“black  clouds”  has  been  protested  for  many  years 


d.  Composition  of  the  effluent 

e.  Hours  of  continued  operation 

The  Board  would  have  to  allow  for  some  ex- 
ceptions, such  as  accidental  discharges,  non- 
continous  operation,  etc.  Other  exemptions 
could  be  granted  as  the  need  arose. 

When  the  Board  first  received  the  necessary 
data  from  the  new  company,  it  could  then  begin 
to  compute  the  rate  and  direction  of  the  fallout 
over  the  community.  This  is  readily  done  by 
skilled  meteorologists.  From  this,  the  probable 
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sources  of  community  complaints  can  be  seen 
beforehand  and  measures  taken  with  the  new 
company  to  reduce  the  fallout. 

Preliminary  registration  of  data  about  a new 
firm  provides  the  necessary  means  to  prevent  a 
problem  and  also  anticipate  possible  complaints 
before  the  firm  sets  up  in  business.  This  allows 
their  engineers  to  alter  construction  plans  prior 
to  actual  building.  In  special  instances,  the  Air 
Pollution  Board  might  even  suggest  a suitable 
building  site  to  avoid  contamination  over  a 
neighboring  community. 

Unfortunately  most  legislation  on  the  problem 
of  air  pollution  has  been  centered  in  the  mu- 
nicipalities. Most  offenders  are  usually  found 
in  the  county  or  surrounding  areas  of  the  cities. 
However,  we  must  not  overlook  another  group 
of  offenders  who  drive  cars,  burn  trash  in  the 
incinerators  at  the  wrong  time  of  day,  and  those 
who  have  inefficient  heating  systems.  It  is  very 
probable  that  we  will  be  subjected  to  stricter 
and  more  restrictive  laws  in  the  future;  whether 
they  come  from  federal,  state,  or  local  govern- 
ments remains  to  be  seen.  The  public,  industry, 
and  government  are  all  fairly  well  convinced 
that  there  is  a need  for  some  type  of  pollution 
abatement  and  some  degree  of  improvement  in 
our  atmosphere  should  be  forthcoming. 

To  answer  the  leading  statement,  “Air  Pollu- 
tion in  Arizona?”  Yes.  The  reader  is  asked  to 
examine  the  enclosed  photos  of  downtown  Phoe- 
nix taken  last  January.  Note  the  obscuration  of 
the  South  Mountains  by  the  pollution. 

Each  photo  was  taken  on  separate  days  and 
on  each,  it  was  impossible  to  see  from  one  side 
of  the  valley  to  the  other. 

NEW  MEXICO  PLANS  MEDICAL 
SCHOOL,  OTHER  STATES 
STUDY  NEEDS* 

Plans  for  a “regional”  school  of  basic  medical 
sciences  at  the  University  of  New  Mexico  topped 
recent  news  of  Western  states’  increased  activity 
designed  to  meet  coming  shortages  of  physicians 
in  the  region. 

Arizona,  California,  Hawaii,  Idaho,  and  Mon- 
tana also  are  taking  specific  new  steps  to  ex- 
amine their  medical  education  needs. 

A $1,082,300  grant  from  the  W.  K.  Kellogg 
Foundation  to  the  University  of  New  Mexico 
will  assist  the  University  over  a five-year  period 

“From  Hifjher  Education  in  the  West  (Volume  6,  No.  2,  June, 
1960),  a publication  of  the  Western  Interstate  Commission  for 
Higher  Education. 


to  establish  a school  covering  the  first  two  years 
of  the  medical  curriculum.  About  half  of  the 
grant  will  be  spent  to  meet  in  part  the  planning 
and  operating  costs  for  the  school’s  first  five 
years,  and  the  other  half  will  be  allocated 
toward  construction  of  the  medical  school  fa- 
cility on  the  Albuquerque  campus. 

THE  MEDICAL  STUDENT,  HIS 
FAMILY  AND  HIS  COSTS 
OF  MEDICAL  EDUCATION 

The  Datagrams,  Vol.  I,  No.  6,  March,  I960, 
which  discussed  medical  student  finances  in- 
dicated that  the  average  cost  to  the  student  of 
4 years  of  medical  school,  as  experienced  by 
the  1959  graduating  class,  was  $11,642  or  $2,911 
per  year.  Recent  findings  in  the  same  study 
indicate  that  the  individual  student  and  his 
family  are  paying  the  largest  portion  of  these 
costs  with  only  minor  assistance  from  outside 
agencies.  Gifts  and  loans  from  parents,  relatives 
and/or  in-laws  and  the  student’s  or  his  wife’s 
earnings  provide  82%  or  all  financial  resources 
available  to  the  student.  Agencies  outside  the 
family,  such  as  the  medical  school,  local  banks, 
federal  and  state  governments,  provide  the  re- 
maining 18%  of  financial  resources. 

The  data  on  various  amounts  of  financial  help 
given  by  the  student’s  own  parents  or  relatives 
( including  wife  and  in-laws ) through  gifts 
and/or  loans  are  summarized  in  Figure  1. 
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PERCENTAGE  DISTRIBUTION  OF  MEDICAL  STUDENTS  RECEIVING  VARIOUS  AMOUNTS  OF  FINANCIAL  HELP 
(GIVEN  BV  STUDENTS'  0«N  PARENTS  ABO  NEAR  RELATIVES,  EXCLUDING  IlfE  AND  IN  LAIS) 

TO  DEFRAY  THE  STUDENTS'  COSTS  DURING  FOUR  YEARS  OF  MEDICAL  EDUCATION 

FIGURE  I 

Special  attention  needs  to  be  given  to  the 
facts  that  16%  of  the  1959  graduating  class  of 
medical  students  received  no  help  from  their 
families  while  36%  received  $6{)0()  or  more. 

One  of  the  basic  factors  which  allows  the 
medical  students’  families  to  give  them  financial 
help  is  the  level  of  parental  ineome.  The  data 
on  the  income  of  the  parents  of  the  1959  gradu- 
ating class  members  is  summarized  in  Figure 
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II  below.  These  data  are  compared  with  pub- 
lished census  data  on  the  U.  S.  average  of  white 
urban  families  in  1957. 

The  data  on  student  earnings  applied  to  the 
there  is  a much  smaller  proportion  of  medical 
students  from  lower  income  group  families  and, 
conversely,  a much  larger  proportion  of  medical 
students  from  families  with  income  of  $10,000 
or  more  than  the  proportion  of  such  families  in 
the  U.  S.  population.  An  integration  of  the  data 
in  Figures  1 and  II  unequivocally  demonstrates 
that  lower  income  families  simply  cannot  provide 
the  amounts  of  money  needed  by  the  student 
to  pay  for  the  costs  of  his  medical  education. 

One  method  which  students  use  to  substitute 
for  or  supplement  financial  aid  from  their  fami- 
lies is  to  earn  money  to  pay  their  bills  by  work 
during  summer  vacation  and  the  academic  year. 

The  data  in  Figure  II  indicate  clearly  that 
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costs  of  medical  education  by  the  students  in 
the  1959  graduating  class  are  summarized  in 
Figure  III. 

The  data  in  the  tables  above  clearly  indicate 
that  there  is  a need  for  a positive  program  of 
financial  assistance  to  medical  students.  First, 
if  we  are  to  reach  our  goal  of  increasing  the 
number  of  physicians  to  meet  the  nation’s  health 
needs,  we  must  draw  upon  a broader  socio- 
economic base  within  the  population.  To  do 
this,  financial  assistance  is  necessary.  Second, 
current  medical  students  in  order  to  pay  their 
bills  must  frequently  engage  in  work  which  has 
nothing  to  do  with  medical  education.  Increased 
financial  assistance  would  allow  the  elimination 
of  the  unproductive  work  which  is  currently 
being  carried  on  at  the  expense  of  the  fullest 
realization  of  the  intended  educational  experi- 
ence. 
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PERCENTAGE  DISTRIBUTION  OF  STUDENTS  EARNING  VARIOUS  AMOUNTS  OF  INCOME 
DURING  FOUR  YEARS  OF  MEOICAL  SCHOOL 
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Funds  for  basic  research  in  the  medical  sciences  have  riven  sharply  in  the 
past  few  years,  according  to  the  current  issue  of  Patterns  of  Disease. 

As  an  index  of  the  growing  emphasis  on  basic  research,  the  rapid  increase 
in  grants  made  by  the  National  Science  Foundation,  the  only  Federal  agency 
committed  solely  to  basic  research.  In  1958,  the  Foundation  awarded  $10,- 
881,130  in  grants  for  biological  and  medical  research,  compared  with  only 
$762,675  in  1952. 

The  nation’s  academie  institutions  are  the  centers  of  basic  research.  Most 
of  the  grant-type  support  they  receive  is  directed  toward  basic  research  in  the 
physical  and  life  sciences.  In  two  separate  surveys,  one  showed  that  larger  col- 
leges and  universities  spent  two  thirds  of  their  research  funds  on  basic  research 
and  another  showed  that  medical  schools  devoted  almost  four  fifths  to  basic 
research. 
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“Let’s  Stop  Feeding  The  Crocodile’’* 


“£ac/i  appeaser  hopes  that  if  he  feeds  the 
crocodile  enough,  the  crocodile  will  eat  him 
last”  . . . Mr.  Winston  Churchill  uttered  these 
words  of  wisdom  when  he  was  stirring  his  peo- 
ple to  defend  their  homeland.  . . . He  found 
his  greatest  opposition  to  be  some  British  leaders 
who  were  advocating  a weak-kneed  course  of 
appeasement,  rather  than  an  immediate  de- 
termined fight  for  survival.  . . . History  now 
records  that  Mr.  Churchill  overcame  his  ap- 
peasing opposition.  ...  If  he  had  failed,  England 
would  have  failed,  too. 

The  position  of  the  American  medical  pro- 
fession today  is  analogous  to  the  positioii  of 
England  in  the  early,  dark  days  of  World  War  11. 

. . . Some  medical  leaders  would  postpone  the 
day  of  reckoning  and  feed  the  “crocodile”  a 
few  additional  choice  morsels  of  medical  free- 
dom — usually  from  the  cupboard  of  an  issue 
which  hasn’t  directly  touched  their  medical 
lives.  ...  For  example:  Some  physicians  in 
cities  and  communities  which  are  not  affected 
hy  the  United  Mine  Workers’  Welfare  Fund  are 
not  unduly  concerned  over  the  rapidly  diminish- 
ing medical  freedom  of  physicians  who  practice 
in  mining  areas. 

We  believe  the  crocodile  has  been  fed  long 
enough.  . . . We  believe  time  is  running  out  for 
the  medical  appeasers  and  that  they  are  only  a 

“Reprinted  from  Association  of  American  Physicians  and 
Surgeons  News  Letter,  Decemlier,  1957,  Vol.  11,  No.  12. 


few  short  steps  removed  from  becoming  the 
crocodile’s  last  meal.  . . . The  crocodile  has  been 
well  fed  over  the  years  on  the  medical  profes- 
sion’s lack  of  all-out  aggressive  opposition  to  the 
government’s  program  of  providing  medical  care 
to  veterans  with  non-service  connected  disabili- 
ties. . . . This  anemic  position  has  permitted 
this  program  to  grow  and  become  accepted  to 
the  extent  that  statements  are  now  being  made 
in  some  high  places  that  if  a man  or  woman  puts 
on  a military  uniform,  he  has  a “right”  to  re- 
ceive government  paid  medical  and  hospital  care 
— whether  or  not  he  was  disabled  in  or  out  of 
the  uniform,  in  or  out  of  his  tour  of  service. 

Medical  appeasers  served  the  crocodile  with 
a deluxe  banquet  when  they  reversed,  their 
course  and  supported  the  creation  of  a Depart- 
ment of  Health,  Education  and  Welfare.  . . . 
Those  who  went  along  with  President  Eisen- 
hower and  Mrs.  Hobby  on  this  plan  to  glorify 
America’s  breeding  ground  for  Socialism  by 
elevating  it  to  Cabinet  status,  probably  thought 
their  surrender  would  gain  the  undying  and 
never-changing  gratitude  of  political  pow’ers  to 
the  extent  the  “Department  of  Socialism”  would 
never  again  turn  against  the  medical  profession. 
. . . But  appeasement  and  subordination  of  prin- 
ciples to  expediency  never  achieve  anything  ex- 
cept dishonor.  . . . Appeasers  are  used  by  those 
who  seek  their  help  until  the  deed  is  accomp- 
lished — then,  they  are  discredited  and  dis- 
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respected.  . . . The  Department  of  Socialism 
“rewarded”  the  appeasers  with  disability  freeze, 
disability  insurance  and  the  still  unpassed  plan 
for  health  reinsurance. 

Excellent  cuisine  was  supplied  the  crocodile 
when  Medicare  was  enacted  into  law.  . . . This 
scheme  of  socialistic  medicine  for  military  de- 
pendents has  completed  one  year  of  operation 
and  has  cost  the  taxpayers  approximately  $76 
million  and  cut  off  a large  chunk  of  medical 
freedom. 

During  the  past  several  years,  a new  group 
of  appeasers  have  indicated  their  desire  to  he 
the  last  ones  to  be  eaten  by  the  crocodile,  by 
their  inconsistent  insistence  that  doctors  be  com- 
pulsorily included  in  socialistic  Social  Security. 
. . . As  we  have  pointed  out  many  times,  if  a 
majority  of  physicians  voluntarily  accept  in- 
clusion in  communistic-inspired  compulsory 
Social  Security,  they  will  have  lost  their  strongest 
argument  against  compulsory  socialistic  medi- 
cine. ...  If  compulsory  socialistic  Social  Se- 
curity is  good  enough  for  physicians,  then  pa- 
tients and  the  government  will  be  on  sound 
ground  when  they  contend  that  compulsory 
socialistic  medical  care  is  “good  enough”  for 
patients. 

Another  group  of  appeasers  is  now  spewing 
forth  its  unimaginative  and  visionless  philosophy 
of  “getting  together’  — they  mean  appeasing  — 
with  John  L.  Lewis’  UMW  Welfare  Fund.  . . . 
Although  officials  of  the  UMW  have  denied 
free  choice  of  physicians  by  designating  only  a 
small  number  of  “approved”  physicians  to  de- 
liver medical  services  to  beneficiaries,  these  ap- 
peasers give  semi-professional  approval  to  this 
step  to  destroy  quality  medical  care  and  private 
practice  when  they  urge  “getting  together.”  . . . 
There  should  be  enough  evidence  by  now  to 
convince  any  physician  that  there  is  never  any 
satisfactory  conclusion  through  appeasement  of 
labor  bosses.  ...  It  is  the  nature  of  their  re- 
sponsibility never  to  be  satisfied.  . . . They  must 
continue  to  seek  more  and  more  in  order  to 
keep  their  memberships  reasonably  satisfied  and 
to  perpetuate  their  dynasties. 

If  phys^icians  kimckle  under  to  the  labor  bosses, 
the  crocodile  will  be  fed  one  of  his  most  tasty 
meals  to  date.  . . . And,  these  appeasers  will 
be  next  up  for  the  crocodile’s  dessert.  . . . Ethical 
physicians  cannot  — or  should  not  — compromise 
with  those  labor  bosses  who  seek  to  reduce 
physicians  to  a slave  state  and  destroy  qualiW 


medical  care  by  denial  of  free  choice.  . . . 
Unless  physicians  are  ready  to  throw  in  the 
sponge,  revise  downward  the  code  of  medical 
ethics,  reduce  standards  for  delivery  of  medical 
care,  and  become  docile  servants  of  the  labor 
bosses,  they  must  invoke  non-participation.  . . . 
Loss  of  pride  in  their  well-being  is  no  excuse 
for  physicians  to  shirk  their  first  responsibility 
of  protecting  their  patients  from  bad  medical 
care.  . . . The  only  absolute  safeguard  for  their 
patients  is  non-cooperation  with  schemes  of 
medical  care  that  are  inimical  to  the  patient’s 
interest.  ...  It  is  the  only  honorable  way  for 
honorable  physicians.  . . . Yet,  there  are  some 
who  already  are  whispering  “non-participation 
won’t  work  because  physicians  won’t  stick  to- 
gether.” . . . This  defeatist  attitude  adds  to  the 
ammunition  of  those  appeasers  who  seek  to 
“get  back  in”  (the  UMW  program). 

We  listed  several  examples  of  the  successfid 
employment  of  non-participation  in  the  AAPS 
Information  Bulletin  of  November  22,  1957.  . . . 
We  made  a recent  check  on  three  of  the  ex- 
amples, San  Francisco,  the  Union  of  South 
Africa,  and  British  Columbia  and  non-participa- 
tion is  still  effective  after  a number  of  years. 
. . . In  British  Columbia  they  did  socialize  the 
hospitals  but  they  have  never  proclaimed  the 
Act  which  was  passed  in  1936  to  socialize  phy- 
sicians. . . . We  are  repeating  Dr.  J.  H.  Harvey 
Pirie’s  (Union  of  South  Africa)  statement  re- 
garding non-participation  for  the  benefit  of  our 
defeatist  brethren.  ...  It  is  this:  “Make  up  your 
minds  what  you  want  and/or  don’t  want;  organ- 
ize; stick  together.” 

We  believe  physicians  will  stick  together  when 
the  chips  are  down.  . . . They  are  “down”  now. 
. . . When  quality  medical  care  is  threatened 
with  destruction;  when  patients  are  faced  with 
assembly-line  care,  manned  by  physicians  who 
will  be  paid  on  an  incentive-lacking  salary  basis; 
when  the  personal  responsibility  of  the  phy- 
sician to  his  patient  is  threatened  by  elimination, 
we  believe  physicians  will  resolve  their  differ- 
ences, temporarily  submerge  their  rugged  in- 
dividualisms  and  unite  together  to  save  their 
patients  and  themselves  from  the  degradation 
of  enslaving  regimentation. 

AAPS  member.  Dr.  Allen  T.  Stewart  of  Lub- 
bock, Texas,  presents  a good  case  for  AAPS 
non-participation.  ...  In  his  letter,  dated  De- 
cember 5,  1957,  he  states:  “The  philosophy  of 
your  approach  to  the  problem  of  government 
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medicine  is  the  only  rational  or  feasible  one 
advanced  to  date.  . . . The  grandiose  schemes  of 
socialized  medicine  all  assume  that  physicians 
will  cooperate.  . . . They  cannot  function  without 
doctors.  ...  If  we  refuse  to  comply,  the  entire 
scheme  crumbles.  . . . Millions  have  been 
squandered  in  an  effort  to  promote  better  public 
relations  for  medicine.  . . . Our  position  will 
command  more  respect  and  be  more  effective 
if  we  stand  up  and  oppose  those  who  would 
destroy  American  medicine.  . . . Without  us, 
what  plan  can  succeed?  . . . More  power  to 
you.” 

Let’s  not  feed  the  crocodile  any  longer.  . . . He 
has  grown  fat  on  big  bites  of  medical  freedom. 
. . . Let’s  starve  him  by  convincing  our  appeas- 
ing colleagues  that  continued  appeasement  can 
result  only  in  a professional  and  economic  de- 
bacle. . . . Let’s  close  ranks  and  refuse  par- 
ticipation in  any  unethical  scheme  in  order  to 
protect  our  patients  and  regain  public  respect 
for  the  medical  profession.  . . . Our  decision 
not  to  participate  in  bad  schemes  and  our  un- 
alterable support  of  this  decision  will  be  the 
most  effective  public  relations  ever  practiced  by 
the  medical  profession.  . . . Our  already  suffering 
prestige  will  be  lessened  with  the  handful  of 
labor  bosses  and  political  leftwingers.  . . . On 
the  other  hand,  the  action  of  non-participation 
in  behalf  of  patients  will  gain  the  respect  and 
further  cement  the  friendships  of  millions  and 
millions  of  Americans  who  depend  on  and  expect 
their  individual  physicians  to  protect  them  from 
schemes  of  inferior  medical  care.  . . . Let’s 
emulate  Winston  Churchill  and  inspire  our  col- 
leagues to  wage  a successful  battle  for  Freedom. 

Louis  S.  Wegryn,  M.D. 

President 

HEALTH  MANPOWER 
FOR  THE  FUTURE 

An  interesting  survey  by  two  staff  members 
of  the  United  States  Public  Health  Service* 
points  up  possible  shortages  of  professional 
health  personnel  in  the  near  future  due  to  the 
rapidly  increasing  population  in  this  country. 
The  conclusions  of  these  authors  are  summarized 
as  follows: 

“The  future  supply  of  physicians  is  not  ex- 
pected to  keep  up  with  the  greatly  accelerated 
rate  of  growth  of  the  population.  The  predic- 

“Stewart,  W.  H.,  M.D.,  and  Pennell.  M.  Y.,  M.Sc.;  Health 
Manpower,  1930-75.  Reprinted  from  Pnblic  Health  Reports,  Vol. 
75,  No.  3,  Mareh  1960,  by  irermission. 


tions  take  into  account  estimates  of  the  gradu- 
ates of  medical  schools  in  the  United  States,  new 
licentiates  graduated  from  Canadian  and  other 
foreign  medical  schools,  and  deaths  among  those 
in  the  profession. 

“The  number  of  graduates  of  U.  S.  medical 
schools  currently  predicted  for  existing  and 
planned  schools  is  expected  to  increase  from 
about  6,900  in  1959  to  7,400  in  1965.  The  num- 
ber of  physicians  (M.D.)  in  the  latter  year  will 
be  about  260,000,  or  132.8  per  100,000  popula- 
tion which  is  about  the  present  ratio. 

“If  the  number  of  graduates  of  U.  S.  medical 
schools  were  to  remain  at  about  7,400  per  year 
between  1965  and  1975,  while  the  foreign-edu- 
cated physicians  entering  practice  in  this  country 
leveled  off  at  750  per  year,  the  number  of  phy- 
sicians ( M.D. ) in  1975  would  be  increased  to 
296,000.  The  ratio,  however,  will  decrease  to 
125.9  physicians  per  100,000  persons.  If  the 
annual  number  of  U.  S.  graduates  were  to  be 
increased  sufficiently  to  maintain  the  present 
physician-population  ratio  in  1975,  the  1975 
graduating  class  would  have  to  be  increased 
to  approximately  10,360,  in  order  to  have  311,500 
physicians  (M.D.)  in  that  year. 

“The  number  of  osteopathic  physicians  is 
about  14,000,  with  460  graduates  in  1959.  If  the 
annual  graduating  class  is  increased  to  about 
525,  by  1975  the  supply  of  physicians  (D.O.) 
may  reach  16,700.  The  ratio  to  population  will 
have  declined,  however,  from  8.0  to  7.1  doctors 
per  100,000  population. 

“Increases  in  dentist  supply  have  been  lagging 
behind  the  population  growth  despite  large 
gains  in  the  numbers  being  graduated.  The 
annual  number  of  graduates  is  e.xpected  to  in- 
crease from  the  present  3,100  to  nearly  3,500 
by  1965.  Unless  there  are  further  increases,  the 
number  of  dentists  in  1975  will  be  about  118,000, 
or  50  per  100,000  population.  To  regain  the  1958 
ratio  of  56  dentists  per  100,000  population  re- 
quires 133,000  dentists  in  1975  and  an  additional 
2,700  graduates  that  year  above  the  number 
currently  planned. 

“The  supply  of  professional  nurses  has  more 
than  kept  pace  with  the  population  growth.  With 

467.000  nurses  now  active,  the  ratio  is  267  per 

100.000  persons.  The  annual  number  of  gradu- 
ates is  expected  to  increase  from  30,400  in  1958 
to  37,000  in  1965  and  continue  upward.  On  this 
basis,  the  ratio  is  expected  to  be  284  active  pro- 
fessional nurses  per  100,000  population  in  1970.” 
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THE  "OPEN-NEGATIVE"  PROBLEM 

Editors  Note: 

The  subject  of  “Open-N egative”  cavities  is  a 
bit  premature.  To  me,  it  is  mainly  drug  (anti-TB) 
effect,  and  we  don’t  know  what  will  happen 
after  a period  of  years  after  stopping  the  drugs. 
They  may  not  remain  “open-negative.”  We 
need  longer  observation  period. 

WGU 

Clear  cut  definitions  of  “open-negative,”  “re- 
lapse” and  “bacteriologic  remission”  are  recom- 
mended by  the  Committee  on  Therapy  of  the 
American  Trudeau  Society  as  a means  of  dis- 
pelling the  present  confusion  surrounding  this 
problem. 

The  “open-negative”  problem  is  largely  a 
product  of  the  chemotherapy  era.  Formerly  the 
persistence  of  open  cavity  on  the  roentgenograms 
of  a tuberculosis  patient  was  almost  invariably 
associated  with  the  ability  to  recover  tubercle 
bacilli  from  his  secretions.  Today,  however,  the 
majority  of  patients  receiving  a first  course  of 
effective  chemotherapy  for  cavitary  tuberculosis 
pass  through  a phase  of  bacteriologic  remission 
while  one  or  more  cavities  are  still  open.  In 
some,  this  is  followed  by  cavity  filling  or  closure 
leading  to  an  inactive  classification.  In  others, 
the  bacteriologic  remission  and  persistent  open 
lesion  coexist  for  months  or  even  years.  This 
group  of  cases  constitutes  the  “open-negative” 
problem. 

The  problem  is  that,  after  eight  years  of  ex- 
perience, agreement  on  the  treatment  and  prog- 
nosis of  these  patients  is  lacking.  Much  of  the 
conflict  appears  to  be  the  result  of  the  different 
ways  in  which  various  reporters  use  the  terms 
“open-negative”  and  “relapse.” 

For  the  purposes  of  this  report  an  “open” 
lesion  is  a hole  or  space  in  an  area  of  the  lung 
previously  involved  by  tuberculosis,  containing 
air  and  usually  surrounded  by  a wall  of  sufficient 
density  to  be  recognizable  as  such  morphologi- 
cally or  roentgenographically.  Not  included  are: 

( 1 ) areas  of  increased  radiolucency  of  segmen- 
tal or  lobar  extent  without  a definite  wall;  and 

( 2 ) former  cavities,  from  which  all  air  is  ab- 
sent; and  (3)  bullae,  eysts,  and  areas  of  cystic 
or  saccular  bronchial  dilatation  when  these  can 
be  differentiated  with  reasonable  eertainty  from 
residual  tuberculous  cavities  — a distinction  not 
always  possible. 

The  duration  of  bacteriologic  remission  re- 


ciuired  for  inclusion  in  the  “open-negative”  cate- 
gory must  be  arbitrary.  It  is  recommended  that 
tubercle  bacilli  shall  have  been  absent  from 
the  sputum  and  gastric  contents  examined  at 
monthly  intervals  for  at  least  six  months.  It  is 
also  recommended  that  the  term  “open-nega- 
tive” be  supplemented  by  indicating  the  duration 
of  bacteriologic  remission:  thus  “open-negative 
6 months”  or  “open-negative  18  months.” 

INCIDENCE  AND  DIAGNOSIS 

It  has  been  estimated  that  approximately  90 
per  cent  of  patients  who  receive  a first  course 
of  effective  chemotherapy  for  cavitary  pul- 
monary tuberculosis  will  achieve  bacteriologic 
remission  (reversal  of  infectiousness,  sputum 
conversion ) during  the  first  eight  months  of 
treatment.  More  than  half  of  such  patients,  how- 
ever, will  still  have  roentgenographic  evidence 
of  cavity  if  examined  carefully. 

The  diagnosis  of  an  open  lesion  on  chest 
roentegenograms  or  planigrams  preoperatively  is 
usually  followed  by  its  discovery  in  the  resected 
specimen.  In  general,  an  open  lesion  of  some 
kind  will  be  found  in  the  resected  specimen  in 
75  to  85  per  eent  of  cases  when  one  is  reason- 
ably suspected  after  careful  examination  of  serial 
roentgenograms.  The  more  equivocal  the  roent- 
genogram, the  poorer  this  correlation  becomes. 

Although  much  has  been  made  of  the  ad- 
vanced state  of  healing  in  some  resected  “open- 
negative” lesions,  this  is  a relative  thing  which  is 
usually  compared  with  the  morphologic  appear- 
ance of  cavities  resected  without  drug  coverage 
or  obtained  at  autopsy.  Even  today  with  effec- 
tive chemotherapy,  the  majority  of  resected 
“open-negative”  lesions  show  residual  caseous 
foci  and  granulation  tissue  irregularly  distrib- 
uted in  and  along  the  cleanly  sloughed,  fibrotic 
cavity  wall. 

It  has  been  shown  that  the  longer  the  period 
of  baeteriologic  remission  perior  to  resection  in 
surgically  treated  cases,  the  more  advanced  the 
healing  process  appears  and  the  more  difficult 
it  is  to  recover  viable  bacilli.  A similar  correla- 
tion between  the  duration  of  bacteriologie  re- 
mission and  the  morphology  and  tissue  bacteri- 
ology in  unresected  “open-negative”  cases  is 
often  assumed,  but  specific  proof  is  missing. 

RELAPSE 

If  one  wishes  to  measure  the  prognostic  sig- 
nificance of  the  “open-negative”  state  by  the 
incidence  of  relapse,  one  must  arbitrarily  define 
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relapse.  Simultaneous  roentgenographic  worsen- 
ing and  positive  bacteriologic  findings  are  uni- 
versally accepted  as  evidence  of  relapse.  It  is 
proposed  that  recovery  of  tubercle  bacilli  by 
sputum  culture  or  smear  or  gastric  culture  in  a 
patient  classified  as  “open-negative”  be  con- 
sidered a relapse.  While  it  might  seem  desirable 
to  require  more  than  a single  positive  bacterio- 
logic finding  for  relapse,  the  tendency  to  intro- 
duce new  drugs  or  other  measures  after  even  a 
single  positive  culture,  especially  when  unsus- 
pected drug  resistance  is  noted,  is  very  common 
and  a second  positive  bacteriologic  finding  might 
thereby  be  prevented  or  masked,  thus  lowering 
the  relapse  incidence  artificially. 

Unfavorable  roentgenographic  changes  with 
smears  and  cultures  repeatedly  negative  for 
tubercle  bacilli  may  be  due  to  nontuberculous 
pulmonary  diseases.  Such  changes,  therefore, 
should  rarely,  if  at  all,  be  counted  in  tabulating 
tuberculosis  relapse  incidence  in  the  “open-neg- 
ative” group.  The  physicians  may  elect  quite 
properly  to  treat  such  a patient  as  a case  of 
tuberculous  relapse  in  the  absence  of  bacterio- 
logic confirmation,  but  for  satistical  purposes 
such  cases  should  be  classified  separately.  The 
same  applies  to  patients  who  show  signs  of 
clinical  worsening  such  as  fever,  weight  loss, 
increased  cough,  expectoration,  or  even  hemo- 
ptysis without  roentgenographic  change  or  bac- 
teriologic confirmation  of  tuberculous  etiology. 
The  role  of  indefinite  prolongation  of  drug 
therapy  in  preventing  relapse  needs  investiga- 
tion. The  earlier  a relapse  occurs,  the  more 


likely  it  is  to  occur  while  drugs  are  still  being 
given;  the  later  the  relapse  occurs,  the  more 
likely  it  is  to  follow  cessation  of  chemotherapy. 

IN  SUMMARY 

The  problem  of  persistent  open  cavity  with 
bacteriologic  remission  of  greater  or  less  dura- 
tion is  a phenomenon  peculiar  to  the  era  of 
effective  chemotherapy  for  tuberculosis.  The 
roentgenographic  findings  fairly  represent  the 
morphologic  findings  in  the  majority  of  patients 
whose  lesions  are  resected  and  may  also  reflect 
the  findings  in  unresected  lesions. 

The  definition  of  “open-negative”  based  on 
the  presence  of  a cavity  and  inability  to  recover 
tubercle  bacilli  from  secretions  is  arbitrary,  but 
a bacteriologic  remission  of  six  months  or  longer 
is  recommended  for  inclusion  in  this  category. 
Relapse  should  be  defined  as  bacteriologic  es- 
cape or  combined  roentgenographic-bacterio- 
logic  worsening  without  bacteriologic  proof  of 
its  tuberculosis  etiology. 

The  relationship  between  relapse,  duration  of 
bacteriologic  remission,  and  the  duration  of  ef- 
fective drug  therapy  is  in  need  of  further  study. 
Only  then  can  the  relative  risk  of  relapse  and 
the  risk  of  resection  in  patients  exemplifying  the 
“open-negative”  problem  be  fairly  weighted. 


Thomas  B.  Barnett,  Edward  Dunner,  H.  Corwin 
Hinshaw,  Gardner  Middlebrook,  Donald  L. 
Paulson,  Janies  W.  Baleigh,  William  W.  Stead, 
James  A.  Weir,  chairman. 


OVER  150,000  NEW  ARIZONA  HOUSEHOLDS  FORECAST 

DURING  1960-1970 

Households  in  Arizona  are  expected  to  grow  by  over  150,000  during  the  ten 
years  between  1960  and  1970.  By  1970,  the  NAM  estimates,  587,200  family 
units  will  be  competing  in  the  market  place  for  household  goods  and  services  in 
this  State.  The  rate  of  household  growth  in  Arizona  is  forecast  to  outpace  by 
far  the  national  household  increase  rate  during  the  ten  years  ahead.  These 
projections  are  made  in  a NAM  report,  “Dynamic  Decade,  1960-1970.” 

Western  Division  of  the 
National  Association  of  Manufacturers 
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ARIZONA  ACADEMY  OF  GENERAL 
PRACTICE  CONVENTION 

OCTOBER  13,  14,  15, 1960 
Hotel  Valley  Ho  — Scottsdale 
All  Physicians  Cordially  Invited 
PROCRAM 

THURSDAY,  OCTOBER  13,  2-5:00  P.M. 
“The  Roll  of  Professional  Management” 
Speaker,  Mr.  Edward  W.  Rice 
Doctors’  Business  Bureau 
Boise,  Idaho 
SUBJECT  NO.  2 
“The  Doctor’s  Accountant” 

Speaker,  Mr.  Gary  Wade 
Doctors’  Business  Bureau 
Tucson,  Arizona 
SUBJECT  NO.  3 
“Paying  for  Medical  Care” 

Speaker,  Mr.  George  Richardson 
Medical-Dental-Finance  Bureau 
Phoenix,  Arizona 

FRIDAY,  OCTOBER  14,  9-12:00  P.M. 
Urology  Clinic 

“The  Use  and  Abuse  of  Catheters” 
“Urologic  Conditions  that  Simulate  General 
Surgical  Conditions  in  the  Abdomen” 
Speaker,  David  K.  Worgan,  M.D. 

Seattle,  Washington 


FRIDAY,  OCTOBER  14,  2-5:00  P.M. 
Psychosomatic  Clinic 

“Psychosomatic  Medicine  in  General  Practice” 
Speaker,  Edward  J.  Kollar,  M.D. 

The  Neuropsychiatric  Institute 
UCLA 

SATURDAY,  OCTOBER  15,  8-12:00  P.M. 

Burn  Clinic 
“Burn  Management” 

Speaker,  Edward  N.  Vogel,  Jr.,  M.D.,  Col.  MC 
Brooke  Army  Hospital 

Local  moderators  will  appear  on  the  program 
and  there  will  be  sufficient  breaks  for  questions 
and  answers  and  to  visit  the  exhibits. 

SOCIEDAD  MEDICA  DE  ESTADOS 
UNIDAS  DE  NORTEAMERICA 
Y MEXICO 

MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  & MEXICO 

Medical  Society  of  the  United  States  and 
Mexico  Fifth  Annual  Meeting  — Guadalajara, 
Jal.,  Mexico,  November  8-9-10;  followed  by 
Mazatlan,  Sin.,  Mexico,  November  11-12.  For 
information  write:  M.  A.  Carreras,  M.D.,  130 
South  Scott,  Tucson,  Arizona. 
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9TH  ANNUAL  CANCER  SEMINAR 

of  the  Arizona  Division 
American  Cancer  Society 
“Changing  Concepts  in  Tumor  Formation 
and  Therapy” 

Tentative  Program 
January  12,  13  & 15,  1961 
Tidelands  Motor  Inn  — Tucson 

Thursday,  January  12 

9:00  A.M.  — Greetings  — Dr.  Lindsey  E.  Bea- 
ton, President,  The  Arizona  Medical  Associa- 
tion. 

9:15  A.M.  — Some  Metabolic  Approaches  to 
Cancer  Chemotherapy  — Part  1 — Arnold  D. 
Welch,  Ph.D.,  M.D. 

9:45  A.M.  — Theoretical  Aspects  of  Immun- 
ology — Chester  M.  Southam,  M.D. 

10:30  A.M.  — Break. 

10:45  A.M.  — The  Polyoma  Story  — Arthur  W. 
Ham,  M.B. 

11:15  A.M.  — Diagnostic  and  Therapeutic 
Studies  on  Cancer  of  the  Adrenal  — Roy  Hertz, 

M.D. 

12:00  Noon  — Luncheon  and  Round  Table. 

2:00  P.M.  — The  Use  of  Limited  Surgery  and 
Maintenance  Chemotherapy  for  the  Manage- 
ment of  Certain  “Inoperable”  Tumors  — 
Jeanne  C.  Bateman,  M.D. 

2:30  P.M.  — Laboratory  Studies  in  Cancer 
Chemotherapy  with  Fluorinated  Pyrimidines 
— Charles  Heidelberger,  Ph.D. 

3:00  P.M.  — Break. 

3:15  P.M.  — Bone  Pathology  — C.  Howard 
Hatcher,  M.D. 

3:45  P.M.  — Question  and  Answer  Session. 

Friday,  January  13 

9:15  A.M.  — Assessment  of  Environmental 
Agents  in  the  Pathogenesis  of  Lung  Cancer  — 
Paul  Kotin,  M.D. 

9:45  A.M.  — Indirect  Mechanisms  in  Carcino- 
genesis — Henry  S.  Kaplan,  M.D. 

10:15  A.M.  - Break. 

10:30  A.M.  — Some  Metabolic  Approaches  to 
Cancer  Chemotherapy  — Part  II  — Arnold 
D.  Welch,  Ph.D.,  M.D. 

11:15  A.M.  — Chemotherapy  of  Choriocarcinoma 
and  Related  Trophoblastic  Tumors  — Roy 
Harris,  M.D. 

12:00  Noon  — Luncheon. 

1:30  P.M.  — Treatment  of  Bone  Tumors  — 
C.  Howard  Hatcher,  M.D. 

2:00  P.M.  — The  Treatment  of  Advanced  Meta- 


static Tumors  — Jeanne  C.  Bateman,  M.D. 
2:30  P.M.  - Break. 

2:45-4:00  P.M.  — Panel:  Care  of  the  Patient 
with  Advanced  Malignancy  — Jeanne  C.  Bate- 
man, M.D.;  Roy  Hertz,  M.D.;  Charles  Heidel- 
berger, Ph.D.;  Henry  S.  Kaplan,  M.D.,  plus 
clergy  and  two  clinicians. 

Saturday,  January  14" 

9:15  A.M.  — Clinical  Pharmacology  Studies 
with  Fluorinated  Pyrimidines  — Charles 
Heidelberger,  Ph.D. 

9:45  A.M.  — Immunology  As  It  Relates  to  Can- 
cer: Clinical  Applications  — Past  Attempts  and 
Future  Possibilities  — Chester  M.  Southam, 
M.D. 

10:15  A.M.  — Break. 

10:30  A.M.  — Host  Factors  in  Relation  to  the 
Action  of  Environmental  Carcinogenic  Agents 
— Paul  Kotin,  M.D. 

11:00  A.M.  — Chemical  Modification  of  Radio- 
sensitivity — Henry  S.  Kaplan,  M.D. 

11:30  A.M.  — Possible  Tumor  Viruses  in  Man  — 
Arthur  W.  Ham,  M.B. 

FACULTY 

9TH  ANNUAL  CANCER  SEMINAR 
Jeanne  C.  Bateman,  M.D.,  Washington  Hos- 
pital Center,  Washington,  D.  C. 

Arthur  W.  Ham,  M.B.,  Head,  Department  of 
Medical  Biophysics,  University  of  Toronto,  The 
Ontario  Cancer  Institute. 

C.  Howard  Hatcher,  M.D.,  Professor  and 
Head,  Division  of  Orthopedics,  Department  of 
Surgery,  Stanford  University  School  of  Medicine. 

Charles  Heidelberger,  Ph.D.,  Professor  of 
Oncology,  McArclle  Memorial  Laboratory  for 
Cancer  Research,  The  University  of  Wisconsin 
Medical  School. 

Roy  Hertz,  M.D.,  Chief,  Endocrinology 
Branch,  National  Institute  of  Health,  Depart- 
ment of  Health,  Education  and  Welfare,  Public 
Health  Service. 

Henry  S.  Kaplan,  M.D.,  Executive,  Depart- 
ment of  Radiology,  Stanford  University  School 
of  Medicine. 

Paul  Kotin,  M.D.,  Paul  Peirce  Professor  of 
Pathology,  University  of  Southern  California 
School  of  Medicine. 

Chester  M.  Southam,  M.D.,  Sloan-Kettering 
Institute  for  Cancer  Research. 

Arnold  D.  Welch,  Ph.D.,  M.D.,  Eugene  Hig- 
gins Professor  of  Pharmacology  and  Chairman 
of  Department,  Sterling  Hall  of  Medicine,  Yale 
University  School  of  Medicine. 
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THE  AMERICAN  COLLEGE 
OF  PHYSICIANS 


COURSES  ON  MANAGEMENT 
OF  MASS  CASUALTIES 


Postgraduate  Courses,  Autumn-Winter,  1960-61 

COURSE  NO.  1:  HEMATOLOGY  AND 
RADIOISOTOPES,  The  Ohio  State  University 
College  of  Medicine,  Columbus,  Ohio,  Septem- 
ber 19-23,  1960. 

COURSE  NO.  2:  CANCER  AND  THE  IN- 
TERNIST - 1960  CONCEPTS,  Memorial  Cen- 
ter, Sloan-Kettering  Institute  for  Cancer  Re- 
search, New  York,  N.  Y.,  October  10-14,  1960. 

COURSE  NO.  3:  ELECTROCARDIO- 

GRAPHY, University  of  Utah  College  of  Medi- 
cine, Salt  Lake  City,  Utah,  November  7-11,  1960. 

COURSE  NO.  4:  RECENT  ADVANCES  IN 
DRUG  THERAPY,  University  of  Washington 
School  of  Medicine,  Seattle,  Washington,  Janu- 
ary 9-13,  1961. 

COURSE  NO.  5:  MECHANISMS  OF  DIS- 
EASE, Columbia  University  College  of  Phy- 
sicians and  Surgeons,  Presbyterian  Hospital,  New 
York,  N.  Y.,  January  16-20,  1961. 

COURSE  NO.  6:  SELECTED  TOPICS  IN 
INTERNAL  MEDICINE,  The  University  of 
Oklahoma,  School  of  Medicine  and  University 
Hospitals,  Oklahoma  City,  Oklahoma,  February 
20-24,  1961. 


The  following  spaces  for  civilian  physicians 
for  Management  of  Mass  Casualties  courses  dur- 
ing fiscal  1961  have  been  made  available  to 
the  AMA  Council  on  National  Security  by  the 
Office  of  the  Surgeon  General,  Department  of 
the  Army: 


Installation 
Army  Medical  Service 
School,  Brooke  Army 
Medical  Center,  Fort 
Sam  Houston,  San 
Antonio,  Texas 


Date 


Quota 


Oct.  3-7,  1960  2 

Nov.  5-9,  1960  2 

Jan.  30-Feb.  3,  1961  2 
May  22-26,  1961  2 


Physicians  interested  in  attending  one  of  these 
courses  are  requested  to  write  directly  to  the 
Council  on  National  Security.  Names  and  ad- 
dresses of  physicians  selected  to  attend  any 
course  must  be  furnished  by  the  Council  to  the 
commander  of  the  installation  conducting  the 
course  not  later  than  four  weeks  prior  to  the 
scheduled  course  date. 


AMERICAN  COLLEGE  OF  SURGEONS 

46th  Annual  Clinical  Congress 
October  10-14,  1960 
San  Francisco,  Calif. 


The  1960  revised  edition  of  the  American  Association  of  Blood  Banks’  technical 
manual,  TECHNICAL  METHODS  AND  PROCEDURES,  (108  pages),  is  now 
available.  Published  by  the  AABB,  copies  are  available  from  the  American 
Association  of  Blood  Banks,  Suite  1619,  30  N.  Michigan  Avenue,  Chicago  2, 
Illinois.  Cost  to  members:  1-5  copies,  $4  per  copy;  6 or  more,  $3.50;  non-mem- 
bers, $5. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 

Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 

(Owned  & Directed  by  a Physician-Radiologist) 


W.C.U.  Bldg. 


Harold  Swanberg,  B.S.,  M.D.,  Director 


Quincy,  Illinois 
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111  Acute 
Illness . . . 

NILEVAK 

Can  Speed 
Recovery 

^^Commonly,  negative  nitrogen  balance^  occurs 
during  acute  febrile  illnesses  and  following 
traumatic  events  and  surgical  procedures.”  As 
much  as  300  to  400  Gm.  of  nitrogen^  may  be 
destroyed  daily  in  severe  infections.  Convales- 
cence^  is  delayed  when  negative  nitrogen  bal- 
ance is  large  and  persistent. 

NILEVAR  Builds  Protein,  Speeds  Convales- 
cence to  Complete  Recovery^  ^ “.  . . we  were 
impressed^  with  the  efficacy  of  Nilevar  as  an 
anabolic  agent.  All  of  the  patients  reported  feel- 
ing much  more  vigorous  and  experiencing  an 
increase  in  appetite.  . . .” 

The  actions  of  Nilevar^  in  reversing  a nega- 
tive nitrogen  balance  — and  therefore  a negative 
protein  balance— improving  the  appetite  and  in- 
creasing the  sense  of  well-being  can  be  expected 
to  shorten  the  illness  and  the  convalescence  of 
these  patients. 

An  initial  daily  dosage  of  30  mg.  of  Nilevar 
(brand  of  norethandrolone)  is  suggested.  After 
one  to  two  weeks,  this  dosage  may  be  reduced 
to  10  or  20  mg.  daily  in  accordance  with  the  re- 
sponse of  the  patient.  Continuous  courses  of 
therapy  should  not  exceed  three  months,  but 
may  be  repeated  after  rest  periods  of  one 
month.  Nilevar  is  supplied  as  tablets  of  10  mg., 
drops  of  0.25  mg.  per  drop  and  ampuls  of  25 
mg.  in  1 cc.  of  sesame  oil  with  benzyl  alcohol. 

I.  Eisen,  H.  N.,  and  Tabachnick,  M.:  Protein  Metabolism,  M. 
Clin.  North  America  39:863  (May)  1955.  2.  Jamison,  R.  M.: 
General  Nutritive  Deficiency,  Virginia  M.  Month.  83:67  (Feb.) 
1956.  3.  Goldfarb,  A.  F.;  Napp,  E.  E.;  Stone,  M.  L.;  Zucker- 
man,  M.  B.,  and  Simon,  J.:  The  Anabolic  Effects  of  Norethan- 
drolone, a 19-Nortestosterone  Derivative,  Obst.  & Gynec. 
I?;454  (April)  1958,  4.  Batson,  R.:  Investigator’s  Report,  Feb. 

II,  1956.  5.  Weston,  R.  E.;  Isaacs,  M.  C.;  Rosenblum,  R.; 
Gibbons,  D.  M.,  and  Grossman,  j.:  Metabolic  Effects  of  an 
Anabolic  Steroid,  17-Alpha-Ethyl-17-Hydroxy-Norandrostenone, 
in  Human  Subjects,  J.  Clin.  Invest.  35-.7AA  (June)  1956.  6.  Brown, 
C.  H.;  The  Treatment  of  Acute  and  Chronic  Ulcerative  Colitis, 
Am.  Pract.  & Digest  Treat.  9.-405  (March)  1958. 

G.  D.  SEARLE  & CO. 

CHICAGO  BO,  ILLINOIS 

Research  in  the  Service  of  Medicine 


a new,  improved, 
more  potent  relaxant 
for  anxiety  and  tension 


• effective  in  half  the  dosage  required  with  meprobamate 


EMYLCAMATE 


• a familiar  spectrum  of  antianxiety  and  muscle-relaxant  activity 

• no  new  or  unusual  effects— such  as  ataxia  or  excessive  weight  gain 

• may  be  used  in  full  therapeutic  dosage  even  in  geriatric  or  debilitated  patients 

• no  cumulative  effect 

• simple,  uncomplicated  dosage,  providing  a wide  margin  of  safety  for  office  use 


STRIATRAN  is  indicated  in  anxiety  and  tension,  occurring  alone  or  in 
association  with  a variety  of  clinical  conditions. 

Adult  Dosage:  One  tablet  three  times  daily,  preferably  just  before  meals. 

In  insomnia  due  to  emotional  tension,  an  additional  tablet  at  bedtime  usually 
affords  sufficient  relaxation  to  permit  natural  sleep. 

Supply:  200  mg.  tablets,  coated  pink,  bottles  of  100. 

While  no  absolute  contraindications  have  been  found  for  Striatran  in  full  recommended  dosage, 
the  usual  precautions  and  observations  for  new  drugs  are  advised. 


For  additional  information,  write  Professional  Services. 

Merck  Sharp  & Dohme,  West  Point,  Pa. 

MERCK  SHARP  &,  DOHME,  DtvisiON  of  merck  &.  co„  Inc.,  west  point,  pa. 

STRIATRAN  IS  A TRADEMARK  OF  MERCK  4 CO..  INF. 
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whenever  depression 
complicates  the  picture 


In  many  seemingly  mild  physical  disorders 
an  element  of  depression  plays  an 
insidious  etiologic  or  complicating  role, 

Because  of  its  efficacy  as  an  antidepres- 
sant, coupled  with  its  simplicity  of  usage, 
Tofranil  is  admirably  adapted  to  use  in  the 
home  or  office  in  these  milder  "depression- 
complicated”  Cases. 


Tofranil 

brand  of  imipramine  HCI 


hastens  recovery 


Geigy 


It  is  always  wise  to  recognize  that  depres- 
sion may  bean  underlying  factor. ..that 
Tofranil  may  speed  recovery  in  "hypochon- 
driasis”; in  convalescence  when  recovery 
is  inexplicably  prolonged;  in  chronic  illness 
with  dejection;  in  the  menopausal  patient 
whose  emotional  disturbances  resist 
hormone  therapy;  and  in  many  other  com- 
parable situations  in  which  latent  depres- 
sion may  play  a part. 

Detailed  Literature  Available  on  Request. 

Tofranil®,  brand  of  imipramine  hydrochloride, 
tablets  of  25  mg.  Ampuls  for  intramuscular 
administration,  25  mg.  in  2 cc.  of  solution. 


Geigy,  Ardsley,  New  York 
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The  basic  question  is  whether  we  are  to 
discard  the  system  that  has  brought  us  to 
our  present  level  of  health  care,  and  prom- 
ises much  higher  levels  for  the  future, 
in  favor  of  a regulatory  strait  jacket  that 
stifles  initiative,  bureaucratizes  research, 
and  promises  nothing  for  the  future. 


You  can’t  go  places 
in  a strait  j acket . . . ! 

An  editorial  writer  recently  made  the  interesting  suggestion 
that  the  pharmaceutical  industry  might  have  avoided  much 
of  the  current  public  interest  in  its  affairs  if  they  had  simply 
restricted  themselves  to  making  aspirin  tablets  and  rubbing 
alcohol,  competing  only  by  debating  which  aspirin  dissolves 
faster.  • No  one  has  seriously  suggested  a return  to  the 
“good  old  days”  in  therapeutics,  but  there  are  apparently 
some  who  would  like  to  destroy  the  system  that  has  pro- 
duced for  us  the  finest  medical  care  in  the  history  of  the 
world.  Whether  they  attack  the  freedom  of  the  patient  to 
choose  his  physician,  the  freedom  of  the  physician  in  the 
practice  of  his  profession,  or  the  freedom  of  the  pharma- 
ceutical industry  is  immaterial.  • If  the  desideratum  is  simply 
maintenance  of  the  status  quo  in  health  care,  medicine 
might  well  have  rested  on  its  19th  century  laurels  and  the 


pharmaceutical  industry  on  aspi- 
rin tablets  and  rubbing  alcohol. 


This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  drugs  as  a service  to  the 
medical  profession.  Tor  additional  information, 
please  write  Pharmaceutical  Manufacturers  Asso- 
ciation, 1411  K Street,  N.W.,  Washington  5,  D.  C. 
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In  over  five  years 


Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 


1 

2 


simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 


2 does  not  produce  ataxia,  change  in  appetite  or  libido 

4 

^ does  not  impair  mental  efficiency  or  normal  behavior 


does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  MEPROTABS*  — 400  mg.  unmarked,  coated  tablets;  and 
as  MEPROSPAN®— 400  mg.  and  200  mg.  continuous  release  capsules. 

WALLACE  LABORATORIES  / Cratibiiry,  N.  J. 


•trade-mark 


of  clinical  use... 


...  for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


CH-2400 


Gratifying  relief  fron 


for  your  -patients  with 
"low  back  syndrome’  and 
other  musculoskeletal  disorders 


POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


^Ld^Lirylil^  relief  from  stiffness  and  pain 

in  106 -patient  controlled  study 

(as  reported  in J.A.Ad.A.,  April  30j  1960) 


“Particularly  gratifying  was  the  drug’s  [Soma’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 


Kestler,  O.:  Conservative  Management  of  ''Low  Back  Syndrome” , 

J.A.M.A.  172:  2039  (April  30 ) I960. 

FASTER  IMPROVEMENT— 79%  complete  or  marked 

improvement  in  7 days  (Kestler) 


EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES,  CRANBURY.  NEW  JERSEY 


now-for 
more  comprehensive 

eontrol  of 


muscles,  whiplash  injury  • Trunk  and 

acute  and  chronic  lumbar  strains  and  sprains,  acute  low 

and  traumatic  injury,  compression  fracture,  herniated  intSSi^rtej^ 

muscle  (s)  • Extremities  : acute  hip  injury  with  muscle  spasm,  an^_ 

blow  to  shin  followed  by  muscle  spasm,  bursitis,  spasm  qc  ig 

with  recurrent  spasm,  Pellegrini-Stieda  dise^,  tenosyimvidvwitK  afS 


-pain  due  to 
or  associated  with 
-spasm  of  skeletal  muscle 


a new  muscle  relaxant-analgesic 


ROBAXINJ?  WITH  ASPIRIN 


onditions^,  painfJPni  themselves,  often  give  rise  to  spasm  of  skeletal  muscles. 
XISAL,  the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
sparni  with  marked  success:  In  clinical  studies  on  311  patients,  12  investigators’ 
']|^1rtEd  satisfactory  results  in  86.5%.  Each  Robaxisal  Tablet  contains:  ^ 

relaxant  component  — Robaxin*  — widely  recognized  for  its  prompt,  long-lasting  relief  of 
iinful  skeletal  muscle  spasm,  with  unusual  freedom  from  undesirfrd  side  effects 400  mg. 

'Methocarbamol  Robins.  U.S.  Par.  No.  27706-1‘). 

analgesic  component — aspirin — whose  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
1 which  has  added  value  as  an  anti-inflammatory  and  anti-rheumatic  agent.  . . (5  gr.)  32S  mg. 


[IONS:  RobaxJsal  is  indicated  when  analgesic  as 
3t  action  is  desired  in  the  treatment  of  skeletal 
and  sexerc  concurrent  pain.  Typical  condi- 
are  disorders  of  the  back,  whiplash  and  other  trau- 
: injorie%  iqyositis,  and  pain  and  spasm  associated  with 


SUPPLY:  Robaxisal  Tablets  (plnk-and-white,  laminated) 
in  bottles  of  100  and  500. 

Also  available:  Robaxin  Injectable,  1.0  Gm.  in  10-cc.  am- 
pul. Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of 
50  and  500. 


Qes  of  Robins  Co.,  Inc.,  from:  J.  Allen,  Madison,  Wise.,  B.  Billow,  New  York,  N.  Y.,  B.  Decker,  Richmond,  V» 

^ Ga'.,  R.  B.  Gordon,  New  York,  N.  Y.,  J.  E.  Holmblad.  Schenectady,  N.  Y..  L.  tec-y.  New  York.  N.  Y.,  N.  LoBuc 
!,  Nachniait,  Richmond,  Va.,  A.  Poindexter,  Los  Angeles,  Cal.,  E.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong,  Fairfield,  la 


dditional  iniormation  available  uton  reauestd^ 


gbinsj  A.  H.  ROBJNS.CO.,  INC.,  Richmond  20,  Virginia 


jnfftoday’^medicme^wTtHmitegnty^^^king  tomorrow’s  with  persistence 
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AU  OVER  AMERICA! 

KENTwiththeMICRONITEFILe 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


than  any  other  cigarette!* 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micron! te  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


Results  of  a continuing  study  of  cigarette  preferences,  conducted  by  O'Brien  Sherwood  Associates,  N.Y..  N.Y. 

A PRODUCT  OF  P LORIUARO  COMPANY  FtRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH  O IMa.F.lOBUAtDCO. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


(FORTIFIED  TRIPLE  STRENGTH) 

Buffered  to  control  a normal  vaginal  pH. 
The  new,  improved  P.A.F.  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  liquifies  ^•iscus 
mucus  on  vaginal  mucosa,  releasing  accunm- 
latcd  dehris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 


G.  M.  Case  Laboratories 
San  Diego,  California 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 


LIVING  PROOF  OF  FETAL  SALVAGE  VFITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improved  Progcstational  Therapy 


Garden  City,  N.  Y. 


Lincolnwood,  111. 


Roselle,  III. 


Skokie,  111. 


Denver,  Colo. 


Denver,  Colo. 


No.  Massapequa,  L.  I.,  N.  Y. 


Seaford,  N.  Y. 


Hartford,  Conn. 


East  Williston,  N.  Y. 


Norwich,  Vt. 


DELALUTIN  offers  these  advantages  over  other  progestational  agents 

• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fetver  injections  required  • low  viscosity  makes  administration  easy 


Supply : 


Complete  information  on  administration  and  dosage  is  stipplicd  in  the  package  insert 


Vials  of  2 and  10  ct.,  eath  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 
Also  available : DELALUTIN  2X  in  5 ct.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  taslor  oil,  preserved  with  benzyl  alcohol. 


Sqijibb 


Squibb  Qiiality  — The  Priceless  Ingredient 

'DELALUTIN'®  IS  A SQUIBB  TRAOCMAKK 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAYAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 

Dose : 1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
ag’e  circular  and  material  in  vial  can  be  examined 
without  damaging:  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohrne,  West  Point,  Pa. 

TETHAVAX  IS  A TRADEMARK  OP  MERCK  A CO,,  INOi 

MERCK  SHARP  & DOHME,  division  of  merck  & co..  inc..  Philadelphia  i,  pa. 
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full  200-ma  with 


your  Patrician 


combination 


Don’t  settle  for 
''slow-power”  x-ray 


get 


When  anatomical  motion  threatens  to  blur  ra- 
diographs, the  200-ma  Patrician  can  answer 
with  extreme  exposure  speed,  twice  that  of  any 
100-ma  installation.  Film  images  show  im- 
proved diagnostic  readability  . . . retakes  are 
fewer.  And  you’ll  find  the  G-E  Patrician  is  like 
this  in  everything  for  radiography  and  fluoro- 
scopy: built  right,  priced  sensibly,  uncompro- 
mising in  assuring  you  all  basic  professional 
advantages.  Full-size  81"  table  . . . independ- 
ent tubestand  . . . shutter  limiting  device  . . . 
automatic  tube  protection  . . . counterbalanced 
fluoroscope,  x-ray  tube  and  Bucky  . , . full- 
wave  x-ray  output. 

You  also  can  rent  the  Patrician- 

through  G-E  Maxiservice®  x-ray  rental  plan. 
Gives  you  the  complete  x-ray  unit,  plus  main- 
tenance, parts,  tubes,  insurance,  local  taxes  — 
everything — for  one,  uniform  monthly  fee.  Get 
details  from  your  local  G-E  x-ray  representa- 
tive listed  below. 


Tigress  k Our  Most  Important  J^duet 


GENERAL 


ELECTRIC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 


r.-  ^ ^ 

'‘1  »*■  ‘ ' 
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Trancopal 

relieves  pain  and  spasm 


associated  with  torticollis. 


In  a recent  study  by  Ganz,  Trancopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 
with  torticollis.^  ‘The  patients  helped  by  the  drug,”  states 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  15 
patients  with  chronic  torticollis  treated  with  Trancopa 
improvement  was  excellent  to  good.  . . Trancopal  is  the  mosi 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available.”^ 


Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Trancopal.® 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Trancopal  to  be  the  most  effective  drug.® 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S,  Pal.  Off.  4716 


1.  Ganz,  S.  E.:  J.  India,’ 
52:1134,  July,  1959.  2.  Kearn'.  I 
Current  Therap.  Res.  2 : llE  1 
1960.  3.  Lichtman,  A.  L.: 
Acad.  Gen.  Pract.  J.  4:28,  I 


Clinical  results  with  TrailCOpal* 


ju  ; : ' ■ ■ ■ 

Excellent 

Good 

Fair 

Poor 

Total 

dW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome”"" 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— 

— 

3 

ECK  SYNDROMES 

Whiplash  Injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

THER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

22 

Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

9 

ENSION  STATES 

18 

2 

4 

3 

27 

OTALS 

112 

70 

23 

15 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

♦Over* reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New'^e  * 


pV.  Y. 


MUrray  1-2301 


SYcamore  5-9901 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
/located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P,  STEPHEN  SMITH  III,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D. 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  MS.,  Psychology 


i S051  North  34th  Street,  Phoenix,  Arizona 
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WAY  IAN  D 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


No  more  late  billing... 


‘ndTrsS’ 

ISCOTTI 

RGMAN 


All-Electric  machine  makes  itemized  statement 


in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  rhe  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *SuggesteJ  rtlail price. 


The  teffhi  THERMO-FAX  and  SECRETARY  are  (fade- 
marks o(  Minnesota  Minins  & Mis.  Co.,  St  Paul 6,  Minn. 
General  tiport:  99  Park  Avenue,  New  York  16,  N,  Y, 
In  Canada;  P.  0,  Boa  7S7.  London,  Ont. 


HUGHESCALIHAN 


COKPORATION 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  -Sunnyslope 
Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale  > Wickenburg 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

“The  '}i-aHklih 
HeAftital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A. II. A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


2608  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 
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preventable  tragedy: 

permanent  pitting  and  scarring  in  acne 


for  effective  control  of  the  pyogMic  organisms 
often  responsible  for  permanent  pitted  and  hypertrophic  scars' 


U.  S.  PAT.  NO.  2,791, &09 


The  Original  Tetracycline  Phosphate  Complex 

broad  spectrum  efficacy  with  unmatched  record  of  safety  and  tolerance 


Supply:  TETREX  Capsules— tetracycline  phosphate 
complex  — each  equivalent  to  250  mg.  tetracycline 
HCI  activity.  Bottles  of  16  and  100.  Capsules— 100 
mg.— bottles  of  25  and  100.  Information  on  conven- 
ient dosage  schedule  available  on  request 

1.  Rein,  C.  R.,  and  Fleischmajer,  R.:  The  efficacy  of  tetra- 
cycline phosphate  complex  (TETREX)  in  dermatological 
therapy.  Antibiotic  Med.  &.  Clin.  Ther.  4:422  (July)  1957. 


BRISTOL  LABORATORIES 
SYRACUSE,  NEW  YORK 


“I  wouldn’t  be  hooting 
all  night  if  I were  able 
to  get  my  beak  on  some 

TRIAMINIC® 

to  clear  up  my 
stuffed  sinuses.” 


\ 


. . . and  for  humans 
with  STUFFED-UP 

SINUSES... 


Your  patient  with  sinus  congestion  doesn’t  give  a hoot  about  anything 
but  prompt  relief.  And  TRIAMINIC  has  a pharmacologically  balanced 
formula  designed  to  give  him  just  that.  As  soon  as  he  swallows  the 
tablet,  the  medication  is  transported  systemically  to  all  nasal  and 
paranasal  membranes  — reaching  inaccessible  sinus  cavities  where 
drops  and  sprays  can  never  penetrate.  TRIAMINIC  thereby  brings 
more  complete,  more  effective  relief  without  hazards  of  topical  ther- 
apy, such  as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop 
addiction.” 


Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then—  the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

Vs  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

Vi  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vs  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC" 


timed-release  tablets,  jiivelets,  and  syrup 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists; 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 


Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 


Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 


JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 


Doctor's  PEGBOARD  RECEIVABLE  SYSTEM 

CUTS  COSTS  BY  50%  OR  MORE 

(1)  Statement  —Receipt  and/or  Statement 

(2)  Patient  Ledger 

(3)  Record  of  Charges  & 

Receipts 

OPERATION  OF  THE  DOCTOR'S  PEGBOARD  RECEIVABLE 
SYSTEM 

The  basis  of  pegboard  accounting  is  the  adaptation  of 
proven  accounting  machine  principles  to  a hand  posted 
system  or  manual  system.  By  setting  up  the  report  of 
charges  & receipts,  patients  ledger  and  statement-receipt 
on  the  collated  writing  board,  we  accomplish  the  posting 
of  all  three  essential  accounts  receivable  records  by  simply 
filling  out  the  receipt  by  the  use  of  one  time  carbon.  The 
system  is  so  easy  and  trouble  free  to  operate,  that  the 
receptionist  can  easily  keep  her  records  current  and  still 
maintain  her  other  duties. 

CALL  FOR  TRAINED  REPRESENTATIVE 

Alpine  8-1609 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2466 
604  N.  4lh  Avenue 
TUCSON,  ARIZONA 


PRINTING  - LITHOGRAPHY  - ROTARY 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Daniel  R.  Nenad,  D.S.C. 

Samuel  Mason,  Pod.  D. 

40  E.  Thomas  Rd.  - CR  9-4161 

205  E.  Camelback  Road.  - AM  5-7510 

461  W.  Catalina  Dr.  - AM  6-1009 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

Irwin  D.  Shapiro,  Pod.D. 

A.  Stern,  D.S.C. 

753  E.  McDowell  Rd.  - AL  4-4414 

40  E.  Thomas  Rd.  — CR  9-4161 

TUCSON 

17  S.  1st  St.  - AL  3-2231 

Felton  O.  Gamble,  D.S.C. 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

1888  N.  Country  Club  Rd.  — EA  6-3212 

318  E.  Congress  St.  — MA  3-9151 

2629  E.  Broadway  — EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badger,  D.S.C. 

2004  N.  Campbell 

— EA  6-6077  Lowell,  Arizona  — 

HE  2-3361 
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LOIS  GRUNOW  MEMORIAL  BUILDING 


McDowell  at  tenth  street 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B,  Helme,  M.D. 


PHOENIX,  ARIZONA 

OPTHALMOLOGY 

John  S.  Aiello,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

H.  C.  Williams,  iM.D.,  F.A.C.S. 

David  C.  James,  M.D. 

INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 

C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

Win.  J.  Beckmeyer,  M.D. 

CARDIOVASCULAR 

MEDICINE 

Thurl  E.  Andrews,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D.,  F.A.C.S. 


PSYCHIATRY  and  NEUROLOGY  GENERAL  DENTISTRY 

Maier  I.  Tuchler,  M.D.  Ceorge  F.  Busch,  D.D.S. 

LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 

"The  construction  of  an  addition  to  the  Lois  Grunow  Memorial  Building  will  be  completed  on 
or  about  August  15  and  space  will  then  be  available  both  in  the  present  building  and  in  the  new 
addition.  Limited  space  presently  available  in  the  building." 
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KYNEX 

Sulfamethoxypyridazine  Lederle 

OUTSTANDING  1-DOSE-A-DAY  SULIA 


Rapid  peak  attainment  in  1 to  2 hours*’  ^ . approximately  one-half  the  time  of  other 
single-daily  dose  sulfas.^  High  free  levels— as  much  as  95  per  cent  of  circulating  levels 
remaining  in  fully  active  unconjugated  forms.^  Extremely  low  2.7  per  cent  incidence  of 
side  effects  in  toxicity  studies  on  223  patients.^  Includes  total  reactions  (subjective  and 
objective) , all  temporary  and  rapidly  reversed.  No  crystalluria  reported. 


KYNEX  TABLETS,  0.5  Gm.,  bottles  of  24  and  100.  Dosage:  Adults,  0.5 
Gm.  (1  tablet)  daily  following  an  initial  first  day  dose  of  1 Gm.  (2  tablets). 
KYNEX  ACETYL  PEDIATRIC  SUSPENSION,  cherry-flavored,  250  mg. 
sulfamethoxypyridazine  activity  pertsp.  (5  cc.).  Bottles  of  4 and  16  fl.  oz. 
New  KYNEX  ACETYL  PEDIATRIC  DROPS,  cherry-flavored,  125  mg. 
sulfamethoxypyridazine  activity  per  cc.  In  10  cc.  squeeze  bottle. 

New  for  acute  G.  U.  infection  AZO  KYNEX  TABLETS  (for  q.  i.  d.  dos- 
age), 125  mg.,  KYNEX  Sulfamethoxypyridazine  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core. 


Precautions:  Usual  sulfonamide  precautions  apply. 

1.  Roger,  W.  P. ; Strickland,  C.  S.,  and  Gylfe,  J.  M. : Anti- 
biotic Med.  & Clin.  Then.  3:378  (Nov.)  195G.  2.  Roger,  W.  P. : 
In:  Antibiotics  Annual  1958-1969,  New  York,  Medical  Encyclo- 
pedia, Inc.,  1959,  p.  48.  3.  Sheth,  U.  K.  ; Kulkarni,  B.  S.,  and 
Kamath,  P.  G.  : Antibiotic  Med.  & Clin.  Then.  5:604  (Oct.)  1958. 
4.  Anderson,  P.  C.,  and  Wissinger,  H.  A. : U.  S.  Armed  Forces 
M.  J.  10:1051  (Sept.)  1959. 


'-EDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Vol  17,  No.  9 


Arizona  Medicine 


69A 


in  common  | 

I 

Gram-positive  j 
infections 

I 

due  to  j 
susceptible  | 
organisms  I 


YOU  CAN 
COUNT  ON 


(triacetyloleandomycin) 


1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show*. 

94.3%  effectiveness  in  respiratory  infections  (617  cases 
including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho -pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (900 
cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 

cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  includ- 
ing fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 


even 
in  many 
resistant 
Staph% 


95.6%  of  1,928  cases  free  of  side  effects -in  the  remain- 
ing 4.4%,  reactions  were  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

^In  884  of  1,928  cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose— 250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY;  TAO  CAPSULES-250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION -125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS— 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS  — 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TA0®-AC  (Tao,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfas)  — tablets,  bottles  of  60.  Oral  Suspension— 60  cc.  bottles. 

For  nutritional  support  VITERR  A® Vitamins  and  Minerals 

Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being”*^ 
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' LABORATORIES 


THE  DIAGNOSTIC  UBORATORT 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedicai  Centef  OC-^aif  and  Clinical  Jiaht-at^Hf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pfc^es^hnal  OC-^aif  and  Clinical  d^ahtaUt^ 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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LABORATORIES 


RADIOLOGY 


Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

James  R.  Matheson,  M.D. 

Frank  S.  Tolone,  M.D. 

Diplomate 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

Radiology 

ALpine 

3-4131 

NORTH  CENTRAL  MEDICAL 
LABORATORY 

2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 


PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 


MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

• Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 

Phones;  MA  4-1562  - MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

« Excellent  Food  • State  Licensed 


802  N.  7th  St. 


Phoenix,  Arizona 
Telephone  AL  3-2592 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 


At  Your  Service  24  Hours  Daily 


Katharine  Schmid 


Chari  es  Schmid 


3029  E,  2nd  St. 


"EastaFjlished  1932" 


Tucson,  Arizona 
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PHYSICIANS’ 


SURGERY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 
31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


DIRECTORY 


OBSTETRICS  & GYNECOLOGY 

ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

110  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone:  PRospect  4-4611 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

A L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 
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EYE,  EAR,  NOSE  and  THROAT 


ORTHOPEDIC  SURGERY 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

461  W.  Catalina  Dr.  Suite  321 

CR  7-8782  — Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office;  AL  2-0379  — Phoenix,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd  Phone  EA  5-2605 

Tucson,  Arizona 

CLINIC  DIRECTORY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.  — Alvin  L.  Swenson,  M.D. 

Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D. 

T.  H.  Taber,  Jr.,  M.D. 

Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — Phoenix,  Arizona  — CR  7-621 1 
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Ames  Company  Inside  Back  Cover 

Ayerst  Laboratories  31A 

Breon,  Geo.  A.  & Co 18A 

Bristol  Laboratories  17 A,  36 A,  64A 

Burroughs-Wellcome  Company  18A 

Butler  Rest  Home  71 A 

Camelback  Hospital  5A 

Camelback  Professional  Building  62A 

Case,  G.  M.,  Laboratories,  Inc 55A 

Ciba  Pharmaceutical  Co lOA 

Coca-Cola  Company 55A 

Endo  Laboratories  20A 

Franklin  Hospital  63A 

Geigy  Laboratories  14A,  46A 

General  Electric  Co.  — X-ray  Dept 58A 

Glenbrook  Laboratories  16A 

Grunow,  Lois,  Memorial  Clinic  67A 

Hillcrest  Medical  Center  71 A 

Hobby  Horse  Ranch  School  66A 

Hughes-Calihan  Company  63A 

Las  Encinas  Sanatorium  62A 

Lederle  Laboratories 12A,  13A,  512,  513,  68A 

Lilly,  Eli  & Co Front  Cover,  38A 

Loftin’s  Business  Forms  66A 


Lorillard,  P.  & Co 54A 
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Ryan  Evans  Drugs  63A 
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Searle,  G.  D.,  & Co 43A 

Smith  Dorsey  Company 25A,  34A,  37A,  65A 

Smith,  Kline  & French  Labs Back  Cover 

Squibb,  E.  R.  & Sons  Co 15A,  22A,  33A,  56A 

Testagar  Company,  Inc 537 

Wallace  Laboratories.  . . .35A,  48A,  49A,  50A,  51A 

Wayland  Drugs  63A 

Wesson  Oil  & Snowdrift  Sales  Co 26A,  27A 

Winthrop  Laboratories.  ... 6A,  23A,  59A,  60A,  61A 


PHARMACY  DIRECTORY 


tScottsJale  call 
Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
SCOTTSDALE,  ARIZONA 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 


Your  Prescription  Store  ^ 

DIERDORF  PHARMACY  J 

Phone  BR  5-5212  1' 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf  ^ 

^ m 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


^ WHAT 
LABORATORY 
PROCEDURES 
ARE  INDICATED  II 
DIABETICS  WITH 
URINARY  TRACT 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar  — as  shown  by  frequent  urine-sugar  tests  — for  successful  therapy. 

Source:  Harrison,  T.  R.,  el  al.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria . . . 

color-calibrated 


Reagent  Tablets 


the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 


‘‘urine-sugar  profile"  With  the  new  Graphic  Analysis  Record  included  in 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to 
orange  spectrum 


guard  against  ketoacidosis 
...test  for  ketonuria 
for  patient  and  physician  use 


ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

ACETEST®  KETOSTIX* 

Reagent  Tahtels  Reaf'ent  Strips 


the  Clinitest 
be  recorded  to 

64460 

AMES 

COMPANY,  INC 
Elkhort  • Indiana 
Toronto  • Canodo 


advantages  you  can  expect  to  see  with 


Stelazine" 

brand  of  trifluoperazine 


• Prompt  control  of  the  underlying  anxiety.  Beneficial  effects  are  often  seen  within  24-48  hours. 

• Amelioration  of  somatic  symptoms.  Marx^  reported  from  his  study  of  43  office  patients  that 
‘Stelazine’  “appeared  to  be  effective  for  patients  whose  anxiety  was  associated  with  organic— as 
well  as  functional  disorders.” 


• Freedom  from  lethargy  and  drowsiness.  Winkelman^  observed  that  ‘Stelazine’  “produces  a 
state  approaching  ataraxia  without  sedation  which  is  unattainable  with  currently  available  neuro- 
leptic agents;  its  freedom  from  lethargy  and  drowsiness  makes  [‘Stelazine’]  extremely  well  accepted 
by  patients.” 

Optimal  dosage:  2-4  mg.  daily.  Available  as  1 mg.  and  2 mg.  tablets,  in  bottles  of  50  and  500. 


N.B.:  For  furtlier  information  on  dosage,  side  effects,  cautions  and  contraindications,  sec  available  comprehensive 
literature.  Physicians’  Desk  Reference,  or  your  S.K.F.  representative.  Full  information  is  also  on  file  with  your  pharmacist. 


1 , Marx,  I'.J.,  in  Trifluoperazine:  Further  Clinical  and  Laboratory  Studies,  Philadelphia,  Lea  & Febigcr,  1959,  P-  89. 

2.  Winkclman,  N.W.,  Jr.:  ibid.,  p.  78. 
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now 

Pulvules® 

ilosonei 


® 


. . . in  a more  acid-stable  form  ...  for  greater  therapeutic  activity 


more  antibiotic  available  for  absorption 
new  prescribing  convenience 
same  unsurpassed  safety 


Puivules  * Suspension  - Drops 

Ilosone'®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A.  Li 





Ine  businessman  has  epilepsy...  even  his  colleagues 
need  not  know- if  his  seizures  are  adequately  controlled 

With  proper  medication,  epileptics  may  achieve  success  in  a wide  variety  of  professions.^ 

for  improved  seizure  control 

® SODIUM  KAPSEALS®  outstandingly  effective  in  grand  mol  and  psychomotor  seiz- 
ures: “DILANTIN  is  an  effective  anticonvulsant  which  is  useftil  in  controlling 
epileptic  attacks  of  any  type  tvith  the  exception  of  idiopathic  petit  mal.”^  "It 
[DILANTIN]  is  one  of  the  feiv  useftil  anticonvulsants  in  tvhich  oversedation  is  not  a common  problem  when 
full  therapeutic  doses  are  employed.”^  dilantin  sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  avail- 
able in  several  forms,  including  Kapseals  of  0.03  Gm.  and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

Other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  mol  and  psychomotor  seizures:  PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit  mal  triad:  milontin®  Kapseals  (phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per  U cc.,  16-ounce  bottles 
.CELONTIN®  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
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LITERATURE  SUPPLYING  DETAILS  OF  DOSAGE  AND  ADMINISTRATION  AVAILABLE  ON  REQUEST. 
(1)  Abraham,  W.,  in  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  Williams  & Wilkins  Company, 
1956,  p.  132.  (2)  Crawley,  J.  W:  M.  Clin.  North  America  42:317  (March)  1958.  (3)  Bray,  P.  F.:  Pediatrics  23:151, 1959. 

I PARKE,  DAVIS  & COMPANY 

PARKE-DAVIS  r.  . 

j Detroit  32,  Michigan  27660 
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of  Camelback  Hospital 
is  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

The  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


|__ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 
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SAUNDERS  BOOKS 


New  {I2th)  Edition! — Thoroughly  Revised  and  Up-to-Date 

Greenhill-Obstetrics 


This  beautifully  illustrated  volume,  in  a completely  re- 
vised edition,  covers  virtually  every  aspect  of  obstetrics 
from  nutritional  counseling  of  the  mother  in  early  stages 
of  pregnancy  to  pathology  of  the  netvborn.  Dr.  Green- 
hill  and  his  collaborators  fully  explain  the  mechanisms 
of  labor  plus  step-by-step  procedures  in  delivery.  Effec- 
tive care  at  every  stage  is  detailed — immediate  treatment 
of  unexpected  difficulties;  prevention  of  accident  and  in- 
fection; relief  of  discomfort;  management  of  various 
disease  states  concurrent  with  pregnancy.  Complications 


and  pitfalls  are  well  outlined.  The  authors  bring  you  fuller 
understanding  of  such  topics  as:  Antepartum  Care — tox- 
emias of  Pregnancy — Abortion — Multiple  Pregnancy — 
Effects  of  Labor  on  the  Child — Breech  Extraction — Etc. 

From  the  Original  Text  by  Joseph  B.  DeLee,  M.D.  By  J.  P.  GREEN- 
HILL,  M.D.,  Senior  Attending  Obstetrician  and  Gynecologist,  The 
Michael  Reese  Hospital;  Obstetrician  and  Gynecologist,  Associate 
Staff,  The  Chicago  Lying-In  Hospital;  Attending  Gynecologist,  Cook 
County  Hospital;  Professor  of  Gynecology,  Cook  County  Graduate 
School  of  Medicine.  With  the  Assistance  of  23  Eminent  Collaborators. 
1098  pages,  7"xl0",  with  1219  illustrations  on  903  figures,  119  in 
color.  517.00.  New  (12th)  Edition! 


A New  Book! — Useful  Techniques  for  Interpreting  Chest  Roentgenograms 

Felson- Fundamentals  of  Chest  Roentgenology 


This  practical  text  presents  a clear  introduction  to  x-ray 
diagnosis  by  demonstrating  many  useful  techniques  for 
interpreting  chest  films.  It  deals  primarily  with  funda- 
mentals and  considers  specific  disease  entities  only  for 
the  purpose  of  illustrating  the  principles  discussed. 
Many  beautifully  reproduced  roentgenograms  augment 
and  illuminate  the  text  discussions.  An  extensive  series 
of  films  of  normal  chests  shows  minor  deviations  from 
the  normal  picture  and  explains  which  can  be  safely  ig- 
nored. In  addition.  Dr.  Felson  includes  a separate  chap- 
ter on  special  roentgen  signs  which  have  important 


diagnostic  implications.  Here  you  will  find  The  Pul- 
monary Meniscus  Sign,  The  Double  Lesion  Sign,  The 
Notch  Sign,  The  Butter ffy  Shadoiv ,T he  Sail  Shadoiv  of  the 
Thymus,  etc.  The  principles  outlined  here. can  be  effec- 
tively applied  to  evaluation  of  films  of  other  body  areas. 

By  Benjamin  Felson,  M.D.,  Professor  and  Director,  Department 
of  Radiology,  University  of  Cincinnati  College  of  Medicine;  Director, 
Department  of  Radiology,  Cincinnati  General,  Children's,  Daniel 
Drake,  Dunham,  Christian  R.  Holmes,  and  Longview  Hospitals; 
Special  Consultant,  U.  S.  Public  Health  Service;  Consultant  to  the 
Dayton  and  Cincinnati  'Veterans  Administration  Hospitals.  301 
pages,  6'/^"xl0",  with  450  illustrations  on  238  figures.  About 
Ill.OO.  New — Just  Ready! 


A New  Book! — M.anagement  of  Today’s  Industrial  Accidents  and  Hazards 

Johnstone  & Miller-Occupational  Diseases  & Industrial  Medicine 


With  increased  exposure  of  the  public  to  toxic  materi- 
als, more  physicians  are  confronted  with  situations 
closely  related  to  the  practice  of  industrial  medicine. 
This  useful  volume  compiles  all  the  known  information 
about  occupational  disorders — their  prevention,  diag- 
nosis and  management.  The  authors  illuminate  the  full 
spectrum  of  the  field  from  Scope  and  Elements  of  Indus- 
trial Medical  Practice  to  Diagnosis  of  Occupational  Dis- 
eases. The  major  part  of  the  book  is  devoted  to  clear, 
concise  descriptions  of  the  occupational  diseases,  utiliz- 
ing the  clinical  approach  throughout.  Organization  log- 


ically progresses  from  etiology,  signs  and  symptoms, 
treatment,  estimation  of  permanent  and  temporary  disa- 
bility. Treatment  is  well  outlined.  Among  the  injurious 
agents  covered,  you’ll  find  Noxious  Gases,  Resins  and 
Plastics,  Pesticides,  Ionizing  Radiations,  etc. 

By  Rutherford  T.  Johnstone,  M.  D,,  Consultant  in  Industrial 
Medicine,  Clinical  Professor  of  Preventive  Medicine  and  Public  Health 
and  Clinical  Professor  of  Medicine,  University  of  California  at  Los 
Angeles;  and  SEWARD  E.  MILLER,  M.D.,  Director,  Institute  of  Indus- 
trial Health,  Professor  of  Medicine,  Medical  School.  Professor  of  In- 
dustrial Health,  School  of  Public  Health,  University  of  Michigan, 
Ann  Arbor.  482  pages,  614 "x9%",  illustrated.  About  $11.50 

New — Just  Ready! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY  | 

West  Washington  Square  Philadelphia  5 | 

Please  send  and  charge  my  account;  j 

□ Greenhill’s  Obstetrics,  $17.00.  . 

□ Felson’s  Fundamentals  of  Chest  Roentgenology,  about  $1 1.00. 

□ Johnstone  & Miller’s  Occupational  Diseases  and  Industrial  Medicine,  about  $ 1 1.50.  I 

Name ^ — — I 

Address . _ 


CUNICAL  REMISSION 

IK  A'PMBLEiriUlIMIIIIC 

In  “escaping”  rheumatoid  arthritis.  After  gradually  “escaping"  the  ther- 
apeutic effects  of  other  steroids,  a 52-year-old  accountant  with  ar- 
thritis for  five  years  was  started  on  Decadron,  1 mg. /day.  Ten  months 
later,  still  on  the  same  dosage  of  Decadron,  weight  remains  constant, 
she  has  lost  no  time  from  work,  and  has  had  no  untoward  effects.  She 
is  in  clinical  remission.* 

New  convenient  b.i.d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 


Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator's  report  to  Merck  Sharp  & Dohme. 


Decadron 


Dexamethasone 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


SE)  MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  INC.,  West  Point,  Pa, 
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PROFESSIONAL  COMMITTEE:  John  R.  Schwartzman,  M.D., 
Chairman  (Tucson);  Otto  L.  Bendheim,  M.D.,  Sub-committee 
on  Mental  Diseases  (Phoenix);  Orin  J.  Farness,  M.D.,  Sub- 
committee on  General  Medicine  (Tucson);  Ray  Fife,  M.D., 
Sub-committee  on  Crippled  Children  and  Rehabilitation 
(Phoenix);  Samuel  J.  Grauman,  M.D.,  Sub-committee  on 

Aging  (Tucson);  Richard  B.  Johns,  M.D.,  Sub-committee 
on  Maternal  and  Child  Health  (Phoenix);  Howard  W.  Kim- 
ball, M.D.,  Sub-committee  on  Civil  Defense  and  Safety 
(Phoenix);  Robert  B.  Leonard,  M.D.,  Sub-committee  on 

Cancer  and  Medical  Education  (Phoenix);  Blair  W.  Saylor, 
M.D.,  Sub-committee  on  Hospitals  and  Nursing  (Tucson); 
Paul  J.  Slosser,  M.D.,  Sub-committee  on  Venereal  Disease 
and  Medical  Education  (Yuma);  Thomas  H.  Taber,  Jr.,  M.D., 
Sub-committee  on  Rehabilitation  and  Industrial  Health 

(Phoenix);  Lowell  C.  Wormley,  M.D.,  Sub-committee  on 

General  Medicine  (Phoenix). 

PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.,  Sub-committee 
on  Woman’s  Auxiliary  (Prescott);  Max  Costin,  M.D.,  Sub- 
committee on  Nruses  (Tucson);  Robert  H.  Cummings,  M.D., 
Sub-committee  on  Allied  Professions  (Phoenix);  Ben  P.  Fris- 
sell,  M.D.,  Sub-committee  on  Public  Health  and  Schools 
(Phoenix);  William  G.  Payne,  M.D.,  Sub-committee  on 
Governmental  Medical  Staffs  (Tempe);  Lavern  D.  Sprague, 
M.D.,  Sub-committee  on  Association  of  Physicians  and  Sur- 
geons (Tucson);  Albert  G.  Wagner,  M.D.,  Sub-committee  on 
Careers  and  Arizona  AMEF  (Phoenix);  Roy  O.  Young,  M.D., 
(Flagstaff). 

PUBLIC  RELATIONS  COMMITTEE:  Roy  O.  Young,  M.D., 
Chairman  (Flagstaff);  Howard  W.  Finke,  M.D.  (Superior); 
Walter  T.  Hileman,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Clarence  H.  Kuhlman.  M.D.  (Tucson);  W.  R. 
Manning,  M.D.  (Tucson);  Deward  G.  Moody,  M.D.  (Nogales); 
Roland  F.  Schoen,  M.D.  (Casa  Grande);  Leo  L.  Tuveson, 
M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
Green,  M.D.  (Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  Leslie  B.  Smith.  M.D., 
Chairman  (Phoenix);  James  E.  Brady,  M.D.  (Tucson);  Richard 

E.  H.  Ehrisberg,  M.D.  (Phoenix);  Richard  O.  Flynn,  M.D. 
(Tempe);  Fred  L.  Goff,  M.D.  (Douglas);  David  G.  James, 
M.D.  (Phoenix);  Richard  B.  Johns,  M.D.  (Phoenix);  William 
H.  Lyle,  M.D.  (Yuma);  Darwin  W.  Neubauer,  M.D.  (Tuc- 
son); Walter  M.  O’Brien,  M.D.  (Globe);  Roland  F.  Schoen, 
M.D.  (Casa  Grande);  John  R.  Schwartzmarm,  M.D.  (Tucson); 
Clarence  E.  Yount,  Jr.,  M.D.  (Prescott). 
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OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION,  1960-61 

President  Mrs.  Robert  H.  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

President-Elect  Mrs.  Ian  Chesser 

414  N.  Country  Club,  Tucson 

1st  Vice-President  Mrs.  Frederick  Knight 

618  Central  Avenue,  Salford 

2nd  Vice-President  Mrs.  John  Currin 

no  W.  Birch  Avenue,  Flagstaff 

Treasurer  Mrs.  Herbert  Welsh 

3337  East  Terra  Alta,  Tucson 

Recording  Secretary  Mrs.  George  Leih 

4536  N.  9th  Avenue,  Phoenix 

Corresponding  Secretary  Mrs.  Clare  W.  Johnson 

305  East  Tuckey  Lane,  Phoenix 

Director  (1  year)  Mrs.  Hiram  Cochran 

35  Camino  Espanol,  Tucson 

Director  (1  year)  Mrs.  Theodore  Harper 

175  South  Third  Street,  Globe 

Director  (2  years)  Mrs.  Robert  S.  Keller 

626  Sixth  Ave.,  Safford 


STATE  COMMITTEE  CHAIRMEN,  1960-61 


Bulletin  Mrs.  Paul  Slosser 

701  8th  Avenue,  Yuma 

Chaplain  Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

Civil  Defense  Mrs.  Stanford  Farnswortli 

4125  N.  Jokake  Drive,  Phoenix 


114  S.  Miller,  Mesa 

Finance  Mrs.  Robert  Gullen 

5003  N.  22nd  Street,  Phoenix 

Historian  Mrs.  Melvin  Phillips 

829  Flora  Street,  Prescott 

Legislation  Mrs.  Everett  Dean 

310  W.  State,  Phoenix 

Medical  Education  Fund  Mrs.  H.  R.  Estes 

6911  Soyaluna  Place,  Tucson 

Mental  Health  Mrs.  L.  L.  Stolfa 

204  E.  Pomona,  Phoenix 

Newsletter  Mrs.  John  T.  Clymer 

201  W.  Flynn  Lane,  Phoenix 

Nominating  Mrs.  Hiram  Cochran 

35  Camino  Espanol,  Tucson 

Health  Careers  Mrs.  Howard  Purcell 

100  E.  Ocotillo,  Phoenix 

Parliamentarian  Mrs.  John  Eisenbeiss 

99  W.  Northview,  Phoenix 

Publicity  Mrs.  Roy  Y'oung 

Box  1058,  Flagstaff 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Avenue,  Phoenix 

Safety Mrs.  Max  Costin 


2648  E.  4th  Street,  Tucson 

Student  Nurse  Loan  Fund Mrs.  Juan  Fonseca 

250.5  Indian  Ridge,  Tucson 


COUNTY  PRESIDENTS  AND  OFFICERS,  1960-61 


President  . . . 
Vice-President 
Secretary  . . . 
Treasurer  . . . 


COCONINO  COUNTY 

Mrs.  John  Kahle 

2412  N.  Talkington,  Flagstaff 

Mrs.  James  Wenzel 

2143  N.  Navajo  Dr.,  Flagstaff 

Mrs.  John  Caskey 

2725  E.  Lakin,  Flagstaff 

Mrs.  Garland  Wood 

Flagstaff  Hospital,  Flagstaff 


GILA  COUNTY 

President  Mrs.  B.  B.  Lambrecht 

Box  1837,  Miami 

Vice-President  Mrs.  W.  C.  Fowkes 

1207  Miami,  Arizona 

Secretary-Treasurer  Mrs.  W.  M.  O’Brien 

1177  E.  Monroe,  Globe 


PIMA  COUNTY 

President  Mrs.  F.  Landeen 

4747  E.  Ft.  Lowell 

President-Elect  ....  Mrs.  F.  Hirsh 

5817  E.  Alpine 

1st  Vice-President  Mrs.  H.  Welsh 

3337  E.  Terra  Alta 

2nd  Vice-President  Mrs.  H.  Estes 

6911  Soyaluna 

Recording  Secretary  Mrs.  E.  Baldwin 

3320  N.  Martin 

Corresponding  Secretary  Mrs.  P.  Dew 

4112  E.  Fifth 

Treasurer  Mrs.  S.  Shapiro 

5433  E.  Eighth 

Civil  Defense  Mrs.  W.  Havemeyer 

5.305  Peppertree  Circle 


YAVAPAI  COUNTY 


President  Mrs.  James  C.  Soderstrom 

Box  82,  Whipple 

Vice-President  Mrs.  Donald  W.  Merkle 

U.  S.  Veterans’  Hospital,  Whipple 

Secretary  Mrs.  William  R.  Shepard 

1106  Dixon  Drive,  Prescott 

Treasurer  Mrs.  Melvin  W.  Phillips 

829  Flora  Avenue,  Prescott 


YUMA  COUNTY 


President  Mrs.  William  J.  Nelson,  Jr. 

2808  Vista  Lane,  Y'uma 

Vice-President  Mrs.  William  H.  Lyle 

1400  16th  Place,  Yinha 

Secretary  Mrs.  Ralirh  T.  Irwin 

728  6th  Avenue,  Yuma 

Treasurer  Mrs.  Herbert  C.  Kling 


133.5  8th  Avenue,  Yuma 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 
NORTEAMERICA  Y MEXICO 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  W.  R.  Manning 

770  N.  Country  Club,  Tucson,  Arizona,  U.S.A. 

Presidente  Electo  Dr.  Ignaoio  Chavez 

Edificio  Profesional  Pavo  No.  112,  Guadalajara,  Jal.,  Mex. 

Vice  President  Dr.  Juan  E.  Fonseca 

2409  E.  Adams,  Tucson,  Arizona,  U.S.A. 

Secretary  Dr.  M.  A.  Carreras 

130  South  Scott,  Tucson,  Arizona,  U.S.A. 

Executive  SecTCtary  Byron  Browder 

Tucson,  .Arizona,  U.S.A. 

Secretario  Dr.  E.  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mex. 

Secretario  Ejecutivo  Alfredo  E.  Patron 

Mazatlan,  Sinaloa,  Mex. 

Treasurer  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club,  Tucson,  Arizona,  U.S.A. 

Tesorero  Dr.  E.  Gonzalez  Mtirgui 

Juarez  673,  Giuuialajara,  Jal.,  Mex. 


MARICOPA  COUNTY 


COORDINATING  COMMITTEE 


President  Mrs.  Shaw  McDaniel 

114  E.  Tuckey  Lane,  Phoenix 

President-Elect  Mrs.  Richard  Johns 

508  W.  Rose  Lane,  Phoenix 

1st  Vice-President  Mrs.  Robert  Gidlen 

5003  N.  22nd  St.,  Phoenix 

Recording  Secretary  Mrs.  John  E.  Schramel 

550  W.  Thomas,  Phoenix 

Treasurer  Mrs.  Joe  Bonnet 

450  E.  Ocotillo  Rd.,  Phoenix 


COMITE  COORDINATOR 


Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 


8A 


Arizona  Medicine 


October,  1960 


to 

contain 

tlie 

bacteria-prone 

cold 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin 
125  mg.  This  is  the  URI  antibiotic,  clinically  effective 
against  certain  antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  run- 
ning noses.  Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent 
to  aspirin  300  mg.  This  is  the  freely-soluble  calcium 
aspirin  that  minimizes  local  irritation,  chemical  erosion, 
gastric  damage.  High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common 
cold  (malaise,  headache,  muscular  cramps,  aches  and 
pains)  especially  when  susceptible  organisms  are  likely 
to  cause  secondary  infection.  Usual  adult  dose  is  2 Inlay- 
Tabs,  q.i.d.  In  bottles  of  50.  R only.  Remember,  to  con- 
tain the  bacteria-prone  cold... Tain. 


SMITH-DORSEY  • LINCOLN,  NEBRASKA 

a division  of  The  Wander  Company 


Arterial 
representation 
adapted  from 
Recuell  de 
Planches, 
Tome  Second, 
Chez  Pellet, 
a Gerreve,' 1779. 


for  more 
effective 
nagement 


ALUTENSIVE 


diuretic  and  anfihypertensive 


edema 

hypertension 


sustained-action  hydroflumethiazide  'Bristol’ 


as  an  antihypertensive:  “a  distinct  advantage  in  the  manifestations  of  hypertension”^ 

...  a superior  foundation  drug  for  an  antihypertensive  regimen  . . . often  the 
only  drug  required  ...  in  other  cases,  enhances  the  effect  of  tranquilizers, 
sympathetic  depressants,  and  ganglionic  blockers. 

as  a saluretic:  “a  marked  advancement  in  the  field  of  diuretic  therapy”^ 

. . . prompt  sodium  excretion,  with  “a  duration  of  at  least  18  hours  on  a single 
50-mg.  tablets  . . repetitively  effective.^’ ^ 

INDICATIONS:  Hypertension  and  hypertensive  cardiovascular  disease.  Edema,  associated  with  cardiac  or 
renal  insufficiency,  hepatic  cirrhosis,  pregnancy,  premenstrual  syndrome,  or  steroid  administi  ation. 

DOSAGE:  Usually  1 tablet  daily.  Full  information  in  official  package  circular. 

SUPPLY:  Scored  50-mg.  tablets ; bottles  of  50.  Syrup,  containing  50  mg.  per  5-ml.  teaspoonful ; bottles  of  8 fl.  oz. 

ft  REFERENCES:  1.  Ford,  R.  V.,  and  Nickell,  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959.  2.  Fuchs,  M., 
and  Mallin,  S.  R.:  Int.  Rec.  Med.  172:438,  1959.  3.  Ford,  R.  V.:  Int.  Rec.  Med.  172:434,  1959. 


Bristol 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 
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18  pounds,'  liiistrumeet 

and  accessories 

Brief-case  size 

Simple,  straightforward 

operation 

Lightweight,  ue  ” ^ 
portability 

Complete  diagnostic 


accuracy 


Phoenix  IResident  Representative  25  E.  Osborn  Rd.,  Amherst  5-6328 


Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASII! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J,  A.:  J.  South  Carolina 
^plete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  "...  in  about  70 
per  cent  of  cases. . 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  ail  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severit 
of  their  side  effects. 


M.  A.  51:417  (Dec.)  1955. 
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Think  of  your  patient  with  peptic  ulcer— or  wl4h  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night;  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn't  stimulate  gastric  secretion. 

Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety  . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.^-^ 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 


ENARAX 


® 

I.D. 


(lO  MQ.  OXYPHENCYCLIMINE  PLUS  25  MG.  ATARAX®t)  A SENTRY  FOR  THE  G.l.  TRACT 


dosage:  Begin  with  one-half  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  oplithalmological  supervision  in  glaucoma. 

supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.:  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
Department  Files.  t brand  of  hydroxyzine 


FOR  HEMATOPOIETIC  STIMULATION 
WHERE  OCCULT  BLEEDING  IS  PRESENT 

HEPTUNA®  PLUS 

THE  COMPLETE  ANEMIA  THERAPY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


“Gratifying”  relief  from 


for  your  patients  with 
'low  back  syndrome’  and 
other  musculoskeletal  disorders 

POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


u • yy 

^id^Liry  111^  relief  from  stiffness  and  pain 


in  106 -patient  controlled  study 

(as  reported  in J.A.A/l.A.,  April  30^  1960) 


“Particularly  gratifying  was  the  drug’s  [SOMA's] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 


Kestler,  O.:  Conservative  Management  of  ^'Lotv  Back  Syndrome” , 

J.A.M.A.  172:  20^9  (April  30 ) I960. 


FASTER  IMPROVEMENT— 79%)  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

SUPPLIED:  350  mg.,  white  tablets,  bottles  of  30. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES.  CRANBURY.  NEW  JERSEY 
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To  the  relief  of  musculoskeletal  pain, 

“*MEDAPRIN’ 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 
* *« 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — M ETHYLPR EDN ISOLON E,  UPJOHN 
fRATIO  OF  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS  ^ Z 

Vpiolui 

The  Upjohn  Company,  Kalamazoo,  Michigan  ^ 


r 


brand  of  chlormezanone 


>Wi.' 
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Traneopal 

relieves  pain  and  spasm 
associated  with  torticollis. 

In  a recent  study  by  Ganz,  Traneopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 

'7^ 

with  torticollis.^  “The  patients  helped  by  the  drug,”  states-^' 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  13 
patients  with  chronic  torticollis  treated  with  Trancopa' 
improvement  was  excellent  to  good.  “. . . Traneopal  is  the  most 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available. 

Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Traneopal.^ 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Traneopal  to  be  the  most  effective  drug.^ 


1.  Ganz,  S.  E.:  J.  Indian^ 
52:1134,  July,  1959.  2.  Kearne; 
Current  Therap.  Res.  2:12’ 
1960.  3.  Lichtman,  A.  L.:  1 
Acad.  Gen.  Pract.  J.  4:28,  0 


Traneopal  (brand  of  chlormezanone) 


nd  Caplets,  trademarks  reg.  U.  S.  Pat.  Oft.  4716 


Clinical  results  mXYiJvRltCOpSl® 


Excellent 

Good 

Fair 

Poor 

Total 

.OW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

I mporters' syndrome”^ 

21 

5 

1 

1 

28 

1 Pelvic  fractures 

2 

1 

— - 

3 

^ECK  SYNDROMES 

Whiplash  Injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

ilTHER  MUSCLE  SPASM 

- 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

9 

TENSION  STATES 

18 

2 

4 

3 

27 

TOTALS 

112 

70 

23 

15 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%: 

♦Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New  v 1 N.Y. 


after  milk  and  rest,  ponnalate? 

0nc6  you’ve  prescribed  milk  and  rest  forj^^p^tic  ulper  patient,  Donnalate 
may  be  the  best  means  for  fulfilling  his  therapeutic  regimen.  This  is  because 
Donnalate  combines  several  recognized  agertts  which  ef actively  complement 
each  other  and  help  promote  your  basic  plan  for  thera|)y.  A single  tablet  also 
simplifies  medicine-taking.  " ^ ^ 


m Donnalate:  Dihydroxyaluminiim  aminoacetate  affords  more  con- 
sistent neutralization  than  can  diet  alone.  |^^Phenobarbital  improves  the  pos- 
sibility of  your  patient’s  resting  as  you  tof^  h*rn  to.  • Belladonna  alkaloids 
reduce  Gl  spasm  and  gastric  secretion.  And  by  decreasing  gastric  peristalsis, 


they  enable  the  antacid  to  remain  in  the  stomach  longer. 


Each  Donnalate  tablet  equals  one  Robalate«&  tablet  plus  one-half  Donnatal- 
tablet:  Dihydroxyaluminum  aminoacetate,  N.  F.,  0.5  Gm.;  Phenobarbital  (Vs 
gr.),  8.1  mg.;  Hyoscyamine  sulfate,  0.0519  mg.;  Atropine  sulfate,  0.0097 


mg.;  Hyoscine  hydrobromide,  0.0033  mg 


A.  H.  Robins  Co. 


Donnalate 


RICHMOND  20,  VIROINI 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


Contents  per  Gm. 


'Polysporin’® 


‘Neosporin’® 


'Cortisporin'® 


‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 


Tubes  of  1 oz., 

V2  02.  and  Vs  oz. 
(with  ophthalmic  tip) 


Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 


Tubes  of  Vz  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 


‘CORTISPORIN’ 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top* 
ical  bacteria. 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


I r 

‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘V 

^?0LYSP0RIN’ 


brand  Antibiotic  Ointment 


© A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


for  bacterial  pneumonias 


capsules 


The  Original  Tetracycline  Phosphate  CompfeK 


U.9.  PAT.  NO.  2,791,609 


effective  control  of  pathogens...  with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


SUPPLY;  TETREX  Capsules-tetracycline  phosphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup-tetracycline  (ammonium  polyphosphate 
buffered)  syrup— equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  or.  and  1 pint. 
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more  and  more  physicians  are  prescribing  this  triple  suifa 


TERFONYL 

Squibb  Triple  Sulfas  (Trlsulfapyrlmldlnes) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


. specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  . soluble  in  urine  through  entire  physiologic  pH  range 
• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb  Quality— the  Priceless  Ingredient 

'reiiroNVL'*  is  a squiob  tdaocmauk 


Squibb 


You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression. ..as  it  calms  anxiety! 

Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — t/ie?/  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaniinoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


^Deprol 


A® 


is  • 

# 


WALLACE  LABORATORIES/ Cranfturj/,  N.  J. 
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Provides  balanced 
nutritional  values 


Fibre-free  HYPOALLERGENIC  formula. 

An  excellent  formula  for  regular 
infant  feeding. 

An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


S&olMrayact  So/m|)fc 

request  on  your  professional  letterhead  or  prescription  form 
ill  bring  to  you  complete  information,  and  a supply  of 
samples.  Please  address  the  Loma  Linda  Food  Company, 
Arlington,  California,  or  Mount  Vernon,  Ohio. 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 


“Sometimes,  I almost 
wish  I were  human  so 
I could  clear  up  this 
close-up,  clogged-up 
nose  of  mine  with 

TRIAMINIC®" 


. . . and  for  humans 
with 

CLOGGED-UP 

NOSES... 


Nasal  congestion  often  persists  with  “bulldog  tenacity.”  Nose  drops 
and  sprays  often  reach  only  the  more  superficial  respiratory  mem- 
branes and  therefore  fail  to  provide  adequate  relief.  Furthermore, 
they  may  add  to  the  patient’s  misery  by  producing  rebound  congestion, 
ciliary  inhibition,  and  eventually  “nose  drop  addiction.”  TRIAMINIC 
reaches  all  nasal  and  paranasal  membranes  systemically  — provides 
more  complete,  longer-lasting  relief  while  it  avoids  the  harmful  side 
effects  associated  with  topical  medication. 


Indications:  nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

Vz  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

14  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  f — 14  tsp. 


TRIAMINIC 

running  noses 


timed-release  tablets,  juvelets,  and  syrup 
and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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ONE  and  only  ONE 


PER 

DAY  will  economUally 


control  appetite  in  weight  reduction 
or  relieve  the  nervous  symptoms  of 
anxiety  and  the  underlying  depression. 


Timed  AMOc?e%  CAPSULES  (Testagar)  furnish  a controlled  uniform  action. 
The  medications  provide  prolonged,  continuous  therapeutic  effect  from  active 
ingredients  over  a period  of  6 to  10  hours. 

Following  ingestion  of  one  Timed  AMOde:v  CAPSULE,  small  amounts  of 
the  medication  are  released  immediately. 

Each  Timed  AMOde^j  CAPSULE  contains  a daily  therapeutic  dose  of: 


Dextro-amphetamine  hydrochloride 15  mg., 

Amobarhital  60  mg. 

PROTRACTED  THERAPEUTIC  EFFECT 


AMOdejc 

ADVANTAGES 

HIGH-LEVEL  ANOREXIGENIC 
ACTIVITY  WITHOUT 
NERVOUS  EXCITATION 
SMOOTH,  UNIFORM 
ACTION 

THERAPEUTIC  EFFECT 
LASTING  6 TO  10  HOURS 
ONLY  ONE  DOSE  DAILY 
CLINICALLY  ECONOMICAL 
TO  THE  PATIENT 


Before  the  development  of  Timed  AMOdea;  (Testagar)  the  usual  dose  of 
Dextro-amphetamine  hydrochloride,  for  the  control  of  appetite,  was  one 
5 mg.  tablet  two  or  three  times  a day.  The  usual  dose  of  Amobarhital  ranged 
from  20  to  40  mg.,  two  or  three  times  a day.  On  such  a dosage  regimen  the 
absorption  of  the  drugs,  after  ingestion,  takes  place  quite  rapidly.  The  thera- 
peutic activity  occurs  within  one-half  to  one  hour.  When  the  therapeutic  peak 
is  reached,  a gradual  decline  takes  place.  At  this  point,  the  patient  should 
receive  another  dose  of  medication  . . . the  cycle  is  then  repeated. 

Patients  frequently  fail  to  follow  the  physician’s  instructions.  They  take 
medication  at  irregular  intervals.  When  this  occurs  with  drugs  such  as 
dextro-amphetamine  sulfate,  phosphate  or  hydrochloride,  excitation  may 
result.  A balanced  combination  of  Dextro-amphetamine  hydrochloride,  the 
preferred  salt,  plus  a balanced  daily  dose  of  Amobarhital  will  give  the 
expected  therapeutic  results  without  excitation. 

Timed  AMOo?e:r,  after  ingestion,  releases  Dextro-amphetamine  Hydro- 
chloride and  Amobarhital  steadily  and  uniformly  over  a period  of  6 to  10 
hours.  Therefore,  the  physician  may  dispense  with  the  usual  dosage  schedule 
thereby  attaining  better  control  of  therapy.  The  patient  will  receive  the  bene- 
fits of  even  and  sustained  therapeutic  effects.  Side  reactions  such  as  anxiety 
and  excitation  are  greatly  minimized. 


Timed  AMOde:>:  CAPSULES 
are  manufactured  under 
these  patent  numbers; 

2,736,682  - 2,809,916 

2,809,917  - 2,809,918 
Which  provide  prolonged, 
continuous  therapeutic 
effect  over  a period  of 
6-10  hours 


ACTION  AND  USES 

Timed  AMOdex  CAPSULES  (Testagar)  supply  the  antidepressant  and 
mood-elevating  effects  of  Dextro-amphetamine  hydrochloride  and  the  calming 
action  of  Amobarhital.  Timed  AMOdex  elevates  the  mood,  relieves  nervous 
tension,  restores  emotional  stability  and  the  capacity  for  mental  and  physical 
effort. 

INDICATIONS 

Timed  AMOde^r  is  the  preferred  treatment  in  anxiety  states  and  in  the 
management  of  obesity.  Timed  AMOJcaj  may  also  be  used  in  the  treatment 
of  Depressive  states.  Alcoholism,  Nausea  and  Vomiting  of  Pregnancy. 
DOSAGE  The  Daily  Dose  of  Timed  AMOde:r  (Testagar)  IS  ONE  CAP- 
SULE ON  ARISING  OR  AT  BREAKFAST. 

SUPPLIED  Bottles  of  100  and  1000  capsules,  available  at  all  pharmacies. 
Also  supplied  in  half  strength  as  Timed  AMOdex,  Jr. 


1354  W.  Lolayetle  Blvd.  Detroit  26,  Michigan 
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. . . DARVO-TRAN"  relieves  pain  more  effectively  than 

the  analgesic  components  alone 


Effective  analgesia  plus  safe  relief  of  mild  anxiety  helps  combat  the  pain- 
anxiety  spiral.  In  Darvo-Tran,  the  tranquiUzing  properties  of  Ultran®  are 
added  to  the  established  analgesic  effects  of  Darvon®  and  the  anti-inflam- 
matory benefits  of  A.S.A.®.  Clinical  and  pharmacologic  studies  have  shown 
that  when  pain  is  accompanied  by  anxiety,  the  addition  of  Ultran  enhances 
and  prolongs  the  analgesic  effects  of  Darvon. 


Each  Pulvule®  Darvo-Tran  provides: 


Darvon  ....  32  mg. — to  raise  pain  threshold 

A.S.A 325  mg. — to  reduce  inflammation 

Ultran 150  mg. — to  relieve  anxiety 


Usual  Dosage: 

1 or  2 Pulvules  three  or  four  times  daily. 


Darvo-Tran™  (dextro  propoxyphene  and 
acetylsalicylic  acid  with  phenaglycodol, 
Lilly) 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride, 
Lilly) 

A.S.A.®  (acetylsalicylic  acid,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

020407 
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Present  Day  Management 
Of  Hypertension* 

Robert  W.  Wilkins,  M.D. 

Past  President  of  American  Heart  Association, 
Professor  and  Chairman  of  the  Department  of  Medicine, 
Boston  University  School  of  Medicine 


1 T MIGHT  be  well  to  spend  a good  por- 
tion of  our  time  today  going  over  some  of 
the  background  of  the  management  of  pa- 
tients with  hypertension  before  we  launch  into 
a discussion  of  the  use  of  specific  drugs,  because 
it  seems  to  me  that  much  of  what  were  doing  — 
certainly  much  of  what  we  have  done  in  the 
past  — is  subject  to  change,  and  that  drugs  may 
come  and  drugs  may  go,  while  hypertension 
is  probably  here  to  stay.  At  least  that  is  my 
philosophy.  I don’t  think  we  are  going  to  get 
rid  of  hypertension  as  a clinical  problem  any 
more  than  we’re  going  to  get  rid  of  peptic  ulcer 
or  colitis  or  a number  of  other  chronic  diseases 
to  which  people  for  some  reason  seem  to  be 
predisposed.  And,  therefore,  if  you  will  bear 

"Presented  at  the  Third  Annual  Cardiac  Symposium  sponsored 
hy  the  Arizona  Heart  Association  at  Phoenix,  Arizona  on  January 
29  and  30,  1960. 

Editorial  note;  The  Spanish  translation  of  this  article  will 
appear  in  the  November  1960  issue. 


with  me,  I thought  I would  take  you  over 
some  of  the  philosophical  background  concern- 
ing the  etiology  and  the  pathogenesis  of  this 
disease,  relating  this,  however,  purely  to  clinical 
patients,  and  having  nothing  to  do  specifically 
with  animal  or  other  experimental  studies. 

Let  me  give  you  one  way  of  classifying  arterial 
hypertension  from  the  standpoint  of  etiology. 
Now  as  you  know,  we  have  essential  hyperten- 
sion, and  renal,  adrenal,  and  neurogenic  hyper- 
tension, coarctation  of  the  aorta,  and  toxemia 
of  pregnancy.  There  may  be  some  other  rarer 
forms.  But  whenever  we  see  a patient  whose 
blood  pressure  has  been  found  clex'atcd  — and 
usually  this  is  how  the  patient  comes  to  me, 
that  is,  somebody,  an  insurance  examiner,  an 
army  doctor  or  local  physician  has  revealed 
that  the  patient  has  an  elevated  blood  pressure 
— these  things  flash  through  my  mind.  Some  of 
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them  may  be  rather  readily  dismissed  — as  for 
example,  coarctation  of  the  aorta.  Certainly 
hypertension  of  toxemia  of  pregnancy  doesn’t 
have  to  be  considered  except  in  half  the  popu- 
lation, and  in  that  half,  only  if  they  are  pregnant. 

Now  “essential  hypertension”  is  a sort  of  catch- 
all, not  a satisfactory  way  to  make  a diagnosis, 
but  it  is  what’s  left  when  you  eliminate  the 
other  causes.  So  let’s  talk  about  these  other 
causes  for  a moment.  We  are  becoming  increas- 
ingly impressed  with  the  frequency  of  renal 
disease  as  an  antecedent  or  accompanying 
phenomenon  in  patients  with  hypertension.  This 
is  most  usually  bilateral,  and  in  our  experience 
it  is  in  the  form  of  pyelonephritis,  an  extremely 
common  disease  if  one  makes  every  effort  to 
diagnose  it  by  going  to  the  e.xtent  that  some  of 
our  renal  experts  are  doing  now,  such  as  taking 
biopsies.  Unfortunately  it  is  not  frequently  uni- 
lateral — I say  unfortunately  it  is  not,  because 
until  recently,  and  this  of  course,  is  also  subject 
to  change,  we  felt  we  could  cure  patients  with 
unilateral  renal  hypertension  through  surgery. 
You  may  detect  a note  of  doubt  in  my  mind  as 
to  whether  they  should  all  be  subjected  to  sur- 
gery, and  I hope  to  come  back  to  that  later. 
In  adrenal  hypertension  we  have,  of  course, 
pheochromocytomas,  which  are  relatively  easy 
to  diagnose,  provided  you  think  of  the  diagnosis, 
and  especially  if  you  take  the  trouble  to  do  one 
or  more  24-hour  urine  samples  for  the  excretion 
of  catecholamines.  Primary  aldosteronism  form- 
erly was  easy  to  diagnose,  or  at  least  to  sus- 
pect; but  then  we  began  to  use  diuretics  in 
hypertension  which  “loused  up”  for  us  the 
easy  way  of  diagnosing  hyperaldosteronism, 
namely  by  a low  serum  potassium  which  tipped 
us  off  frequently  that  a patient  might  have 
this  disease.  Now  we  have  to  resort  to  more 
difficult  techniques;  we  certainly  would  stop 
the  diuretics  and  repeat  the  potassium  determi- 
nation, but  it  may  take  several  weeks  for  the 
potassium  then  to  swing  back  up  into  the  normal 
range.  The  Cushing  syndrome  is  fairly  familiar 
to  us  all  now  that  we’re  seeing  it  produced 
iatrogenically  with  steroids.  The  term  adreno- 
genital syndrome  does  not  refer  to  children  — I 
know  nothing  about  pediatric  endocrinology  — 
but  to  an  adult  state,  usually  in  women,  where 
there  is  virilism  with  diffuse  hyperplasia  of  the 
adrenals,  and  hypertension  as  one  of  the  mani- 
festations; this  is  not  usually  difficult  to  spot 


once  you  think  of  the  diagnosis.  Rarer  forms  of 
neurogenic  hypertension  such  as  those  that  occur 
through  the  Cushing  mechanism  — the  same 
Cushing,  but  not  the  same  disease  — through 
increased  intracranial  pressure,  such  as  with  a 
brain  tumor.  We  occasionally  see  acute  hyper- 
tension as  a manifestation  of  poliomyelitis,  oc- 
casionally with  tabes  or  other  myelopathies  in 
the  cord,  and  occasionally  with  polyneuritis. 
Pain,  if  present,  makes  these  probably  not  purely 
neurogenic,  but  partly  psychoneurogenic.  Hyper- 
tension of  coarctation  of  the  aorta  is  familiar  to 
you  all,  and  we  won’t  dwell  on  toxemia  of 
pregnancy  although  it  is  an  extremely  interest- 
ing type  of  hypertension. 

Now  what  do  you  do  about  a given  hyper- 
tensive once  these  thoughts  have  flowed  through 
your  mind,  in  order  to  try  and  find  out  what 
you’re  dealing  with?  Well,  there  are  some  routine 
studies  that  always  should  be  done,  and  then 
there  are  some  special  studies  that  may  be  done. 
Certainly  the  blood  pressure  should  be  taken 
in  both  arms,  and  if  there’s  any  suspicion  that 
coarctation  is  present,  pressure  should  be  taken 
also  in  the  legs,  and  it  should  be  taken  lying  and 
standing,  as  well  as  sitting.  We  feel  that  the 
standing  blood  pressure,  if  it  shows  postural 
hypotension,  may  tip  you  off  that  something 
other  than  essential  hypertension  is  present, 
because  in  essential  hypertension  the  blood  pres- 
sure generally  rises  (both  systolic  and  diastolic) 
in  the  upright  position,  and  certainly  the  diastolic 
usually  rises.  Therefore,  in  a patient  who  has 
postural  hypotension,  and  by  that  I mean  he 
has  a falling  diastolic  pressure  in  the  upright 
position,  one  suspects  that  this  is  not  essential 
hypertension.  A decreased  intensity  and  delayed 
appearance  of  the  lower  pulses,  especially  in 
the  femorals,  of  course,  is  related  to  coarctation 
of  the  aorta.  The  routine  blood  studies,  par- 
ticularly with  emphasis  on  serum  potassium, 
serum  sodium,  and  blood-urea  nitrogen  or 
N.P.N.,  are  very  important  in  giving  a prognostic 
evaluation  as  well  as  a diagnosis  of  a patient 
with  essential  hypertension  or  any  other  hyper- 
tension. We’re  now  also  interested,  and  I will 
tell  you  why  tomorrow  when  we  talk  about 
cholesterol  and  anticholesterolemic  agents,  in 
taking  blood  total  cholesterol  in  hypertensives. 
Of  course,  one  does  the  albumin,  sugar  and  so 
on  in  the  urine,  but  our  best  clinical  test,  we 
feel,  for  renal  function,  even  if  the  urea-nitrogen 
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is  normal,  is  the  fractional  P.S.P.  excretion  test. 
We  feel  that  this  test  should  be  done  carefully, 
that  is,  the  patient  should  first  be  hydrated  in 
order  to  get  the  urine  flow  up,  the  dye  should 
then  be  given,  all  the  urine  produced  in  the 
first  15  minutes  after  the  dye  should  be  put  into 
one  container  — all  of  it  and  exactly  at  the  end 
of  the  fifteen  minutes.  Now  this  does  not  mean 
that  the  patient  has  to  void  before  you  give  the 
dye,  it  simply  means  that  at  exactly  15  minutes 
after  the  dye,  he  has  to  void  and  empty  the 
bladder  completely.  Many  patients  think  you 
just  want  a sample  of  urine.  Of  course,  as  you 
know,  that  will  not  do.  This  is  a clearance 
method,  and  the  first  15-minute  urine  should 
contain  for  normality  at  least  25%  of  the  injected 
dye.  If  less  than  15%  is  excreted  by  the  kidneys 
in  the  first  15  minutes,  you  will  usually  find 
that  the  blood-urea  nitrogen  is  on  the  borderline 
or  definitely  elevated,  and  both  are  definitely 
bad  prognostic  signs.  Now  we  go  ahead  and 
complete  the  P.S.P.  test  by  taking  the  half  hour, 
hour  and  two  hour  specimens.  The  value  of  that 
mainly  is  to  show  you  that  the  test  was  done 
properly,  since  the  great  majority  of  the  dye 
should  appear  the  first  15  minutes,  and  if  you 
get  a result  from  the  laboratory  such  as  first 
15  minutes  10%,  second  15  minutes  35%,  then 
you  know  something  got  mixed  up  — your 
specimens  got  mixed  up  or  the  patient  didn’t 
empty  the  bladder  at  the  end  of  the  first  15 
minutes  and  it  also  tells  you  that  since  there 
was  50%  of  the  dye  out  in  the  first  30  minutes, 
the  renal  function  isn’t  as  bad  as  the  first  15- 
minute  specimen  would  indicate.  1 always  spend 
a little  extra  time  explaining  the  P.S.P.  test  to 
the  patient  because  if  properly  done  — and  it 
can  be  done  easily  in  the  office— 1 think  it’s  the 
most  valuable  of  all  the  simple  renal  function 
studies. 

Excretory  pyelograms  are  very  useful,  and 
Dr.  Meilman  has  pointed  out  recently  that  these 
are  done  best,  or  better,  by  taking  a film  at 
three  minutes  from  the  time  of  the  completion 
of  the  injection  of  the  radiopaque  material  what- 
ever it  may  be,  because  you  may  find  that  there 
is  a delay  in  excretion  of  the  dye  in  one  kidney 
so  that  the  pyelogram  may  not  appear  first  on 
the  bad  side;  though  just  to  foul  you  up,  it  may, 
when  it  does  appear,  say  in  five  or  six  or  eight 
minutes,  be  much  more  concentrated  on  the 
had  side  and  therefore,  your  inclination  would 


be  to  say  that  the  bad  side  is  the  good  side.  You 
won’t  make  this  mistake  if  you  take  an  earlier 
excretory  pyelogram  and  Dr.  Meilman  thinks 
that  three  minutes  is  about  the  optimum  time 
for  this  first  film.  If  the  dye  has  definitely  ap- 
peared on  one  side  and  not  on  the  other,  then 
this  is  suspicious  of  a retarded,  or  deficient  blood 
flow  on  that  side,  even  though  when  it  does 
appear  later  it  may  appear  more  coneentrated 
on  the  opposite  side.  As  you  know,  when  there 
is  an  obstruction  to  blood  flow  through  one 
kidney  that  kidney  may  concentrate  the  urine 
very  highly  — this  is  the  basis  of  the  so-called 
Howard  test.  I won’t  go  into  that  any  further. 
Chest  film  and  fluoroscopy  are  mainly  to  rule 
out  congestive  failure  and  to  get  an  estimate  of 
cardiac  size  — electrocardiogram  is  for  the  same 
reason  mentioned  last. 

Now  there  is  another  way  that  these  patients 
should  be  classified,  and  that  is  on  the  basis 
of  their  course  and  prognosis,  because  after  all, 
a pretty  good  dictum  in  hypertension  is  that  it 
will  continue  to  do  what  it  has  been  doing,  at 
least  without  any  sudden  change,  unless  you 
have  the  appearance  of  the  malignant  state.  A 
patient  who  has  been  getting  along  well  for 
the  past  five  years  with  a known  blood  pressure 
and  has  still  the  same  blood  pressure  will  prob- 
ably do  about  as  well  during  the  next  year, 
barring  an  accident.  Now  accidents  can  happen, 
and  I’m  thinking  of  cerebral  vascular  accidents 
and  coronary  accidents,  but  barring  those,  or 
the  onset  of  the  accelerated  or  malignant  phase, 
you  can  usually  tell  what  hypertension  is  going 
to  do  by  what  it  has  been  doing. 

Most  of  the  cases  fall  into  what  we  used  to 
call  “benign”  — we’re  trying  not  to  call  them 
“benign”  anymore,  because  they  do  cut  20  years 
off  the  life  expectancy,  reducing  life  expectancy 
from  about  72  to  52  in  untreated  patients.  But 
the  course  is  usually  long  — a 20  year  course, 
and  always  more  than  ten  years  on  the  average  — 
unless  it  goes  into  the  accelerated  phase  which 
partly  at  least  is  associated  with  a retention  of 
salt  and  w'ater.  Many  times  we  feel  that  the 
accelerated  phase  is  kicked  off  by  either  one  of 
two  mechanisms  or  both  in  combination:  one, 
the  onset  of  subclinical  c()ngcsti\c  failure;  two, 
some  severe  psychiatric  or  psychological  stress 
or  strain  with  emotional  anxiety  or  feelings  of 
neglect. 
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Now  a second  way  that  we  can  classify  hyper- 
tensive cases  is  by  what  we  see  in  the  repeated 
examinations  that  we  have  made.  We  may  have 
a completely  uncomplicated  hypertensive  — a 
woman,  34,  a little  overweight,  blood  pressure 
190  over  110,  eye  grounds  even  may  look  normal 
— nothing  to  go  with  it  except  the  elevated 
blood  pressure.  Frequently,  however,  there  is 
a family  history  as  I will  stress,  but  more  often, 
especially  if  the  disease  has  been  present  more 
than  a few  years,  complications  appear,  which 
can  be  picked  up  in  the  fundi,  in  the  heart, 
aorta  and  main  branches,  brain  or  kidneys.  These 
are  the  vulnerable  areas,  and  the  fundi  give  us 
some  estimate  of  what’s  going  on  in  the  brain. 
Therefore,  we’re  careful  to  grade  the  eye 
grounds.  Heart  size  is  important  as  I’ve  already 
mentioned,  as  is  the  electrocardiogram  for  left 
ventricular  strain  pattern,  etc.  The  renal  func- 
tion I don’t  wish  to  overstress,  except  that  it 
is  such  an  important  prognostic  sign  in  treat- 
ment and  during  treatment,  because  if  you  have 
a patient  who  develops  renal  failure  and  nitrogen 
retention,  it  is  usually  bad  news  no  matter  what 
you  do,  although  you  should  still  try,  as  I will 
show  you  later. 

Now  to  run  through  what  we  do  know  about 
the  pathogenesis  of  this  disease  from  the  stand- 
point of  some  of  these  factors.  We  know  that 
the  kidneys  are  important,  and  undoubtedly, 
renal  disease  is  primary  in  some  of  them  as  I’ve 
already  said,  but  it’s  doubtful  if  renal  disease 
is  primary  in  most  patients  with  essential  hyper- 
tension. When  we  are  sure  it’s  “essential”  we 
don’t  call  hypertension  renal,  but  what  do  we 
call  it  until  we  discover  that  it  is  renal?  We  must 
call  it  “essential”;  and  we  have  many  cases  now 
in  whom  we  have  changed  the  diagnosis  from 
the  standpoint  of  pathogenesis  from  “essential” 
to  “renal.”  For  my  money  clinically  there’s  no 
way  really  to  tell  them  apart  unless  you  go 
after  the  renal  component  by  careful  studies  of 
the  types  that  I’ve  mentioned.  But  it’s  doubt- 
ful that  most  patients  with  essential  hypertension 
do  have  primary  organic  renal  disease,  because 
hundreds  — literally  thousands  — of  renal 
biopsies  were  taken  by  Dr.  Smithwick  and  other 
surgeons  who  were  doing  sympathectomies,  and 
the  renal  tissue  in  these  cases  was  normal  in 
many  of  the  patients,  and  minimal  in  most  of 
them  until  fairly  late  in  the  course.  So  it’s  very 
difficult  for  me  to  believe  that  organic  renal 
disease  sets  off  most  essential  hypertension. 


Now  many  people  have  projected  that  some 
renal  malfunction  or  dysfunction  is  responsible, 
such  as  an  excessive  neurogenic  response  to  stress 
or  strain,  or,  as  Dr.  Smithwick  feels,  a hyper- 
reaction to  the  upright  position  — you  remember 
I said  the  diastolic  pressure  tends  to  rise  when 
the  essential  hypertensive  stands  up.  Whether  it 
is  emotional,  postural,  or  a combination  of  all 
these  stress  factors,  we  don’t  know,  but  it  seems 
that  renal  vasa  constriction  may  occur  as  a 
neurogenic  response  to  an  excessive  degree  in 
many  patients  with  essential  hypertension.  This 
would  result  in  a decrease  in  the  renal  blood 
flow  and  an  increase  in  the  filtration  fraction. 
Eventually  there  is  also  a structural  change  ap- 
pearing in  the  kidneys  that  the  pathologists  call 
nephrosclerosis,  and  this  is  mostly  seen  in  the 
arterioles  and  small  arteries  as  thickening.  I’m 
not  talking  about  the  type  that  you  get  in 
malignant  hypertension  — namely,  the  necrotiz- 
ing arteriolitis  with  an  inflammatory  component. 
What  I’m  talking  about  is  a structurally  visible 
thickening  of  the  arteries  and  arterioles,  which 
also  seems  to  be  attended  by  reductions  in  renal 
blood  flow  and  increases  in  filtration  fraction. 

Now  as  to  neurogenic  or  psychogenic  factors, 
whatever  we  should  call  this  component,  I am 
convinced  in  my  own  mind  that  the  typical 
familial  hypertensive  is  an  apprehensive,  anxious 
person  who  reacts  more.  You  remember  that 
Mrs.  Gummidge  “felt”  things  more  in  David 
Copperfield.  Such  people  react  more.  I’m  not 
sure  they  actually  feel  things  more,  they  saij 
they  do,  they  say  the  cold  test,  for  example,  is 
so  cold  that  they  simply  cannot  stand  it,  and 
maybe  that’s  true  — certainly  on  the  cold  test 
they  do  have  an  extraordinary  hyper-reactivity 
of  the  blood  pressure.  If  you  put  one  of  their 
hands  in  ice  water,  hypertensives  as  a group 
will  raise  their  blood  pressures  much  more  than 
normotensives.  However  if  you  put  these  people 
to  bed,  as  the  rule,  within  a week  their  blood 
pressures  will  come  down,  and  many  times  will 
come  down  to  normal.  I believe  that  these  really 
are  hypertensives  — although  there  are  those 
who  will  say  that  they’re  not  really  hyperten- 
sives. Well,  that  has  to  be  your  own  decision.  I 
believe  they’re  hypertensives,  because  many 
times  they  have  all  the  other  signs,  — or  symp- 
toms and  signs  of  hypertension,  such  as  en- 
largement of  the  heart,  eye  ground  changes, 
reduced  renal  blood  flow  of  the  type  I’ve  been 
talking  about.  Yet  on  bed  rest  frequently  these 
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people’s  blood  pressures  will  come  to  normal. 
If  you  potentiate  that  bed  rest  by  sedation 
(heavy  sedation  as  with  sodium  amytal)  they 
will  do  this  acutely,  overnight.  Now  that  is  im- 
portant from  the  standpoint  of  therapy.  In 
other  words,  it  is  a good  prognostic  sign  for 
the  use  of  hypotensive  therapy,  if  during  bed 
rest,  or  a sedation  test,  the  blood  pressure  comes 
down  essentially  to  normal.  Contrariwise  if  the 
pressure  won’t  come  down  on  rest,  reinforced 
with  heavy  sedation  with  sodium  amytal,  then 
it  is  a bad  prognostic  sign  for  the  use  of  drugs, 
though  not  necessarily  hopeless.  I feel  good 
when  I look  at  the  sedation  test  and  see  the 
blood  pressure  has  come  down,  let’s  say  to  130 
over  90  or  80  during  the  night  while  the  patient 
is  asleep.  You  know,  the  Russians  are  very  much 
interested  in  whether  essential  hypertension  isn’t 
really  a conditioned  reflex  — they  are  very  in- 
clined to  worship  Pavlov  and  his  theories  — 
and  they  have  done  some  interesting  studies  in 
that  regard  which  would  tend  to  support  this 
theory.  I don’t  have  time  to  go  into  them  in 
any  further  detail  here. 

It  is  true  that  many  hypertensives  even  with 
the  type  of  superficial  psychotherapy  that  I am 
able  to  give  — this  is  certainly  not  analysis  or 
anything  like  that  — do  tend  to  moderate  their 
blood  pressures.  One  of  the  main  uses  of  the 
tranquilizing  drugs,  such  as  reserpine,  is  that  it 
does  this  much  easier  for  me  and  much  more 
certainly;  and  believe  me,  with  much  less  outlay 
of  my  own  time  and  emotional  effort  than  trying 
to  do  it  solely  with  “psychotherapy.”  Many 
psychiatrists  can  reassure  patients,  and  when 
they  do  the  patient’s  pressure  comes  down.  I’ve 
told  my  wife  that  my  psychotherapy  means 
draining  off  my  own  emotional  stores  of  security 
into  the  patient,  and  that  when  it’s  over  the 
patient  feels  good  and  I feel  as  bad  as  the 
patient  did  when  he  walked  in. Be  that  as  it  may, 
this  is  one  of  the  measures  that  may  be  helpful 
in  the  management  of  hypertensive  patients,  and 
certainly  I am  happy  to  admit  that  the  total 
management  therapy-wise  of  a patient  must  in- 
clude psychotherapy  of  the  type  that  I think 
any  doctor  can  give;  it  is  mainly  reassurance, 
they  apparently  need  it,  and  I think  it’s  our  duty 
to  give  it  to  them.  I always  potentiate  it,  if  you 
will,  with  judicious  doses  of  one  of  the  tran- 
quilizing drugs. 

Now  what  then  can  we  say  about  the  family 


factor  in  essential  hypertension?  There  have 
been  a number  of  studies,  and  I shall  cite  only 
a few,  which  to  me  make  it  perfectly  obvious 
that  hypertension  or  a tendency  thereto  is  a 
familial  trait.  This  disease  does  run  in  families, 
there’s  no  question  about  it.  It  may  not  be  the 
same  trait  as  the  arteriosclerotic  trait.  Certainly 
the  news  seems  particularly  bad  when  you  have 
both  traits  in  an  individual,  but  I am  convinced 
that  hypertension  is  a familial  disease.  It  de- 
velops like  diabetes  in  many  patients,  relatively 
late  in  the  patient’s  life,  but  if  you  will  take  a 
careful  family  history  in  essential  hypertension, 
it  is  almost  always  positive.  Dr.  Longcope  at 
Hopkins  said,  “Don’t  ever  say  ‘always’  in  medi- 
cine, and  never  say  never’  in  medicine.”  Just  as 
sure  as  you  do  somebody  will  say,  “Well  1 had  a 
case.” 

We  have  Ayman’s  studies  in  children,  and 
he  took  seven  hundred  and  eighty  children 
whose  parents  and  grandparents,  incidentally, 
he  had  studied  very  carefully.  He  also  has  done 
this  in  twins,  identical  twins,  and  so  on,  and 
even  in  some  triplets.  I won’t  take  you  through 
all  that,  but  simply  will  say  that  of  32  children 
whose  parents  had  definitely  normal  blood  pres- 
sure, only  one  had  what  he  regarded  for  a child 
as  the  upper  limit,  the  very  upper  limit,  of 
normal.  If  that  isn’t  very  significant,  the  next 
figure  is.  Of  55  children  whose  parents  hod 
marked  hypertension,  25  ( none  of  these  children 
was  older  than  twelve)  had  blood  pressures 
greater  than  150  over  90.  He  concludes  that 
hypertension  is  a hereditary  disease.  Now  I’ve 
dodged  that  term  “hereditary”  by  calling  the 
disease  “familial.”  I say  that  a child  is  born  not 
only  of  the  family  but  also  to  the  family,  and 
that  he  picks  up  the  family  traits  and  behavior 
patterns.  But  I think  that  Ay  man  feels  that 
essential  hypertension  is  definitely  a Mendelian 
hereditary  trait. 

Platt  in  England  tackled  this  in  a different 
way.  Of  hypertensive  patients  with  a positive 
family  history,  six  out  of  the  seven  on  complete 
study  (six  out  of  seven  — there  were  more  than 
seven  — but  six  out  of  seven  proportionately) 
had  essential  hypertension.  Now  of  those  hyper- 
tensive patients  who  had  a completely  negati\e 
family  history  for  hyptertension,  three  out  of  four 
definitely  had  some  other  disease  than  essential 
hypertension.  Or  take  his  cases  of  unilateral 
renal  disease  prov^en  by  every  method  to  be 
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present  in  only  one  kidney.  Of  course  we  are 
all  prone  to  fall  into  the  error  of  believing  that 
if  a patient  has  unilateral  disease  and  hyperten- 
sion, then  the  hypertension  must  be  due  to  the 
unilateral  disease,  because  we  know  it  can  be. 
Platt  however  shows  us  that  that  isn’t  neces- 
sarily so,  at  least  on  a treatment  basis.  Of  23 
patients  who  had  unilateral  renal  disease  — only 
one  of  eleven  with  a positive  family  history  was 
relieved  by  taking  out  that  bad  kidney  — only 
one  of  11,  less  than  10%,  versus  eight  of  twelve 
who  ivere  relieved  but  had  a negative  family 
history.  It  is  therefore  of  great  practical  im- 
portance that  you  should  question  your  patient 
on  this  point;  namely,  does  anybody  in  his  family 
have  high  blood  pressure?  Did  his  mother  have 
any  trouble  when  she  was  pregnant?  Did  his 
father  have  a stroke?  Are  his  grandparents  still 
living,  or  at  what  age  did  they  die?  Now  if  they 
died  at  age  85,  all  four  grandparents,  and  his 
parents  are  still  living,  then  the  familial  factor, 
even  if  he  has  a trait  for  hypertension,  isn’t  a 
very  serious  one,  because  the  total  family  history 
takes  precedence. 

Now  what  are  we  thinking  of  along  the  line 
of  treatment?  What  justification,  what  possible 
justification  is  there  for  merely,  as  some  of  our 
opponents  in  this  field  put  it,  making  yourself 
feel  better  when  you  see  the  blood  pressure  come 
down,  by  the  use  of  drugs?  Well,  we  believe 
from  such  data  as  I’ve  given  you  and  much 
other  that  is  available  that  there  is  a familial 
trait,  and  perhaps  it’s  a truly  hereditary  gene 
towards  excessive  hypertensive  responses  to 
stress.  Dr.  Caroline  Thomas  has  shown  this  to 
be  true  in  the  medical  students  at  Hopkins. 
Anything  she  had  the  “familial  hypertensive” 
students  do,  such  as  take  an  examination,  merely 
stand  up,  or  walk  around  — the  “prehyperten- 
sive” students  whose  familily  have  hypertension 
as  a definite  finding  — caused  them  to  hyper- 
react,  that  is,  their  pulse  rates  went  up  more, 
and  their  blood  pressures  went  up  more.  Thus, 
they  reacted  more  through  the  cardiovascular 
system.  I think  it’s  not  inconceivable  that  there 
are  many  “breeds  of  cats”  around,  some  hyper- 
react  to  stress  through  their  gastrointestinal  sys- 
tems either  with  excess  production  of  acid  or 
with  diarrhea,  while  hypertensives  hyper-react 
to  stress  through  their  cardiovascular  systems. 
In  that  excessive  reaction  there  may  be  central 
apd  autonomic  nervous  system  participation. 


renal  participation  and  endocrine  participation, 
of  which  I’ve  already  spoken.  Perhaps  under 
stress  the  endocrines  really  do  (as  many  people 
believe ) pour  out  more  corticoids  in  hyper- 
tensive individuals,  or  more  of  whatever  pro- 
duces hyptertension,  than  they  do  in  normoten- 
sive  individuals.  Certainly,  sooner  or  later  vascu- 
lar disease  gets  established.  I have  told  you 
some  reasons  for  my  believing  that  this  vascular 
disease  is  usually  secondary,  not  primary.  Which- 
ever it  is,  finally  vascular  disease,  especially 
in  the  kidney,  begins  to  contribute  to  the  estab- 
lishment, the  aggravation  and  perpetuation  of 
a vicious  circle.  Once  a patient  has  renal  vascular 
disease  in  the  small  renal  arteries  or  in  the  large 
renal  arteries,  he  has  a self-perpetuating  mechan- 
ism; this  is  well  proven  in  animal  experiments. 

Under  these  various  mechanisms,  there  is  a 
gradual  establishment  of  a higher  base  level 
for  the  homeostatic  protection  of  blood  pressure. 
A normal  person  protects  his  blood  pressure  at 
120  over  80.  Hypertensives  are  not  “set”  at  120 
over  80,  they  are  set  at  a higher  level,  and  they 
will  react  just  as  violently  as  a normal  person 
when  their  pressure  goes  lower  than  its  setting, 
to  get  it  back  up.  (They  will  also  react  if  the 
pressure  goes  higher  than  its  setting,  to  get  it 
back  down.)  It  seems  as  if  the  “barostat”  in 
these  hypertensive  people  is  somehow  set  higher; 
as  you  would  set  the  thermostat  in  your  house 
higher,  so  that  the  heat  comes  on  and  goes  off 
depending  upon  the  setting  and  nothing  else. 
At  least  this  is  an  attractive  hypothesis  and 
there  is  much  clinical  evidence  in  support  of  it. 

Now  hypertension,  whatever  it  is  due  to,  re- 
mains reversible  or  “physiologic”  until  gross 
vascular  disease,  especially  in  the  kidneys,  be- 
comes well  established.  “Reversible”  simply 
means  the  ability  gradually  to  re-establish  lower 
barostatic  settings,  or  lower  “acceptable”  and 
“accepted”  levels  of  blood  pressure  in  a hyper- 
tensive individual.  That’s  what  I mean  by  “re- 
versible” — that  the  blood  pressure  will  go  down, 
and  the  patient  will  suffer  no  ill  consequences; 
he  doesn’t  collapse,  he  doesn’t  feel  weak,  he 
doesn’t  faint,  he  doesn’t  seem  to  have  ischemia 
anywhere. 

The  main  categories  of  drugs  for  hypertension 
include  the  tranquilizers  such  as  the  Rauwolfia 
drugs;  Veratrum,  which  still  has  some  use  in 
older  patients;  Hydralazine  or  Apresoline;  the 
Chlorothiazide  group  of  diuretics;  and  the 
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blockers  and  we  should  not  speak  of  “gang- 
lionic blockers”  now  because  we  are  getting  new 
blockers  that  don’t  block  ganglia  but  block  only 
adrenergic  responses.  I’ll  tell  you  about  them 
later,  and  simply  say  now  that  we  think  they 
are  better  than  the  ganglionic  blockers.  However, 
on  the  blood  pressure  they  have  the  same  effect 
— they  block  the  adrenergic  impulses  and  they 
do  cause  postural  hypotension.  Fortunately  they 
don’t  cause  constipation,  bladder  dysfunction, 
eye  dysfunction,  which  are  all  dependent  on 
cholinergie  responses,  because  the  cholinergic 
responses  are  not  blocked  by  the  adrenergic 
blockers.  We  ll  come  back  to  that  later. 

People  say,  how  do  you  pick  your  cases  for 
treatment?  Well,  you  don’t.  You  just  try  it  out 
on  them;  but  you  ought  to  have  some  idea  in 
your  mind  as  to  what  is  a favorable  case,  because 
many  times  the  patient  or  his  family  wants  to 
know.  Doctors  as  a group  tend  to  forget  that 
one  of  their  very  important  functions  is  making 
a prognosis.  A patient  ean  aecept  the  fact  that 
he  is  ill,  but  he  would  also  like  to  know,  “What’s 
the  outlook;  how  am  I going  to  do?”  He’s  en- 
titled to  know  this,  if  you  know  it,  and  the  only 
way  you  can  know  it  is  by  amassing  experience. 
For  example,  if  he  has  severe  organic  vas- 
cular disease  in  the  kidney,  with  uremia,  then 
it’s  bad  news  for  a hypertensive,  and  the  greater 
the  uremia  and  the  poorer  the  renal  function, 
the  worse  the  news  is,  no  matter  what  you  may 
do.  Now  you  can  lower  the  blood  pressure  in 
many  of  these  patients,  but  as  soon  as  you  do 
that  the  uremia  gets  worse,  apparently  because 
they  need  an  elevated  blood  pressure  to  get  the 
blood  through  the  kidney  and  filter  out  the 
nitrogenous  wastes.  So  you  are  frustrated,  and 
there’s  nothing  more  frustrating  than  to  be  in  a 
therapeutic  corner  where  you  cannot  move  out; 
when  anything  you  do  seems  to  make  the  patient 
worse  and  you  have  to  leave  him  alone  except 
to  give  minor  symptomatic  drugs.  The  second 
great  area  where  vascular  disease  is  bad  news, 
but  not  to  be  compared  with  the  renal  area,  is 
the  cardiac.  Patients  can  have  enormous  hearts, 
can  even  have  bad  coronaries,  which  is  a much 
worse  factor  than  enlargement,  and  still  do  quite 
well,  if  you  can  really  take  the  load  off  the  heart 
by  lowering  the  blood  pressure,  and  provided, 
in  the  coronary  cases,  that  you  can  slow  the  pulse 
rate  in  the  bargain. 

Third,  cerebrovascular  impairment  is  a very 


grave  clinical  sign,  but  prognostically  not  nearly 
so  serious,  because  you  must  assume  that  with 
treatment  you’re  going  to  lower  the  pressure  and 
tend  to  lessen  the  danger  of  strokes  which  in 
many  hypertensive  patients  are  hemorrhages, 
not  thromboses.  Certainly  cerebrovascular  dis- 
ease puts  urgency  on  the  case  for  treatment,  but 
it  doesn’t  have  nearly  the  poor  prognostic  signif- 
icance that  renal  insufficiency  has.  Fourth,  severe 
retinopathy  usually  goes  along  with  renal  disease 
and  cerebrovascular  disease,  and  we  used  to 
think  it  was  a pretty  bad  sign  to  have  papill- 
edema: one  year  of  life  was  the  prognosis.  This  is 
no  longer  true.  We  have  many,  many  patients 
who  have  gone  well  over  five  years  after  having 
papilledema.  This  has  been  substantiated  every- 
where. Papilledema  per  se  is  a serious  sign,  and 
papilledema  means  that  you  should  treat;  but 
papilledema  with  good  renal  function,  good  car- 
diac function  and  nothing  of  importance  in  the 
central  nervous  system,  is  nothing  to  get  terribly 
alarmed  about  today.  You  know  that  things  are 
going  to  deteriorate  rapidly  if  you  don’t  treat, 
but  you  ore  going  to  treat  and  hope  to  avoid  the 
deterioration. 

If  the  patient’s  age  is  over  50,  you  feel  two 
ways  about  it.  He’s  gotten  to  50,  and  he’s  a pretty 
well-established  hypertensive,  especially  if  his 
disease  began  during  the  30’s.  I don’t  say  it’s 
bad,  I don’t  say  it’s  good,  but  if  the  pressure  is 
high  and  the  patient  is  over  50,  you’re  a little 
restricted  in  the  line  of  treatment.  The  vascular 
system  has  gotten  adapted  to  the  hypertension, 
organic  vascular  disease  is  already  established 
and  the  reversibility  is  less.  You  treat  not  quite 
as  urgently,  although  definitely. 

Men,  as  the  rule,  do  poorly  with  hypertension 
— women  have  it  twice  as  often,  but  they  do 
twice  as  well.  Therefore,  if  the  patient  is  a male, 
has  a positive  family  history,  and  is  obese  (un- 
less you  know  you  can  get  that  weight  down, 
and  I never  know)  these  factors  per  se  are  bad 
prognostically.  The  level  of  the  pressure,  if  you 
put  your  eye  on  the  diastolic,  is  helpful,  but  if 
you  put  it  on  the  systolic,  it  is  not  very  helpful, 
especially  in  people  over  fifty,  many  of  whom 
will  have  wide  pulse  pressures,  such  as  210  o^'cr 
90  or  80.  The  latter,  in  my  book,  certainly  is  not 
hypertension.  It  is  arteriosclerosis  with  a water- 
hammer  pulse  due  to  stiff  pipes. 

If  the  blood  pressure  refuses  to  fall,  especialK 
on  bed  rest  and/or  a sedation  tost,  we  doT>’t  liki' 
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it  prognostically.  If  you  start  off  with  a low  pulse 
rate  when  there  is  no  failure  it  is  less  favorable; 
or  turn  this  around,  if  you  start  off  with  a fast 
pulse  rate  in  a relatively  well  young  woman,  that 
is,  only  a tachycardia  and  a blood  pressure  230 
over  120  — it  is  favorable.  I can  usually  get  such 
a pressure  down,  especially  if  I can  slow  the 
pulse  rate  — (I  think  it’s  often  a manifestation 
of  anxiety)  — and  I lessen  the  anxiety  with  a 
tranquilizer  coupled  with  a moderate  vasodila- 
tor. Such  young  women  usually  do  well;  after  all 
remember,  they’re  women.  Women  often  do  well 
whatever  you  do.  They  certainly  do  better  than 
men  with  the  same  degree  of  hypertension. 

Now  how  do  we  know  that  any  drug  is  any 
good?  This  is  the  question  that  comes  up  most 
often,  and  believe  me,  it  is  the  most  painfully 
difficult  question  to  answer,  because  it  takes  so 
long.  Hypertension  is  a very  chronic  disease. 
Nothing  less  than  months  of  observation,  or  at 
least  a few  weeks,  means  anything  significant  in 
alterations  of  blood  pressure.  So  you  have  to  take 
a patient  and  put  him  on  a placebo  for  10  or  12 
weeks.  Then  you  put  him  on  Rauwolfia  for  five 
or  six  weeks.  Then  you  control  that  with  an 
equally  (“equally”  you  hope,)  sedative  dose  of 
phenobarbital  as  a placebo.  You  then  try  sub- 
stituting reserpine. 

Nothing  ever  happens  suddenly  with  an  oral 
Rauwolfia  derivative;  it  never  did.  Pulse  rates 
tend  to  go  down  with  them  and  to  come  up  with 
phenobarbital.  This  evidence  has  to  be  slowly 
accumulated,  and  shows  that  Rauwolfio  drugs 
are  hypotensive  — although  not  powerfully  hy- 
potensive unless  they  are  given  parenterally.  I 
want  to  stress  here  that  reserpine  given  parenter- 
ally is  a very  potent  hypotensive  drug,  but  by 
mouth  it  isn’t  — it’s  a slow  acting,  bradycardic, 
moderately  hypotensive  drug  that  causes  nasal 
congestion.  A patient  can  usually  learn  to  toler- 
ate the  nasal  stuffiness,  especially  in  a climate 
like  you  have  here.  It  is  said  to  be  due  to  vaso- 
dilatation of  the  turbinates.  Vasoconstricting 
drops  help  it  considerably. 

Occasionally  a patient  on  a Rauwolfia  drug 
in  the  usual  doses  has  bad  dreams,  a symptom 
of  overdosage.  These  may  be  nightmares,  some- 
times fantastic  dreams  along  with  nasal  conges- 
tion, and  sleepiness  in  the  daytime.  In  this  case 
the  dose  should  be  omitted  for  a week,  and  then 
be  resumed  in  one-half  the  previous  amount,  if 
at  all. 


Most  of  our  cases  are  complicated.  They’re 
usually  sent  to  us  because  some  other  doctor  has 
said,  “I’m  not  getting  anywhere  with  therapy; 
will  you  take  over?”  For  example,  a “malignant,” 
with  grade  four  eye  grounds,  practically  ready  to 
convulse  with  enecephalopathy,  comes  in.  Here  is 
where  the  very  potent  hypotensive  effects  of  in- 
tramuscular reserpine  in  a 'Z'A  mg.  to  5 mg.  dose 
can  be  utilized.  With  it  we  give  if  necessary  an 
intravenous  blocking  drug.  The  dose  of  the 
blocker  must  be  very  small  in  such  cases  — 5 
and  2/2  mg.  of  hexamethonium,  say,  for  remem- 
ber that  the  encephalopathic  patient  is  exqui- 
sitely sensitive  to  blockers.  We  don’t  use  the 
blockers  now  as  much  as  we  used  to.  We’re  rely- 
ing more  on  intramuscular  reserpine,  and  if  the 
patient  is  not  able  to  take  anything  by  mouth  we 
can  give  parenteral  Chlorothiazide  to  potentiate 
the  reserpine.  We  want  to  get  the  pressure  down 
quickly;  that’s  the  important  thing  in  the  ence- 
phalopathic patient.  Later  we  shift  over  to  oral 
doses,  and  then  to  chronic  oral  therapy,  which  is 
continued  as  necessary  indefinitely. 

I want  now  to  mention  the  peripheral  adrener- 
gic blocking  agents.  Ciba,  and  Burroughs  Well- 
come have  both  brought  out  a new  adrenergic 
blocking  agent.  Burroughs  Wellcome’s  is  called 
“Darenthin”  and  is  available  in  England.  It’s 
also  available  here  for  experimental  use.  Ciba’s 
drug  is  named  “Ismelin,”  or  Guanethidine.  Now 
these  drugs  are  exceedingly  interesting.  We  think 
— perhaps  it’s  because  we’ve  had  more  experi- 
ence with  it,  that  Ismelin,  the  Ciba  drug,  is  eas- 
ier to  use.  The  dosage  range  is  much  narrower, 
whereas  with  the  adrenergic  blocker  of  Bur- 
roughs Wellcome  — Darenthin  — the  dosage  is 
more  widespread  such  as  you  get  with  hexame- 
thonium; it  can  vary  25  times  in  different  pa- 
tients and  in  the  same  patients.  So  we’re  not 
quite  as  happy  about  the  dosage  range  of  Daren- 
thin as  of  Ismelin,  but  Darenthin  does  not  have 
quite  as  much  stimulating  effect  on  the  bowel. 
Both  of  these  drugs  are  “sympatholytic”  only. 
They  do  not  block  the  parasympathetic  choliner- 
gic nerves,  so  you  tend  to  get  cholinergic  hyper- 
activity, a little  extra  salivation  for  example.  The 
most  disturbing  side  effect  is  what  the  patient 
will  tell  you  is  diarrhea,  but  it  is  usually  not  di- 
arrhea, at  least  not  a watery  diarrhea;  it’s  rather 
a number  of  explosive  stools  a day  instead  of 
one,  or  maybe  one  every  other  day  as  previous- 
ly. The  patients  usually  get  used  to  this  on  Is- 
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melin,  and  I don’t  think  for  many  hypertensives 
that  it’s  a bad  thing.  Many  hypertensive  patients 
pay  a lot  of  attention  to  their  bowels  anyway, 
and  an  adrenergic  blocker  usually  straightens 
out  their  constipation.  Ismelin  is  a very  useful 
agent,  but  it  occupies  the  same  position  in  our 
scale  of  values  — in  our  system  of  giving  drugs— 
as  any  blocker;  it’s  the  last  thing  to  try.  In  my 
opinion,  a blocker  is  the  last  thing  to  try,  because 
it  will  at  least  cause  postural  hypotension.  I’m 
sure  you’re  going  to  hear  very  much  more  about 
these  new  adrenergic  blockers,  that’s  why  I’m 
telling  you  about  them  even  though  they’re  not 
generally  available  now.  I believe  they  will  soon 
become  available. 

We  think,  now,  that  these  two  drugs  are  bet- 
ter than  surgery  for  unilateral  renal  disease,  or 
perhaps  I should  say  this  differently  — better 
than  surgery  on  one  kidney  which  is  the  worse 
of  two  diseased  kidneys.  Formerly  in  such  cases 
when  we  had  two  diseased  kidneys,  one  prac- 
tically normal  and  the  other  one  practically  use- 
less we  used  to  take  out  the  relatively  useless 
one.  We  are  not  doing  this  any  more  at  this 
time.  We  are  treating  them  with  Ismelin  and  the 
patients  seem  to  do  just  as  well  and  perhaps  even 
better  than  on  nephrectomy.  You  know  that  the 
urologists  have  told  us  for  a long  time,  “Don’t 
take  out  a kidney  except  for  urological  reasons; 
don’t  take  it  out  for  hypertension,  because  you 
won’t,  statistically  speaking,  do  too  much  good. 
So,  unless  it’s  clearly  a useless  kidney,  leave  it 
in.”  The  second  thing  is,  a kidney  taken  out  is  a 
kidney  taken  out,  and  you  cannot  put  it  back. 
Such  people  frequently  need  renal  mass,  so  we 
no  longer  take  out  the  worse,  even  the  consider- 
ably worse,  of  two  diseased  kidneys.  We  leave 
them  both  in,  and  we’re  treating  them  success- 
fully so  far  with  the  adrenergic  blockers. 

As  to  the  use  of  diuretics:  there  is  no  ques- 
tion — believe  me,  I am  trying  not  to  be  too  dog- 
matic — but  there  is  no  question  that  Chlorothi- 
azide, its  derivatives  and  its  related  drugs  gave 
us  a strong  new  ally,  a new  tool,  in  the  treatment 
of  hypertensive  patients  with  drugs.  They  po- 
tentiate the  effects  of  all  the  other  drugs,  and 
very  powerfully  in  some.  They  potentiate  the 
blockers  most  powerfully.  So  what  we  do  in  the 
kinds  of  cases  I was  just  telling  you  about,  even 
when  renal  hypertension  is  an  important  com- 
ponent, is  to  put  the  patient  first  on  Chlorothi- 
azide, — that  is,  we  don’t  put  them  on  Ismelin 
first.  Rather  we  wait  and  see  if  they  need  a 


blocker,  because  any  blocker,  remember,  intro- 
duces unpleasant  blocking  effects  — such  as  pos- 
tural hypotension.  We  also  use  Chlorothiazide 
to  potentiate  such  a blocking  drug.  For  Chloro- 
thiazide is  a very  strong  potentiator,  but  in  about 
one-third  of  the  cases  it  will  produce  a very  good 
hypotensive  effect  alone.  It  is  true  that  we  don’t 
usually  give  it  alone.  We  usually  give  it  in  combi- 
nation with  other  drugs,  starting  off  with  some 
of  the  milder  ones,  such  as  reserpine;  especially 
if  the  pulse  rate  is  rapid,  we  try  to  get  the  pulse 
rate  down.  If  reserpine  doesn’t  work,  we  may  go 
to  Apresoline  or  one  of  the  other  renal  vasodila- 
tors. Incidentally,  drugs  are  coming  along  so  fast 
in  this  field  now  that  it’s  impossible  to  keep  up 
with  them.  We  have  some  new  drugs  which  we 
have  wanted  for  a long  time  to  substitute  for 
Apresoline  which  certainly  has  some  undesirable 
side  effects.  For  example,  it  can  produce  angina 

— Apesoline  usually  races  the  heart.  If  you  give 
reserpine  and  Veratrum  in  advance  you  tend  to 
offset  some  of  the  racing,  the  tachycardia,  caused 
by  Apresoline.  Our  standard  dose  of  Apresoline 
is  50  mg.  four  times  a day,  rarely  more.  Even  in 
this  dose,  however,  it  can  cause  angina,  and  if  it 
does,  we  stop  it. 

One  of  the  most  frequent  questions  that’s 
asked  me  is,  “Do  you  ever  do  a sympathectomy?” 
Well,  Dr.  Smithwick,  who  is  in  our  hospital,  was 
doing  sympathectomies  at  the  rate  of  one  a day 
in  1948.  With  the  introduction  of  the  hypoten- 
sive drugs  it  began  to  fall  off.  In  the  past  year 
he  has  done  about  10.  How  did  he  happen  to  do 
those?  Most  of  them  were  done  during  the  course 
of  an  exploratory  laparotomy  in  the  renal-adrenal 
area  in  patients  whom  we  could  not  seem  to  con- 
trol, and  were  suspicious  that  the  patient  had 
either  an  adrenal  tumor,  or  unilateral  renal  dis- 
ease, or  renal  arterial  obstruction,  or  something 
peculiar.  So  Dr.  Smithwick  explored  and  in  his 
expert  hands,  nothing  was  found.  At  operation, 
since  the  sympathetic  chains  were  exposed,  he 
then  did  a limited  splanchnicectomy.  That  cer- 
tainly doesn’t  hurt  a hypertensive  patient.  I am 
not  convinced  that  it  makes  the  patient  very 
much  easier  to  treat,  but  I am  certain  that  it 
does  not  make  him  any  harder  to  treat 

— that  is  a limited  splanchnicectomy.  Oc- 
casionally such  a splanchnicectomy  will  work 
as  a hypotensive  procedure.  In  a few  cases  it’s 
brilliantly  satisfying,  but  this  is  so  uncommon 
that  I don’t  like  to  recommend  it.  Bnl  a failnn' 
after  a splanchnicectomy  can  be  Innu'd  into  a 
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success,  and  Dr.  Smithwick  has  had  many  such 
cases,  by  the  mere  addition  of  Chlorothiazide, 
in  small  doses  — for  example,  250  mg.  a day. 
Some  splanchnicectomized  patients  will  respond 
to  only  62/2  mg.  a day  of  Chlorothiazide.  That’s 
a quarter  of  one  tablet! 

Now  how  do  we  begin  to  manage  a patient 
on  the  background  of  this  kind  of  information? 
What  can  we  do  with  drugs?  Well,  there’s  no 
use  kidding  ourselves  that  we  have  got  a specific 
drug  in  any  of  the  hypotensive  drugs,  with  the 
possible  exception  of  Chlorothiazide.  The  reason- 
ing there  is  this:  Chlorothiazide  does  not  cause 
hypotension  in  normal  or  normotensive  individ- 
uals. To  my  knowledge  it’s  the  only  one  of  the 
hypotensive  drugs  that  doesn’t  do  so.  All  the  rest 
do  lower  blood  pressure  in  normal  people  just 
as  they  do  in  hypertensive  people.  Chlorothia- 
zide does  not  — is  not  hypotensive  in  normoten- 
sives.  Then  how  does  it  work?  A lot  of  people 
thought  it  worked  by  depleting  salt  from  the 
body  and  by  decreasing  the  blood  volume.  This 
has  been  disproven.  It’s  now  generally  agreed 
that  there  is  some  other  effect  of  these  diuretics 
in  the  hypertensive,  and  only  in  the  hyperten- 
sive. What  it  is,  we  really  don’t  know.  Salt  has 
something  to  do  with  it.  Certainly  sodium  can 
nevei  be  gotten  out  of  the  hypertensive  argu- 
ment any  more  than  the  kidney  which  handles 
the  sodium  can  be  gotten  out.  But  we  do  not 
think  that  the  mechanism  of  action  of  Chloro- 
thiazide can  be  explained  solely  by  its  salt  ef- 
fects. 

We  believe  that  if  you’re  going  to  use  hypo- 
tensive drugs  successfully  you  have  to  feel  that 
reducing  blood  pressure  is  helpful.  If  you  don’t 
believe  that,  then  in  my  opinion,  you’ll  be  using 
drugs  needlessly  merely  to  lower  blood  pressure. 
You  have  to  have  a basic  philosophy  about  this. 
However,  I don’t  believe  that  you  can  even  try 
this  for  very  long  with  an  open  mind  and  not  be 
convinced  that  it  is  helpful,  because  of  what 
your  patients  will  tell  you,  if  only  from  their 
subjective  appraisal  of  their  symptoms  without 
knowing  what  their  blood  pressures  are.  Fre- 
quently they  will  say,  “I  didn’t  know  I was  feel- 
ing bad  until  I began  to  feel  better.”  And  the 
most  common  thing  that  women  tell  me  is,  “Doc- 
tor, I hope  I haven’t  done  wrong.”  “What  is 
that?”  “Well,  I felt  so  good  I just  had  to  clean 
up  the  whole  house.  I hadn’t  cleaned  that  house 
for  two  or  three  years,  and  I’m  afraid  now  that 


my  blood  pressure  is  way  up.”  Most  frequently 
the  blood  pressure  is  not  up  at  all,  it’s  farther 
down,  so  that  this  is  really  sympomatic  improve- 
ment. I believe  that  lessening  of  fatigue  of  incip- 
ient heart  failure  which  lowering  the  blood  pres- 
sure relieves  is  what  helps  them.  But  if  you  don’t 
believe  any  of  this,  then  don’t  use  the  drugs.  Or, 
if  you’re  going  to  use  the  drugs,  use  them  only 
with  an  experimental  attitude,  to  see  if  there’s 
anything  in  it. 

Certainly  combinations  of  hypotensive  drugs 
are  more  active  than  any  one  drug  used  alone. 
If  you’re  going  to  be  a purist  and  say,  “I  will  use 
only  this,  or  only  that”  you  will  not  get  nearly 
as  good  results  as  if  you’d  bend  a little  and  say, 
“I’ll  use  drug  number  two  if  number  one  doesn’t 
work.  I’ll  even  add  two  or  three  drugs  together, 
but  I will  try  to  drop  out  any  drug  if  I can  show 
that  it  is  not  really  contributing  anything.”  Many 
times  you  will  be  convinced  that  a drug  does 
contribute  something  and  that  others  don’t  con- 
tribute anything.  Naturally  you  retain  only  those 
that  contribute  something. 

Now  you  don’t  cure  hypertensive  patients  with 
drugs  because  if  you  stop  the  drugs  the  blood 
pressure  goes  up  again.  In  fact,  with  certain 
drugs,  particularly  the  blockers  and  to  a lesser 
extent  the  diuretics  like  Chlorothiazide,  the 
blood  pressure  will  overshoot,  or  go  higher  on 
stopping  them,  and  this  is  a very  dangerous 
thing  in  a touchy  hypertensive.  Most  of  the  bad 
cerebral  accidents  that  have  occurred  in  hyper- 
tensive patients  on  strong  antihypertensive  treat- 
ment have  occurred  when  it  was  stopped  imme- 
diately, or  within  two  or  three  days.  Say  a pa- 
tient runs  out  of  a blocker  and  has  a eerebral 
accident.  It  has  happened.  So  you  should  caution 
the  patient,  “Don’t  run  out  of  your  pills.  Don’t 
go  away  and  forget  them.”  ( Or  any  other  excuse 
they  can  think  up  to  stop  medication,  and  be- 
lieve me  they  can  think  up  plenty. ) 

Less  treatment  is  necessary  to  hold  the  blood 
pressure  down  than  to  get  it  down,  and  this  is 
one  of  the  most  reassuring  things,  philosophically, 
to  me,  and  financially  to  the  patient.  These  drugs 
are  not  given  away,  they  cost  plenty.  And  it 
helps  the  patient’s  morale  to  have  to  need  less. 
One  of  the  questions  they  will  ask  you  is,  “Do  I 
have  to  take  drugs  forever?”  It  helps  me  and 
them  to  be  able  to  say  honestly,  “No,  not  all  of 
them,  forever.  Perhaps  something  forever,  per- 
haps a little  forever,  unless  we  learn  more  than 
we  know  now.  But  we  do  know  that  if  you  will 
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keep  your  pressure  down  for  at  least  a year, 
then  you  may  be  able  to  decrease  the  therapy.” 

Incidentally  warm  weather  is  synergistic  with 
hypotensive  drugs.  So  is  a warm  bath,  or  a fever. 
So  you  should  tell  your  patient,  “If  you  take  a 
warm  bath  and  you’re  on  drugs,  particularly  on 
a blocker,  don’t  stand  up  in  the  tub  suddenly, 
you  may  wake  up  to  find  yourself  with  a gash 
on  the  back  of  your  head.”  This  has  happened 
to  patients  who  have  fainted  in  the  tub  from 
suddenly  standing  up  with  blockers  aboard,  in 
a warm  bath.  Patients  taking  these  drugs  are 
very  susceptible  to  postural  hypotension.  You 
can  and  you  should  decrease  the  medication, 
(we  do  always)  in  warm  weather.  We  also 
watch  out  in  the  fall,  around  October,  say,  to 
see  whether  a little  increase  in  dosage  may  or 
may  not  be  necessary.  Blockers  are  less  used  to- 
day than  formerly,  even  including  the  new  ad- 
renergic blocking  drugs,  which  may  cut  out  a 
little  niche  for  themselves  in  the  management  of 
the  renal  hypertensives,  as  I have  said. 

You  and  your  patient  must  be  persistent  if 
you  are  to  succeed  with  drug  treatment.  If  you’re 
going  to  give  up  easily,  don’t  start  at  all,  because 
this  is  a chronic  management  problem,  and  you 
must  tell  the  patient  that  this  is  what  he  must 
expect.  You  must  treat  for  a long  time.  Now 
when  do  you  treat?  You  treat  whenever  yon 
think  that  the  patient  is  going  to  do  badly  if  you 
don’t  treat.  And  that  presupposes  you  know  a 
lot  about  this  patient  — a lot  more  than  just  his 
blood  pressure. 

Finally  as  I tried  to  emphasize,  each  patient 
with  hypertension  is  different.  When  a person, 
or  a physician  comes  up  and  says,  “I  know  a pa- 
tient whose  blood  pressure  is  190  over  114;  how 
would  you  treat  that  patient?”  I always  answer, 
“Well  that  depends.  It  depends  on  the  sex,  the 
age,  the  duration,  the  family  history,  the  course, 
the  kidneys,  the  eye  grounds,  and  unless  I know 
these  factors  at  least,  I simply  cannot  say.  I can- 
not judge  by  the  blood  pressure  alone.”  “Do  you 
treat  the  old  lady  who  has  a blood  pressure  of 
210  over  80?”  No,  not  for  hypertension,  I don’t. 

We  must  individualize  each  case  and  take 
time,  take  plenty  of  time,  to  study  and  evaluate 
the  course.  It  helps  you  to  know  that  a hyper- 
tensive keeps  on  doing  pretty  much  what  he’s 
been  doing.  If  he’s  been  getting  into  congestive 
failure,  he’ll  be  getting  into  more  congestive  fail- 
ure. You  do  have  to  treat  symptomatically,  and 
psychotherapeutically,  if  you  will,  to  reduce  ir- 


ritations, to  try  to  get  a patient  into  a line  of 
work  or  line  of  life  that’s  a little  less  trying  on 
him.  Certainly  1 feel  strongly  that  you  should 
try  hypotensive  drugs,  and  if  you  haven’t,  I think 
the  way  to  start  is  with  some  of  the  milder  ones, 
like  reserpine,  watching  out  for  slow  accumula- 
tive effects  — patients  can  get  depressed  on  res- 
erpine — but  if  you  continue  to  bring  the  dosage 
down,  and  this  may  be  to  less  than  one-tenth  of 
a mg.  of  reserpine  a day,  you  can  avoid  unpleas- 
ant sedative  effects  and  still  retain  some  of  the 
hypotensive  effects.  If  you’ll  try  it,  I think  you’ll 
often  be  successful.  But  then  if  it  doesn’t  work, 
retain  it  and  add  something  to  it.  Combinations 
are  always  better.  And  finally  if  I have  one  ad- 
monition, it  is  this:  if  you’re  going  to  embark  on 
this  with  a patient,  you  must  do  it  with  a deter- 
mined attitude.  You  must  say  and  mean  it, 
“We’re  going  to  get  your  pressure  down.” 

In  conclusion  I’d  like  to  tell  you  about  one 
patient.  She  illustrates  all  these  points.  Practical- 
ly everything  that  you  could  do  to  a hyperten- 
sive, we’ve  done  to  this  one.  She’s  a young  wom- 
an. She  had  had  toxemia  of  pregnancy  with  her 
last  pregnancy,  but  she  didn’t  really  have  a sus- 
tained blood  pressure  until  she  was  about  44 
when  I saw  her,  just  premenopausal.  She  had  an 
extremely  high  blood  pressure  around  260  over 
160,  and  her  story  was  that  since  childhood  when 
she  had  had  a nasal  injury,  she  had  a great  deal 
of  trouble  with  her  nose,  and  had  practically 
been  drinking  quantities  of  one  of  the  strong 
vasoconstrictor  nose-drop  preparations.  Now,  I 
don’t  know  that  that  had  anything  to  do  with  it 
— I don’t  think  it  did.  It  was  probably  a red  her- 
ring. We  brought  her  into  the  hospital  and  I be- 
gan to  treat  her.  Believe  me,  I treated  her  with 
every  trick  in  the  bag  and  I finally  decided  ( and 
this  is  sometimes  a good  lead),  “This  patient 
just  doesn’t  have  essential  hypertension.”  We 
looked  very  thoroughly  for  primary  hyperaldos- 
teronism, naturally  for  renal  hypertension,  and 
we  couldn’t  find  anything  diagnostic.  But  we 
were  suspicious  enough  that  we  subjected  her 
to  an  exploratory  laparotomy.  Dr.  Smithwick  did 
it,  and  I have  full  confidence  that  if  anybody 
could  have  found  what  was  \Mong  at  that  time, 
he  would  have.  He  said  the  kidneys  were  both 
pulsating,  the  arteries  were  pulsating,  he  couldn't 
find  anything  wrong  ^^•ith  the  kidneys.  The  ad- 
renals looked  as  normal  as  any  adrenals  he  m cr 
saw.  There  were  no  tumors  anywhere.  There 
was  nothing  obviously  w'rong  wath  her.  lie  there- 
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fore  did  a limited  splanchnicectomy. 

The  woman  was  just  as  hard  for  me  to  treat 
afterwards  as  she  was  before  the  operation.  She 
still  did  not  respond  to  the  ordinary  combina- 
tions, in  good  doses.  Now  because  we  were  do- 
ing some  experimental  studies  with  the  new  ad- 
renergic blockers,  I began  to  try  them  on  her 
with  more  success,  and  she  finally  came  back 
at  my  insistence  ( and  I’ll  tell  you  why  I insisted ) 
into  the  hospital  for  studies.  She  had  developed 
some  intermittent  claudication  of  one  leg,  and  it 
was  pretty  clearly  intermittent  claudication  in  a 
young  woman.  On  feeling  of  her  pulses  in  her 
feet.  Dr.  Wright,  I found  that  she  didn’t  have 
any  pulses  in  her  feet.  She  had  one  good  femoral 
pulse.  This  tipped  me  off  that  this  woman,  for 
some  reason,  had  vascular  disease  — probably 
arteriosclerotic  vascular  disease  — and  I thought 
if  she’s  got  it  in  her  legs,  she  may  have  it  in  her 
kidneys.  Now  remember  that  we  had  done  a 
complete  work  up  and  that  Dr.  Smithwick  had 
had  the  kidneys  in  his  hands  one  year  before. 
We  did  a new  pyelogram  and  now  one  kidney 
was  definitely  smaller,  and  the  other  definitely 
bigger  than  it  had  been  a year  before  when  she’d 
been  in  the  hospital.  We  then  put  her  on  Ismelin 
(I  think  Darenthin  may  have  worked  as  well) 
in  combination  with  the  other  drugs.  She’s  now 
running  a perfectly  normal  blood  pressure.  She 
has  still  got  both  her  kidneys  — one  kidney  is  not 
functioning  too  well  and  it’s  smaller  — and  it 
probably  has  pyelonephritis.  Her  total  renal 
function,  however  is  good,  exceptionally  good. 

Therefore  we  assume  that  she  has  a very  good 
kidney  on  the  good  side,  and  we  won’t  hesitate 
now  to  do  a nephrectomy  on  the  bad  side  if  we 
cannot  keep  her  pressure  down  with  drugs. 

Now  what  does  this  story  tell  you?  If  we  had 
not  persisted  in  that  woman,  I don’t  think  we’d 
have  ever  gotten  her  pressure  down.  Nowadays 
we  talk  about  the  cases  we  fail  in.  This  is  a re- 
markable change  in  our  psychology  from  five 
years  ago  when  we  loved  to  talk  about  the  cases 
we  succeeded  in.  “I  had  a case”  — you  know. 
Today  it’s,  “I  had  a case  who  diclrit  respond, 
and  what  do  you  think  we  can  do  about  that?” 
It’s  when  you  don’t  succeed,  that  you  are  excited; 
but  don’t  give  up  — that’s  my  point.  You  keep 
on  trying  because  sooner  or  later  you  can  find, 
even  in  these  obscure  cases,  either  a remediable 
cause  or  with  an  addition  or  change  in  therapy 
you  can  get  a therapeutic  success. 

Finally,  we  sometimes  get  a success  when  we 


don’t  change  a thing  or  find  a new  thing.  We 
just  persist.  We’ve  had  some  patients  that  we 
have  had  on  therapy  for  two  years  or  three  years, 
and  there’s  been  little  real  response.  Then  some- 
thing has  happened  and  over  a relatively  short 
span,  the  pressure  has  come  down  an  impressive 
amount,  say  30-40  mm.,  although  maybe  not  to 
normal.  We’ve  even  seen  this  occur  in  two  steps 
— the  pressure  has  come  down  and  sat,  let’s  say 
at  160  over  100.  I have  a patient  well  in  mind 
in  whom  that  occurred.  And  then  there  was  an- 
other downward  step  and  he  became  relatively 
normotensive.  When  I then  stopped  his  drugs 
his  pressure  promptly  rose. 

I think  that  it  is  something,  putting  it  in  a 
crude  analogy,  like  a tug  of  war.  Here  is  a pa- 
tient who  has  a familial  trait  towards  hyperten- 
sion in  response  to  — call  it  what  you  will  — 
stress,  environment,  life,  whatever  it  is,  he  just 
tends  to  get  hypertensive.  We  are  pulling  the 
other  way.  If  we  don’t  pull  the  other  way  some- 
thing in  his  head,  probably  some  barostatic 
mechanism,  gets  set  too  high.  Then  when  we 
try  to  pull  the  pressure  down,  that  barostatic 
mechanism  throws  in  a number  of  counteracting 
homeostatic  responses  in  an  effort  to  get  the 
pressure  back  up  again. 

I think  it’s  just  a matter  of  pulling  and  tugging 
until  we  can  get  his  body  to  accept  a lower, 
more  normal  pressure.  Now  this  idea  fits,  you 
see,  with  the  now  universally  agreed  observation 
that  the  pressure  will  frequently  stay  down  — 
sometimes  even  when  we  stop  the  therapy  — and 
it  will  stay  down  for  months.  We  don’t  think  you 
should  ever  stop  therapy  completely.  We  think 
we  should  continue  to  counteract  the  familial 
trait.  We  have  youngsters,  young  people,  whom 
we  are  now  carrying  on  little  doses  of  Rauwolfia 
and  that’s  all.  Now  the  basis  for  that  is  this. 
They  were  young,  they’re  still  young  — one  boy 
was  18  when  he  started.  But  that’s  all  we’re  do- 
ing for  them,  say  0.05  mg.  of  reserpine  a day. 
Now  I have  “placeboed”  this  boy  with  blank 
pills  enough  to  convince  me  that  when  I let  him 
go  for  six  months  on  placebos  he  tends  to  slowly 
edge  up  to  140,  150,  160,  from  a low  normal 
level— from  105  to  110  over  65.  On  such  doses  as 
he  is  taking  he  has  no  symptoms.  Maybe  it’s  all 
folklore,  maybe  it’s  mesmerism.  However,  I think 
that  it  is  the  maintenance  of  a counteracting 
drug,  counteracting  an  inherited  tendency  which 
is  towards  essential  hypertension,  which  I still 
believe  to  be  a bad  disease.  Thank  you! 
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exists  that  those  who  need  it  most  cannot  usually  afford  psijcho- 
therapy,  and  frequently  the  psychotherapy  so  applied  is  exchanging  one  pill  for 
f another.  Yet  psychotherapy,  aimed  at  the  [causes’  of  psychogenic  disabilities  will 
^ costly  than  prolonged  palliation  of  symptoms  a^  semi  invalidism. 

This  article  may  foster  some  awareness  of  “office  psychiatry  for  the  non-psy- 
chiatrist.” (R.E.D,) 


Mr.  a.  B.  JONES,  aged  38,  visits  Dr.  C.  D. 
Smith,  presenting  complaints  of  longstanding. 
Gastrointestinal  difficulties  have  often  plagued 
him.  Frequently  they  have  been  associated  with 
headaches.  He  is  restless.  Sleep  is  a problem. 
He  awakens  several  times  a night  and  in  the 
morning  he  is  still  fatigued  — exhausted,  in  fact. 
He  looks  wan,  weary  and  worried.  Loss  of  an 
occasional  day  or  two  at  work  jeopardizes  the 
job  he  has  held  for  11  years. 

He  has  consulted  one  or  several  doctors  dur- 
ing the  last  five  years,  has  been  on  special  diets, 
has  taken  various  medications,  had  some  teeth 
extracted,  been  checked  by  an  allergist,  who  has 
found  numerous  sensitivities.  He  has  eliminated 
sea  food,  several  cereals  and  vegetables.  He  has 
no  appetite  anyway  and  suffers  from  constipa- 
tion too. 

Examination  reveals  abdominal  sensitivity. 


The  pulse  is  rapid.  He  is  a bit  emaciated.  The 
hands  are  cold  and  there  is  a fine  tremor. 

Mr.  Jones  frankly  admits  he  has  “always”  been 
a bit  highstrung.  He  pleads  for  help,  protests  his 
anxiety  to  continue  to  work  — and,  at  the  same 
time  his  concern  that  he  may  be  dropped  — or 
have  to  quit  — because  the  symptoms  are  so  dis- 
tressing, so  disabling,  so  annoying,  so  impervi- 
ous to  past  treatments. 

Kindly  old  Dr.  Smith  gently  inquires  into  his 
more  personal  problems,  elicits  that  his  wife  is 
“wonderful,”  in  fact  works  to  augment  the  fam- 
ily income.  If  only  he  could  feel  better  she  could 
confine  her  activities  to  the  home  and  children. 
His  job  adjustments  are  “fine”.  He  likes  his  boss 
and  his  fellow  employees.  \\T11,  yes,  he  was 
passed  up  on  promotion  recently,  but  it  was  his 
poor  health  that  was  responsible.  In  short,  Mr. 
Jones’  life  adjustments  are  “flawless”  except  for 
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the  stress  and  frustration  of  constant,  recurrent 
health  problems.  He  begs  for  help.  He’ll  do  any- 
thing — follow  any  prescribed  routines  — take 
any  medication,  and  won’t  Dr.  Smith  please  get 
him  well  — that’s  his  only  worry  — to  keep  going 
— to  obtain  help  for  the  constant  interfering 
physical  problems  and  disturbances  that  distract 
him  from  his  devoted  dedication  to  his  job,  his 
wife,  his  children.  Maybe  those  new  shots  he 
has  read  about  would  be  the  answer? 

Dr.  Smith  considers,  and  eliminates  by  rea- 
sonable checks  and  tests,  all  the  possible  organic 
diseases.  He  finds  a bit  of  anemia,  nothing  more. 

Appropriate  and  minimal  medications  and  rou- 
tines are  prescribed  to  modify  the  more  disturb- 
ing symptoms.  To  himself.  Dr.  Smith  classifies 
the  patient’s  troubles  as  neurotic.  He  provides  a 
dose  of  reassurance,  adds  a tranquilizer,  and  be- 
comes the  patient’s  new  supportive  father  figure. 

This  is  excellent  management,  as  far  as  it  goes. 
It  matters  not  whether  Dr.  Smith  is  aware  of  his 
father  role.  The  patient,  in  all  likelihood  will 
get  along  — perhaps  even  a bit  better  — at  least 
for  a time.  And  Dr.  Smith  has  lived  up  to  his 
Hippocratic  oath  and  to  his  conscience  and  has 
alleviated  pain  and  suffering  to  a degree.  Now 
he  can  return  to  the  relief  of  the  “really  sick,” 
from  whom  he  is  justly  reluctant  to  withhold  his 
efforts  and  ever  insufficient  time. 

Yet,  there  is  something  missing,  something  seri- 
ously wrong  here.  If  this  patient  had  complained 
of  a cough,  would  a cough  remedy  have  been 
the  proper  treatment,  if  the  cause  of  the  symp- 
tom were  tuberculosis  or  an  early  malignancy? 
Some  years  ago,  when  medicine  and  diagnosis 
were  less  scientific  and  specific,  symptom  relief 
was  often  all  that  could  be  offered.  Causes  were 
often  obscure,  often  untreatable.  Medicine  was 
90  per  cent  an  “art.”  Now  medicine  is  a “science.” 
Yet  many  disorders  even  today  have  causes  that 
cannot  be  eradicated  or  brought  to  heel  by  treat- 
ment. And  in  these,  the  doctor  must  content  him- 
self with  the  treatment  and  alleviation  of  the 
symptoms.  But  such  superficial  therapy  is  not  to 
be  condoned  in  treatable  diseases,  where  the 
cause  can  be  found  and  removed.  It  would  be 
malpractice  to  prescribe  calamine  lotion  for  the 
rash  of  secondary  lues. 

Emotional  disorders  and  symptoms  have  causes. 


These  are  not  as  readily  found  as  those  of  some 
physical  illnesses.  There  is  no  way  to  X-ray  the 
“mind”  or  do  air  studies  on  the  superego.  But  psy- 
chiatric techniques  often  can  succeed,  not  only 
in  making  a diagnosis,  but  in  treating  the  causes 
( as  well  as  the  symptoms ) . 

In  the  case  of  Mr.  Jones,  psychiatrically  ori- 
ented inquiry  and  evaluation  of  the  patient’s 
responses  ( not  merely  his  words ) by  Dr.  Smith, 
or  perhaps  by  a psychiatrist,  might  have  uncov- 
ered some  considerably  crippling  and  painful 
psychic  causes  for  his  complaints.  His  wife 
worked,  yes.  She  didn’t  complain,  no.  But  she 
had  grown  cool,  aloof,  indifferent.  She  was  a 
good  mother  — always  attending  the  children  — 
in  fact,  to  the  exclusion  of  their  father.  And  at 
work  — there  too,  he  was  just  tolerated  — often 
felt  ignored.  Of  course,  the  patient  doesn’t  see 
the  implication  of  these  reluctantly  expressed 
admissions.  He  cannot  admit  to  himself  — not 
now  — and  perhaps  not  until  some  several  hours 
of  patient  discussion  have  created  empathy  and 
confidence  in  his  mentor,  and  have  lessened  his 
anxiety  and  panic  over  realizing  his,  to  his  ego 
and  the  world  at  large  — unacceptable  and  terri- 
fying sense  of  inadequacy  and  insecurity.  But  in 
this  awful  threat  may  lie  one  “cause”  of  his  es- 
cape into  symptom-consciousness,  and  a cause 
of  his  inept  and  pathetic  struggle  to  get  sympa- 
thy and  approval  through  sickness  and  perhaps 
eventual  invalidism,  from  a wife  who  is  losing 
her  illusions  about  his  competence  as  a man. 

There  is  a second  flaw  in  Dr.  Smith’s  evalua- 
tion of  Mr.  Jones.  The  tacit  diagnosis  of  “neuro- 
sis” is  equated,  to  a degree  at  least,  in  the  good 
doctor’s  mind  with  “nothing  wrong.”  This  ap- 
praisal is  a gross  error.  Mr.  Jones’  discomfort  is, 
granted,  not  due  to  organic  disease.  His  symp- 
toms, though  troublesome,  do  not  spell  physical 
disaster  or  doom.  But  “only”  functional  is  an 
evasion  of  reality.  For  what  more  miserable,  in- 
deed frightening  and  devastating  condition  can 
be  named  than  one  which  subtly  and  uncon- 
sciously so  suffuses  a man  that  his  life  is  an  ex- 
istence, a chronic,  drudging,  fearful,  insecure 
groping  for  straws;  a secret,  indeed  unaware 
flight  from  some  threatening  self-realization.  We 
may  grant,  if  the  patient  is  so  intensely  harassed 
by  symptoms  which  are  painful  and  discourag- 
ing — even  frightening  — yet  doggedly  clings  to 
them,  denying  all  other  difficulties,  that  their 
emotional  causes,  thus  camouflaged  and  denied. 
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must  be  even  more  terrifying  and  excruciating. 
How  then,  can  one  say  “only”  neurotic,  when  not 
merely  some  part  or  organ  in  the  body  is  sick, 
but  indeed  the  whole  person. 

Perhaps  Dr.  Smith  is  right  in  the  case  of  Mr. 
Jones.  Perhaps  palliative  and  supportive  therapy 
are  the  best,  since  Mr.  Jones  may  lack  the  intel- 
ligence or  ego  strength  to  be  helped  through 
explorations,  often  lengthy  and  costly,  of  his 
emotional  patterns,  his  unconscious  general  and 
specific  attitudes  toward  self  and  environment 
and  his  reactions  to  past  and  present  stresses  and 
frustrations.  But  Dr.  Smith  might  be  abandoning 
Mr.  Jones  to  years  of  emotional  invalidism  — a 
life  of  pathetic,  half-blind  muddling  through 
misery,  self-deception  and  anxiety.  It  would  be 
better,  nay,  it  is  imperative,  that  Dr.  Smith,  hav- 
ing made  the  diagnosis  of  neurosis,  assess  the 
patient’s  emotional  and  intellectual  potentials 
and,  if  he  feels  there  is  the  slightest  possibility 
that  Mr.  Jones  possesses  some  strengths,  find 
ways  of  helping  him  discover  and  understand 
the  causes  of  his  symptoms.  Often  this  is  beyond 
the  doctor’s  interests  or  available  time.  If  so, 
then,  with  tact  and  patience,  he  should  help  the 
patient  accept  the  advisability  of  consulting  a 
specialist  in  the  field  — the  field  of  emotional  or 
“psychosomatic”  disorders  — psychiatry. 

Recent  issues  of  “Life”  Magazine  have  run  a 
series  of  thoughtful  and  thought-provoking  arti- 
cles on  the  present  day  relationships  between 
medicine  and  the  public.  In  these  there  has  again 
been  stressed  the  tendency  of  modern  medical 
men  to  overlook  the  emotional  aspects  of  all 
illnesses, 

“Life”  quotes  Dr.  Edward  Weiss,  Professor  of 
Clinical  Medicine  at  Philadelphia’s  Temple  Uni- 
versity: “In  one-third  of  the  (series  of  200) 
cases,  organic  disturbances  appeared  to  explain 
everything.  In  another  third,  organic  disturb- 
ances were  present,  but  symptoms  were  out  of 
proportion  to  the  cause(s).  And  in  the  last 
third,  the  illness,  while  real,  was  emotionally  in- 
duced ...  If  impersonal  tactics  of  ‘organic  cause 
and  effect’  medicine  were  relied  on  ...  at  least 
one-third  of  the  patients  would  not  get  the  help 
they  needed.” 

The  doctor’s  devotion,  with  interest  and  ardor, 
to  the  care  of  those  with  “real  illness”  is  not 
good  medicine  if  it  involves  misdiagnosis  and 
consequent  inadequate  treatment  of  causes,  ei- 


ther organic  or  emotional  in  over  30  per  cent  of 
his  practice. 

The  epithet  “just  a neurotic”  may  console  the 
doctor’s  conscience  and  relieve  his  uncon- 
scious anxiety  over  some  secret  or  subconscious 
inadequacies  of  his  own.  But  what  happens  to 
the  patient  so  labeled?  All  too  often  he  wanders 
from  doctor  to  doctor,  clinic  to  clinic,  because 
no  blood  count,  no  X-ray  can  detect  his  pathol- 
ogy. His  “existence”  oozes  on  at  a sub-“living” 
level  until  senility  and  death. 

Let  it  then  be  once  again  stated  that  the  doc- 
tor’s duty  is  to  the  “whole  person”  of  the  patient. 
To  discharge  this  duty  fully  may  indeed  cost 
the  doctor  time  and  money.  But  the  exploration 
(within  reasonable  and  pratical  limits)  of  the 
patient’s  social  and  domestic  history,  as  well  as 
the  medical  history,  is  essential  in  no  less  than 
one-third  of  his  cases.  Such  “prying”  may  cause 
uneasiness  in  the  patient  (and  often  in  the  doc- 
tor). It  may  elicit  the  kind  of  denials  and  over- 
protestation of  symptoms  illustrated  in  the  case 
of  Mr.  Jones,  in  which  case,  it  is  hoped  that  the 
doctor  has  the  perspicacity  to  read  between  the 
words  and  has  the  tolerance  to  refrain  from  con- 
demning the  patient  as  a conscious  liar.  But  it 
may  well  become  a rewarding  and  enlightening 
experience  to  cultivate  techniques  toward  more 
complete  and  competent  diagnosis  and  toward 
treatment  of  this  considerable  segment  of  the 
doctor’s  practice. 

American  medicine  has  a proud  and  lofty  tra- 
dition. Its  advances  have  benefited  mankind 
throughout  the  world.  Mortality  has  dwindled, 
life  expectancy  lengthened.  But  there  is  justifi- 
cation in  the  arguments  of  those  who  would  so- 
cialize American  medicine,  that  doctors  no  long- 
er have  the  “personal  touch”  with  their  patients 
anyhow,  so  why  not  arrange  for  the  financial 
“benefits”  of  socialized  medical  care. 

Doctors  individually  (if  they  are  to  remain 
“individuals”)  must  meet  this  argument.  1 know 
of  no  better  bulwark  against  socialization  than 
the  cultivation  of  the  awareness  of  the  “person” 
in  the  body  of  the  patient;  and  of  an  objective 
awareness  of  the  “reality  ” of  emotionally  deter- 
mined suffering.  For  the  ancient  duty  to  prolong 
existence  and  alleviate  pain  is  no  longer  enough. 
The  patient  deserves  to  be  helped  to  “li\  e”.  And 
that  is  what  every  third  patient  is  asking  for, 
even  though  he  may  not  know  it. 
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Tumors  of  Central  Nervous  System* 

Edwin  B.  Boldrey,  M.D. 


Professor,  Department  of  Neurological  Surgery, 
University  of  California 
San  Francisco,  California 


Emphasis  is  placed  on  early  diagnosis  by  the  clinician  who  first  sees  a case 
with  signs  and  symptoms  resembling  those  of  brain  tumor.  Intracranial  gliomas 
are  not  rare,  particularly  when  it  is  recognized  that  the  brain  is  one  of  the  first 
three  organs  most  likely  to  be  affected  by  primary  neoplastic  process  in  males 
under  40  years  of  age  and  females  under  20  years.  The  intracranial  gliomas  are 
classified  as  to  cell  type,  usual  location  and  degree  of  malignancy.  Most  frequent 
initial  signs  and  symptoms  are  discussed  and  typical  past  errors  in  differential 
diagnosis  given.  Diagnostic  aids  such  as  electroencephalography,  angiography, 
air  contrast  roentgenography  and  others  are  considered.  The  relationship  of  in- 
tracranial gliomas  to  the  general  cancer  problem  is  emphasized.  (C.W.E.) 


OCTOR  Eisenbeiss,  ladies  and  gentlemen,  it 
is  indeed  an  honor  and  pleasure  for  me  to  be  in 
Phoenix  again.  Every  time  I have  been  here  I 
have  thoroughly  enjoyed  it,  and  this  is  no  ex- 
eeption.  Your  traditional  Arizona  hospitality  has 
eertainly  been  evident  to  us  who  eome  here  on 
this  oceasion. 

Dr.  Eisenbeiss  has  indieated  that  we  are  go- 
ing to  talk  this  afternoon  about  brain  tumors  and 
are  to  limit  ourselves  to  the  intrinsie  tumors  of 
the  brain,  the  gliomas.  By  doing  this.  Dr.  Eisen- 
beiss has  eliminated  from  our  discussion  some 
of  the  tumors  that  have  the  best  prognosis.  We 
have  immediately  to  delve  into  that  group  which 
is  serious  in  its  implications  but  in  which  we  feel 
there  is  something  to  offer  when  seen  early 
enough. 

*Presented  at  the  Seventh  Annual  Cancer  Seminar  of  the 
Arizona  Division,  American  Cancer  Society,  January  22-24, 
1959  — Phoenix. 


The  two  points  I want  particularly  to  empha- 
size are  that  the  early  diagnosis  of  these  tumors 
rests  not  so  much  on  the  neurologist  and  neuro- 
surgeon as  with  you  who  are  in  other  fields  of 
clinical  medicine.  It  is  you  who  are  going  to  see 
these  people  first  and  who  must  get  them  into 
the  hands  of  some  one  who  will  care  for  the 
definitive  therapy  if  you  are  not  prepared  to 
yourself.  There  will  be  some  allusion  to  the  types 
of  glioma  and  what  can  be  done  for  them.  The 
other  point  I want  to  emphasize  is  that  these 
are  not  rare  growths. 

Tumor  of  the  brain  has  more  or  less  tradition- 
ally been  regarded  as  a rare  entity;  we  must  re- 
vise our  thinking  in  this  matter. 

As  a basis  for  this  revision,  I would  like  to 
present  to  you  some  statistics.  A report  in  1931 
by  Helmholtz  showed  that  out  of  750  cases  of 
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malignant  neoplasm  in  childhood,  the  central 
nervous  system  was  the  one  involved  by  far  the 
most  frequently.  In  a round  table  discussion  in 
1947,  again  a review  of  a considerable  number  of 
tumors  showed  that  the  central  nervous  system 
was  affected  more  than  any  other  system,  as  far 
as  early  involvement  was  concerned. 

Reviewing  the  location  of  cancer,  this  work  by 
Levin  ( 1 ) showed  that  in  females  to  age  20  the 
brain  was  among  the  first  three  organ  systems 
in  frequency  of  involvement  by  neoplasm.  In 
the  male,  the  brain  was  among  the  first  three 
organs  to  be  involved,  up  to  the  age  of  40.  This, 
therefore,  is  not  a rare  entity  about  which  we 
are  talking  this  afternoon. 

Some  more  recent  work  was  published  in  No- 
vember of  this  year  by  Kurland (2),  taken  from 
work  at  Rochester,  Minnesota,  The  Mayo  Clinic. 
He  proceeded  on  the  hypothesis  that  all  brain 
tumors  in  patients  living  in  Rochester,  Minnesota 
would  be  studied  by  The  Mayo  Clinic,  and  in  10 
years  there  were  50  intracranial  neoplasms  that 
came  from  this  group.  The  population  of  Ro- 
chester, Minnesota  is  given  as  a mean  average  of 
30,000  during  this  time.  Twenty-seven  of  these 
were  primary  tumors  of  the  brain.  (That  is  the 
group  we  are  going  to  talk  about  tliis  afternoon. ) 
The  incidence,  then,  would  be  9.2  brain  tumors 
per  100,000  population,  per  year. 

The  incidence  was  noted  to  increase  gradual- 
ly, but  persistently,  with  age.  There  has  been  an 
idea  that  a drop  off  occurs  after  the  middle  or 
so-called  cancer-bearing  age.  That  has  not  been 
the  case  here. 

Approximately  one  per  cent  of  all  the  deaths 
reported  are  from  primary  intracranial  tumors, 
and  1.8  per  cent  of  all  deaths  are  from  a combi- 
nation of  primary  and  metastatic  tumors  to  the 
brain. 

With  this  information  we  are  justified  in  con- 
cluding then  that  we  have  for  discussion  a lesion 
which  may  come  to  the  attention  of  anybody  in 
the  practice  of  clinical  medicine.  Unfortunately, 
it  may  also  affect  anyone  who  is  personally  in 
that  practice  himself,  as  we  who  are  in  the  field 
of  neurological  surgery  have  had  distressing  oc- 
casion to  discover. 

The  gliomas  we  are  about  to  discuss  are  those 
tumors  which  arise  from  the  cells  of  the  nervous 
system  itself.  From  the  clinical  standpoint  these 


have  come  to  include  all  intrinsic  tumors  of  the 
brain. 

Some  classification  of  these  tumors  is  neces- 
sary as  a basis  for  discussion.  There  are  a num- 
ber of  classifications  which  have  been  presented 
over  the  years.  The  simplest  one  with  which  I 
am  acquainted  was  attributed  to  Dr.  Walter 
Dandy.  He  said  there  were  two  kinds  of  brain 
tumors,  the  hard  ones  and  the  soft  ones.  The 
hard  ones  got  better,  and  the  soft  ones  didn’t. 
We  have  a bit  more  complex  classification  than 
that  which  we  have  been  using  in  our  Center. 
This  dates  essentially  to  the  classification  of 
Doctors  Bailey  and  Cushing  published  originally 
in  1926.  On  the  basis  of  classification  then  we 
can  draw  some  general  conclusions  about  tumors 
from  the  clinical  standpoint.  (Remember,  these 
are  generalizations.)  The  tumors  of  the  glioma 
group  in  the  adult  usually  will  be  above  the  ten- 
torium and  in  the  child  usually  will  be  below 
the  tentorium.  There  are  many  notable  excep- 
tions, but  that  is  an  average. 

( Among  the  gliomas,  we  have  some  types  over 
around  the  periphery  of  this  drawing:  astrocytes, 
oligodendrocytes,  spongioblasts  and  medullo- 
blasts,  which  are  among  the  more  common  types 
of  cells  you  will  find  in  the  glioma  group. ) 

Most  common  of  all  gliomas  in  the  classifica- 
tion which  will  be  used  is  the  astrocytoma.  It  is 
most  frequently  encountered  because  it  affects 
all  parts  of  the  brain  and  spinal  cord.  In  the 
child  it  tends  to  be  in  the  midline  and  tends  to 
be  cystic  with  a mural  nodule.  In  the  adult,  it  is 
more  commonly  found  above  the  tentorium.  In 
the  spinal  cord  it  may  be  a cystic  mass,  which 
may  be  miscalled  “syringomyelia”. 

There  are  three  principal  subtypes  of  astro- 
cytomas: the  fibrous,  the  protoplasmic  and  the 
gemistocytic  or  large  cell  type.  There  is  some 
variation  in  the  degree  of  malignancy,  the  fi- 
brous being  the  most  promising,  and  the  gemis- 
tocytic the  least  promising  of  these  from  the 
therapeutic  standpoint. 

The  glioblastoma  is  the  most  common  of  the 
cerebral  gliomas;  but  because  it  does  not  usually 
affect  other  parts  of  the  central  nervous  system, 
it  is  second  in  frequency  in  the  o\er-all  group. 
This  is  a very  rapidly  growing  tumor,  with  a 
tendency  to  spread  along  the  fiber  pathways  go- 
ing to  the  contralateral  hemisphere  and  dow  n 
the  brain  stem  to  the  medulla.  It  is  the  classical 
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rapidly  progressing  tumor  of  the  middle  life. 

The  medulloblastoma  is  one  of  the  most  com- 
mon types  seen  in  childhood.  It  tends  to  arise 
from  the  roof  of  the  4th  ventricle,  either  from 
cell  rests  there  or  from  cell  rests  in  the  migration 
of  the  outer  granular  layers  to  the  inner  granu- 
lar layers  at  about  the  time  of  birth. 

The  oligodendrocytoma  is  usually  found  in 
the  white  matter  of  the  cerebrum.  The  ependy- 
momas are  usually  found  in  connection  with  or 
very  close  to  the  ventricles  of  the  brain  or  the 
aqueduct.  They  are  also  in  the  spinal  cord,  usu- 
ally near  the  central  canal,  and  in  the  caudal 
region  arising  from  the  filum  terminale. 

The  polar  spongioblastomas  are  usually  found 
in  the  medulla,  the  3rd  ventricle  or  in  the  optic 
chiasm  or  optic  nerve  region.  Sometimes  they 
are  in  the  corpus  callosum. 

These,  then,  are  the  principal  tumor  cell  types 
with  which  we  are  dealing.  What  now  of  the 
first  signs  or  symptoms  indicating  the  presence 
of  intracranial  growth.  The  most  common  first 
sign  — though  still  not  in  the  majority  of  in- 
stances — is  headache.  This  can  come  about  by 
blocking  of  the  cerebrospinal  fluid  pathways  or 
by  proximity  of  tumor  to  the  meninges.  Obvious- 
ly not  all  people  with  headache  have  a brain 
tumor.  But  as  a statistical  point,  more  patients 
will  present  themselves  with  headache  as  a first 
sign  of  brain  tumor  than  with  any  other  first 
sign.  The  headache,  therefore,  is  not  to  be  passed 
off  and  forgotten.  If  it  is  not  patently  due  to  a 
brain  tumor,  put  the  point  aside  in  your  think- 
ing, but  do  not  forget  it. 

The  next  is  the  appearance  of  convulsion.  ( Ac- 
tually, convulsion  and  hallucination  should  be 
one  and  the  same  because  the  organic  hallucina- 
tion is  a sensory  type  of  convulsion.)  This  re- 
sults from  the  irritation  of  the  brain  cortex  either 
by  direct  pressure  on  the  nerve  cells  or  as  the 
result  of  interrupting  some  of  their  connections. 
It  results  in  either  a motor  or  a sensory  attack, 
the  latter  being  called  hallucinatory.  A patient 
after  the  age  of  21  who  has  newly  developing 
convulsive  seizures,  either  motor  or  sensory, 
must  be  regarded  as  having  a brain  tumor  until 
proved  otherwise.  The  fact  that  this  is  not  ap- 
parent at  the  first  time  the  patient  is  studied 
does  not  mean  that  this  patient  again  can  be  put 
aside.  He  must  be  studied  and  restudied.  Some- 
times these  tumors  will  not  become  manifest  to 


our  gross  methods  of  examination  for  as  long  as 
four  or  five  years.  Many  of  them  will  be  appar- 
ent, though,  within  six  months  or  a year.  They 
must  be  restudied.  They  must  not  be  forgotten. 

This  point  must  be  well  remembered  by  all  of 
us,  and  I am  including  neurosurgeons,  myself, 
and  others  in  neurology  and  neurosurgery,  as 
well  as  people  outside  of  these  fields,  because 
we  must  keep  reminding  ourselves  too.  Many 
patients  come  to  all  of  us  with  headaches  that 
at  the  outset  are  not  particularly  clear  as  to  etiol- 
ogy. Any  of  us  may  see  patients  with  the  con- 
vulsive state. 

Personality  change  is  the  next  most  frequent 
first  sign  of  a brain  tumor.  This,  of  course,  is 
aligned  with  certain  areas  of  the  brain,  the  tem- 
poral and  frontal  lobes  in  particular,  and  the 
corpus  callosum  to  some  extent.  It  can  appear 
as  a manifestation  of  mass  of  tumor  elsewhere 
as  well. 

Other  frequent  first  signs  are  visual  disturb- 
ance affecting  the  visual  pathways,  which,  as 
you  know,  run  from  the  frontal  to  the  occipital 
region  throughout  the  entire  extent  of  the  brain. 
Auditory  disturbance  refers  chiefly  to  a peri- 
pheral nerve  tumor  of  the  posterior  fossa.  Speech 
difficulty  may  occur  in  any  expanding  lesion 
arising  in  the  dominant  hemisphere.  Drowsiness 
is  a relatively  late  sign,  a sign  usually  of  in- 
volvement of  the  fluid  pathways,  and  producing 
increase  of  intracranial  pressure. 

“Dizziness”  is  sometimes  reported  in  patients 
who  have  involvement  of  the  motor  cortex  or 
the  cerebellum.  This  location  is  also  reported 
at  times  to  produce  a staggering,  or  weakness 
and  clumsiness.  It  may  be  reported  by  the  rela- 
tives or  may  be  the  patient’s  complaint. 

Gastrointestinal  upset  occurs  in  childhood  as 
an  early  manifestation  of  increasing  pressure. 
Harvey  Cushing  said  that  when  any  child  comes 
in  with  recurrent  nausea  and  vomiting  he  should 
have  the  optic  fundi  inspected,  because  fre- 
quently there  will  be  papilledema. 

Endocrine  disturbance  especially  comes  about 
from  those  tumors  which  involve  the  3rd  ventri- 
cle region  — hypothalamus  and  the  infundibulum 
— the  area  where  we  know  endocrine  centers 
exist. 

If  we  are  going  to  look  at  ourselves  with  ade- 
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quate  self-criticism,  we  must  think  of  where  we 
have  made  our  errors  in  the  past.  What  have 
been  the  wrong  diagnoses  when  brain  tumor  has 
ultimately  been  proved  to  be  the  correct  one. 
Neurosis,  epilepsy,  cerebral  arteriosclerosis,  cere- 
bral hemorrhage,  sinusitis  and  intestinal  flu  are 
among  these,  and  the  early  diagnostic  symptoms 
and  signs  noted  above  can  be  reviewed,  and  one 
can  see  where  these  would  fit  in  as  an  erroneous 
diagnosis  for  a time. 

Other  early  diagnostic  errors  have  been  those 
of  eye  trouble  or  ear  trouble.  Of  course  these  are 
not  true  diagnoses,  but  sometimes  they  have 
been  found  in  hospital  records.  Meniere’s  syn- 
drome, middle  ear  disease  or  otosclerosis  are  di- 
agnosed in  those  patients  who  have  had  dizzi- 
ness or  vertigo  as  the  only  sign  of  their  com- 
plaint. “Degeneration  of  the  brain,”  another 
“diagnosis,”  again  is  not  a true  one  but  rather  a 
term  in  which  one  might  take  refuge  if  he  did 
not  think  of  the  possibility  of  a brain  tumor. 

“Hypertension”  has  been  recorded  as  an  ex- 
planation for  headaches.  Multiple  sclerosis  — a 
wastebasket  if  ever  there  was  one  in  neurologi- 
cal nomenclature  — has  been  so  mistaken.  En- 
cephalitis and  poliomyelitis  have  been  misealled, 
and  again,  if  we  think  of  the  possibility  of  brain 
tumor,  these  are  not  likely  to  be  mistaken.  Men- 
ingitis, syphilis  and  the  menopause  are  others. 
The  menopause,  of  course,  is  far  too  often  a rea- 
son for  not  carrying  out  adequate  examination 
by  all  of  us. 

The  chief  reason  for  diagnostic  error  would  be 
principally  that  a brain  tumor  has  not  been  con- 
sidered. It  has  been  regarded  as  a rare  entity.  It 
has  not  been  in  the  forefront  of  our  thinking 
when  we  have  the  patient  brought  before  us.  In 
our  hurry  history  and  examination  become  in- 
adequate. We  do  not  think  about  this  possibility 
in  the  patient  with  a headache,  for  example,  or 
then  maybe  over-emphasis  on  misleading  signs 
as  head  injury,  syphilis  or  alcohol.  A “head  in- 
jury” patient  can  have  a brain  tumor  as  can  the 
luetic  and  the  alcoholic.  One  must  bear  these 
points  in  mind. 

Now,  what  are  the  methods  of  differential  di- 
agnosis to  avoid  these  errors?  The  first  is:  (I 
will  re-emphasize  this  perhaps  ad  mniseam.)  to 
think  of  brain  tumor.  And  as  one  thinks  of  it, 
one  thus  includes  a neurological  examination  in 
the  general  physical  examination  of  the  patient. 


A neurological  survey  is  not  so  complex  but  that 
it  should  be  carried  out  in  the  course  of  one’s 
study  of  a patient  coming  in  with  any  of  the 
complaints  we  have  discussed.  It  does  not  take 
too  long.  It  is,  of  course,  of  great  importance  if 
we  are  to  pick  up  these  neoplasms  early. 

The  next  point  we  want  to  discuss  in  our  ex- 
amination is  the  spinal  fluid.  The  pressure  here 
increases  as  intracranial  tension  builds  up,  and 
the  measurement  of  this  pressure  and  analysis 
of  the  fluid  are  of  value.  Spinal  fluid  studies 
must  be  carried  out  with  care,  for  we  can  pre- 
cipitate a serious  complication  such  as  herniation 
of  the  cerebellar  tonsils  or  of  the  hippocampal 
gyrus.  Even  if  there  is  no  evidence  of  increased 
intracranial  pressure,  spinal  fluid  studies  should 
not  be  undertaken  carelessly.  This  investigation 
includes  pressure,  cell  count  and  chemistry,  es- 
pecially protein.  We  never  do  a jugular  com- 
pression test  (a  so-called  Queckenstedt  test)  if 
an  intracranial  lesion  is  suspected.  This  can  be 
misleading,  even  though  the  spinal  fluid  pressure 
is  normal,  and  can  result  in  the  death  of  the  pa- 
tient. (The  only  reason  for  doing  a Quecken- 
stedt or  jugular  compression  test  is  that  one  sus- 
pects a spinal  cord  lesion. ) 

Electroencephalograms  are  of  some  value  in 
the  early  identification  of  a lesion  in  the  brain 
cortex  or  a deep  lesion  affecting  the  brain  cor- 
tex. The  electroencephalogram  may  be  a mis- 
leading test,  however,  if  one  is  leaning  on  it 
heavily  in  the  diagnosis  of  brain  tumor.  This  is 
emphasized  because  too  often  we  have  heard 
“encephalogram”  used  as  synonymous  with  “elec- 
troencephalogram”. Most  of  us  in  the  field  of 
neurology  and  neurosurgery  speak  of  “pneumo- 
encephalogram” as  being  the  “encephalogram” 
and  electroencephalogram  as  having  distinctly 
less  value  in  the  area  in  which  we  are  carrying 
on  our  discussion  today. 

Pneumoencephalograms  will  be  discussed  by 
Dr.  Hodes  for  you  later.  Plain  films  plus  special 
air  contrast  studies  have  proved  to  be  of  tre- 
mendous value  to  us  in  the  identification  of  these 
neoplasms  and  perhaps  are  depended  upon  in 
the  localization  of  neoplasia  for  surgery  more 
than  any  other  single  test.  I will  not  go  further 
into  this  at  the  present  time. 

Angiograpln’,  another  radiographic  diagnostic 
method,  also  will  be  discussed  by  Dr.  Hodes  in 
his  iiortion  of  our  panel  discussion  toda>-.  The 
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use  of  radioactive  isotopes  has  had  a consider- 
able vogue.  It  has  proved  to  be  somewhat  disap- 
pointing, although  there  may  be  some  value  in 
it.  The  procedure  has  been  the  injection  of  mate- 
rial which  will  be  taken  up  by  brain  tumors  due 
to  the  fact  that  the  blood  brain  barrier  in  the 
neoplasm,  the  glioma,  is  usually  lowered  and 
certain  material  can  go  from  the  blood  stream 
into  these  neoplasms.  If  a radioactive  isotope  of 
certain  type  can  be  put  into  the  blood  stream 
and  can  be  concentrated  in  the  tumor,  then  the- 
oretically it  can  be  picked  up  by  counting  de- 
vices, and  the  tumor  can  be  identified.  This 
method  has  not  been  used,  at  least  in  the  com- 
munity in  which  I work,  as  commonly  as  one 
would  feel  it  might  have  been  used  when  it  first 
came  to  the  general  attention.  At  the  present 
time  it  can  be  regarded  only  as  still  having  some 
potential  value  if  pitfalls  can  be  eliminated. 

Surgical  intervention  in  the  case  of  gliomas 
of  the  nervous  system  is  usually  but  not  always 
indicated.  The  reason  it  is  usually  indicated  is 
that  we  cannot  know  exactly  what  sort  of  tumor 
we  are  dealing  with  without  having  a piece  of 
tissue  to  study  under  the  microscope.  There  are 
occasions,  however,  where  the  hazards  of  ob- 
taining tissue  can  conceivably  outweigh  the 
great  advantages  of  having  a definite  knowledge 
of  the  cytology  of  the  tissue.  Those  must  be  mat- 
ters of  judgment  on  the  part  of  the  person  who 
is  to  take  the  tissue. 

The  decision  to  take  tissue  may  be  affected 
by  the  history  and  physical  findings,  the  general 
condition  of  the  patient,  and  the  region  of  the 
brain  involved.  If  a neoplasm  is  deep  on  the  left 
side  of  the  brain,  one  would  weigh  the  advisa- 
bility of  a surgical  procedure  there  with  greater 
care  than  if  it  were  on  the  surface  on  the  right 
side  of  the  brain,  for  example.  The  apparent 
tumor  size  and  the  length  of  time  that  the  pa- 
tient has  had  symptoms  all  play  their  role  in  the 
decision  as  to  surgery  or  no  surgery.  Most  of  the 
time,  however,  surgery  is  indicated  in  the  glioma 
group.  We  must  restrain  our  preconceptions  as 
to  what  sort  of  tumor  we  are  dealing  with,  for 
sometimes  these  may  be  wrong;  and  even  when 
they  are  right,  the  outlook  for  a particular  pa- 
tient may  be  better  or  worse  than  we  had  antici- 
pated. I shall  never  forget  two  patients,  both 
sergeants  in  the  Army,  who  were  treated  at 
about  the  same  time.  One  of  them  had  an  extra- 
cerebral cystic  tumor,  a craniopharyngioma. 


commonly  regarded  as  having  a fairly  good 
prognosis.  The  other  had  a glioma  of  the  epen- 
dymoma group.  These  patients  have  been  fol- 
lowed over  the  years.  The  first  patient  is  still  in 
a government  hospital,  probably  a permanent 
cripple  because  of  recurrences  of  his  tumor  and 
irritation  of  the  brain  that  has  resulted  there- 
from. The  second  patient,  the  ependymoma,  has 
his  own  business  and  is  a very  enthusiastic  skier 
( maybe  that’s  not  in  his  favor! ) . He  has  a fam- 
ily and,  as  far  as  we  can  see,  is  a normal  man 
in  every  way  19  years  after  surgery.  By  our  pre- 
conceptions the  latter  patient  was  the  one  who 
probably  would  not  do  well  and  the  former  the 
one  who  would  have  been  thought  of  as  having 
the  good  prognosis.  We  must  do  the  best  we  can 
for  all  patients  who  come  to  us.  In  this  sort  of 
problem  we  cannot  predict  what  the  future  will 
hold  with  any  degree  of  accuracy. 

In  a certain  percentage  of  patients  who  are 
operated  upon  as  presumptive  gliomas,  we  are 
going  to  find  instead  other  types  of  tumor  in- 
cluding metastatic  growth.  It  has  been  asserted 
in  a recent  panel  discussion  on  this  subject  in 
the  American  College  of  Surgeons  that  more 
than  50  per  cent  of  cerebral  metastases  become 
manifest  in  the  brain  before  the  primary  be- 
comes evident.  This  is  a rather  striking  figure, 
but  as  we  follow  our  incidence  of  metastasis  in 
the  clinic,  I think  it  can  be  supported.  Common 
primary  sites  of  tumors  that  metastasize  to  the 
brain  are  the  lungs,  the  breasts,  kidneys  and  the 
melanosarcoma  group.  The  latter  has  been  re- 
ported to  metastasize  to  the  brain  in  50  per  cent 
of  all  instances  — a high  incidence,  but  probably 
one  that  can  be  supported. 

The  surgical  removal  of  a single  cerebral 
metastasis,  if  it  is  incidental,  cannot  be  regarded 
as  catastrophic,  for  many  of  these  patients  will 
live  for  a year  or  more  thereafter.  Even  if  a met- 
astasis is  recognized  and  considered  before  the 
surgery  is  carried  out,  it  should  not  be  regarded 
as  a contraindication  for  surgery.  Patients  with 
superficial  metastases  in  the  brain  seem  to  do 
quite  well  following  operation  and  oftentimes 
are  out  of  the  hospital  earlier  than  many  post- 
operative patients  who  have  had  laparotomies, 
thoracotomies  and  even  other  types  of  cranioto- 
my. If  the  tumor  seems  reasonably  accessible 
then,  and  if  the  patient’s  general  condition  is 
reasonably  good,  a probable  diagnosis  of  a met- 
astatic tumor  to  the  brain  should  not  be  contra- 
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indicative  of  attempted  surgical  removal.  If 
there  are  multiple  metastases  to  the  brain,  how- 
ever, surgery  loses  rapidly  in  potential  value. 

Gliomas  and  metastatic  tumors  may  also  in- 
volve the  spinal  cord.  The  gliomas  affecting  the 
cord  are  the  same  as  those  affecting  the  cere- 
brum. The  astrocytomas  and  ependymomas, 
however,  are  considerably  more  frequent  in  the 
cord  than  are  the  other  tumor  types. 

Metastatic  tumors  particularly  affect  the  tis- 
sues around  the  cord  and  can  produce  compres- 
sion of  it.  It  should  be  emphasized  that  if  a pa- 
tient with  a cancer  in  some  other  part  of  the 
body  shows  signs  of  progressing  cord  compres- 
sion, one  should  look  for  a neoplasm  metastasiz- 
ing to  the  vertebrae  in  the  vicinity  of  the  cord 
and  should  decompress  that  cord  at  the  earliest 
possible  time.  These  oftentimes  become  emer- 
gency procedures  because  we  often  can  avoid  a 
paraplegia  or  a situation  in  which  the  patient 
will  lose  control  of  his  bladder  and  bowel  sphinc- 
ters. A patient  with  signs  of  metastasis  to  the 
cord  should  not  be  given  up  but  should  be 
brought  to  the  attention  of  someone  who  can 
carry  out  a decompression  as  early  as  possible. 
Certainly  those  patients  are  much  more  easily 
cared  for  when  they  have  not  lost  this  important 
function. 

We  will  now  turn  to  prognosis.  With  the  glio- 
mas the  prognosis  depends  so  much  upon  the 
tumor  type.  These  are  serious  problems.  The  ear- 
lier the  patient  is  seen,  the  better  the  prognosis. 
The  tumor  in  the  frontal  pole,  in  the  occipital 
pole  and  in  the  temporal  pole,  particularly  the 
temporal  pole,  will  carry  a better  prognosis  than 
one  lying  deep  in  the  brain,  one  which  is  going 
to  metastasize  or  is  going  to  spread  along  the 
fibre  pathways  to  the  contralateral  hemisphere 
or  into  the  brain  stem. 

The  tumor  which  is  on  the  surface  which  is 
going  to  seed  into  the  subarachnoid  channels  — 
and  any  glioma  can  seed  to  the  subarachnoid 
channels  or  the  ventricles  — is  going  to  have  a 
more  grave  prognosis  than  one  which  has  not 
so  seeded. 

The  medulloblastoma  group  particularly  tend 
to  seed,  and  that  eventuality  is  taken  into  con- 
sideration when  one  plans  the  surgical  therapy 
and  postoperative  care.  Dr.  Hodes  will,  I am 
sure,  refer  to  x-ray  therapy  in  many  of  these  tu- 


mor types.  Given  a reasonably  early  identifica- 
tion of  the  tumor,  and  given  one  which  is  acces- 
sible however,  the  prognosis  in  the  intrinsic  tu- 
mors of  the  brain,  the  worst  group  of  all,  is  com- 
parable to  the  prognosis  in  cancer  of  other  parts 
of  the  body.  It  is  better  than  the  prognosis  in 
most  cancers  of  the  lung,  and  it  is  comparable 
to  most  cancers  of  the  stomach.  It  is  better  than 
most  of  the  highly  malignant  cancers  of  the  renal 
system.  Glioma  is  therefore  not  a tumor  which, 
when  identified,  should  be  regarded  as  a hope- 
less affair.  It  does  carry  a serious  prognosis,  but 
it  is  far,  far  from  hopeless.  Many  patients  will 
go  for  many  years  and  will  have  useful  lives  dur- 
ing these  years  of  survival. 

What  about  the  future?  Brain  tumors  are  part 
of  the  cancer  problem.  You  have  heard  some 
discussion  this  morning  concerning  various 
etiological  factors,  the  viruses.  The  glioblastoma 
multiforme  has  always  attracted  many  of  us 
because  it  seems  to  be  a form  of  a granuloma, 
an  infectious  process.  Thoroughgoing  studies  of 
glioblastoma  multiforme  have  failed  to  reveal, 
so  far,  the  presence  of  a virus.  Yet  we  keep  on 
looking.  Something  will  appear,  I am  sure, 
probably  in  the  relatively  near  future  to  help 
us  understand  these  tumors  better,  but  it  prob- 
ably will  be  by  the  development  of  our  know- 
ledge of  cancers  as  a whole.  The  reason  that 
these  tumors  are  particularly  attractive  as  areas 
in  which  to  study  cancer  is  that  the  tumors  are 
nearly  always  confined  to  the  craniospinal  axis. 
They  are  part  of  the  tumor  problem.  The  solution 
therefore  is  interrelated  with  that  of  other  sites. 
And  with  the  changing  concept  predictable  in 
our  developing  a better  understanding  of  cancer, 
though,  we  feel  we  will  get  a better  prognosis 
too  as  time  goes  on.  We  feel  that  we  must  have 
that  hope  and  that  we  are  justified  in  that  hope. 

A change  in  the  early  manifestations  leading 
to  the  diagnosis  of  the  lesion  is  unlikely,  though. 
Therefore,  the  points  we  have  mentioned  — the 
early  signs  of  tumor,  the  items  that  may  lead  to 
mis-diagnosis  — these  are  likely  to  remain  the 
same.  These  are  the  points  I would  leave  with 
you.  And  most  important  of  all  is  to  continue 
to  consider  the  possibility  of  the  presence  of  a 
brain  tumor! 

1 Levin,  Morton.  Reporteil  in  “Cancer,”  .\ckorinan,  1.,  \ 

and  l.  A.  del  Rcfiato.  1947.  C.  V.  MosRy  Co.,  St.  Loui.s,  1>;  111,5. 
Kef.  Pp  19-20. 

2.  Kurland,  L.  T.  The  Frcciucncy  of  Intracranial  and  Intraspinal 
Ncopla.sms  in’  the  Resident  Population  of  Rochester,  Miuni'sota. 
J.  Neurosurgery.  Vol.  .XV,  Pp  027-041. 
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C ARCINOMA  of  the  bladder  represents  ap- 
proximately 1%  of  all  malignant  epithelial  neo- 
plasms. It  is  predominantly  a disease  of  males, 
and  occurs  with  a ratio  of  3:1  to  4:1  as  com- 
pared to  females.  About  60%  of  all  carcinomas  of 
the  bladder  occur  in  patients  between  50  and  69 
years  of  age.  For  many  years,  this  malignant 
disease  has  been  known  to  occur  frequently  in 
workers  in  the  dye  industry,  particularly  those 
in  contact  with  aniline  or  other  coal-tar  deriva- 
tives. The  compound  believed  responsible  for 
the  carcinogenic  action  on  the  bladder  is  beta- 
naphthylamine.  The  carcinogenic  effect  of  these 
coal-tar  derivatives  depends  upon  the  duration 
and  intensity  of  the  exposure.  Leukoplakia 
initiated  by  long-standing,  chronic  inflammation 
or  mechanical  irritation  of  the  bladder  may  be 
followed  by  the  development  of  epidermoid  car- 
cinoma. Both  leukoplakia  and  epidermoid  car- 
cinoma of  the  bladder  may  occur  in  extrophy  or 

“Presented  at  the  8th  Annual  Cancer  Seminar,  Arizona  Division, 
American  Cancer  Society,  Phoenix,  Arizona,  January  14-16,  1960. 


in  cystitis  cystica,  but  neither  of  these  prolifera- 
tive lesions  have  an  apparent  relationship  to  the 
presence  of  calculi  in  the  bladder. 

Carcinoma  of  the  bladder  also  occurs  with 
a high  incidence  in  patients  infested  by  Schisto- 
soma hematobium.  In  Egypt,  between  70  and 
90%  of  the  population  is  affected  by  this  parasite. 
Because  of  the  similarity  between  papillomas  of 
the  bladder  and  papillomas  of  the  skin  of  viral 
origin,  both  in  animals  and  human  beings,  a virus 
etiology  of  papillary  carcinoma  of  the  bladder 
has  been  postulated,  but  such  relationship  has 
not  been  proven. 

The  gross  appearances  of  epithelial  neoplasms 
of  the  bladder  vary  widely.  These  lesions  may 
be  single  or  multiple,  papillary  or  sessile,  or 
non-infiltrating  or  infiltrating.  Benign  lesions  or 
papillomas  arise  in  the  mucosa  and  appear  pink 
or  red,  friable,  soft,  villous  or  nodular.  As  ma- 
lignancy supervenes,  invasion  of  the  vesicular 
wall  with  fixation  of  the  neoplasm  occurs.  In 
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the  later  stages,  secondary  infection  and  ulcera- 
eventually  extensively  invade  the  wall  of  the 
tion  are  common.  It  is  believed  that  the  majority 
of  infiltrating  carcinomas  develop  initially  as 
more  benign  papillary  lesions.  These  epithelial 
neoplasms,  benign  or  malignant,  appear  most 
often  in  the  region  of  the  trigone  about  the 
ureteral  orifices  and  on  the  lateral  walls  of  the 
bladder.  The  predilection  for  these  sites  sug- 
gests that  irritating  substances  in  the  urine  may 
be  important  factors  in  etiology. 

The  neoplastic  cells  comprising  these  lesions 
originate  in  the  transitional  epithelium  of  the 
bladder.  Some  classifications  consider  all  the 
lesions  as  carcinoma,  regardless  of  their  his- 
tological or  cytologic  patterns.  Other  classifica- 
tions include  four  major  groups: 

1.  Papilloma.  This  is  a papillary  lesion  com- 
posed of  transitional  epithelium  closely  resembl- 
ing that  of  the  normal  mucosa.  The  cells  are 
uniform.  Few  or  no  mitoses  are  present  and  the 
basement  membrane  of  the  epithelial  layer  of 
the  papilloma  is  intact,  and  there  is  no  invasion. 

2.  Malignant  Papilloma.  In  these  lesions,  the 
papillary  structure  of  the  neoplasm  is  distinct, 
but  the  neoplastic  cells  show  varying  degrees 
of  pleomorphism  and  nuclear  hypochromatism. 
Mitoses  may  be  numerous.  Although  cytological- 
ly  malignant,  there  are  no  evidences  of  invasion 
beyond  the  basement  membrane. 

3.  Papillary  carcinoma.  These  lesions  are 
similar  to  malignant  papilloma,  with  the  ex- 
ception that  at  least  local  invasion  of  the  bladder 
wall  beneath  is  demonstrable. 

4.  Carcinoma.  Here  the  papillary  characteris- 
tics rarely  remain,  and  obviously  malignant 
epithelium  is  invading  the  wall  of  the  bladder. 

These  four  stages  of  development  have  been 
classified  as  carcinoma  grades  I - IV. 

As  in  any  other  malignant  neoplasm,  the 
microscopic  pattern  may  vary  within  different 
portions  of  the  lesion.  While  superficial  biopsy 
may  suggest  that  the  lesion  is  benign,  invasion 
beneath  may  be  demonstrated  on  more  adequate 
sampling.  In  some  neoplasms,  neoplastic  cells 
assume  a squamous  pattern,  and  in  others  poorly 
defined  glandular  structures  are  occasionally 
observed.  As  a rule,  even  in  ulcerated  transi- 
tional cell  carcinomas,  an  origin  from  the  transi- 


tional epithelium  of  the  bladder  can  still  be 
demonstrated.  The  malignant  neoplasms 
bladder.  Usually,  the  rapidity  of  invasion  is 
proportional  to  the  degree  of  anaplasia  ex- 
hibited by  the  neoplasm. 

Cytologic  examination  of  urinary  sediment  by 
the  Papanicolaou  method  has  given  positive 
accurate  diagnoses  in  50  to  90%  of  the  cases  of 
bladder  neoplasm  examined.  It  should  be  em- 
phasized that  severe  inflammation  in  the  bladder 
may  produce  changes  in  the  non-neoplastic 
epithelium  suggesting  malignancy.  Interpreta- 
tion of  Papanicolaou  smears  of  the  urinary  sedi- 
ment should  be  made  with  caution. 

Carcinomas  of  the  bladder  most  frequently 
metastasize  to  lymph  nodes  about  the  bifurca- 
tion of  the  iliac  arteries.  However  lymph  node 
involvement  may  extend  to  the  level  of  the 
diaphragm.  Metastases  in  regional  lymph  nodes 
are  more  prominent  in  cases  where  the  neoplasm 
of  the  bladder  has  extended  locally  into  the 
prostate  gland  or  adjacent  pelvic  tissues. 
Metastases  to  the  liver,  lungs  and  bones  are 
less  common  but  may  occur  when  metastases  in 
regional  lymph  nodes  are  absent.  Metastatic 
disease  of  the  pleura,  peritoneum,  skin  and 
brain  also  occurs. 

Other  types  of  neoplasms  of  the  bladder  are 
rare.  Mucinous  adenocarcinoma  occurring  in 
the  bladder  appears  to  be  of  urachal  origin. 
Neurofibroma,  leiomyoma,  fibromyxoma,  heman- 
gioma, habdomyoma  and  other  rare  neoplasms 
have  been  described. 

Of  the  solitary  neoplasms  with  a benign  struc- 
ture (papilloma),  some  are  cured  by  local  re- 
moval, whereas  others  appear  to  be  forerun- 
ners of  multiple  recurrent  neoplasms  of  the 
bladder.  Multiple  recurring  neoplasms  with  a 
benign  structure  ( papillomas ) may  be  of  ex- 
tremely long  duration.  However,  local  remo\id 
of  individual  papillomas  does  not  usually  residt 
ill  permanent  cure.  Unless  the  entire  area  con- 
taining the  neoplasm  can  be  radically  removed, 
the  disease  eventually  has  a fatal  termination. 
All  other  solitary  or  multiple  neplasms(  ma- 
lignant papilloma,  papillary  carcinoma,  car- 
cinoma) run  a more  malignant  course,  and  unless 
radically  resected  or  destroyed,  end  fatally  with- 
in months  or  a year.  In  most  cases  of  carcinoma 
of  the  bladder,  death  is  caused  by  urinary  ob- 
struction and  infection,  or  by  metastases. 


Why  diet  is  preferable  to  drugs 

...  in  the  control  of  serur 


The  objective  of  therapy  is  the  approxi- 
mation of  the  physiological  norm. 

This  is  most  satisfactory  when  it  can  be  accom- 
plished by  dietary  manipulation.  The  control  of 
elevated  serum  cholesterol  through  relatively  sim- 
ple changes  in  the  dietary  pattern  of  the  patient 
puts  nature’s  own  processes  to  work  most  effec- 
tively to  achieve  the  objectives  of  treatment. 

The  dietary  approach  does  more  than  correct  the 
serum  cholesterol  problem.  Because  overweight, 
together  with  improper  eating  patterns,  is  so  often 
involved,  the  prescription  of  corrective  diet  helps 
the  patient  to  help  himself  by  establishing  sound 
nutritional  practices. 

For  the  prophylaxis  and  prevention  of  hypercho- 
lestemia,  the  dietary  approach  affords  the  advan- 
tages of  simplicity  and  economy.  Diet  therapy  is 
for  the  long-term  management  of  a chronic  con- 
dition, while  drug  therapy  is  most  efficient  for 
acute  situations. 

The  development  of  atherosclerosis  is  a slow  proc- 
ess. It  is  believed  that  the  onset  of  this  condition 
is  in  early  adulthood,  but  its  clinical  symptoms 
take  as  many  as  20  years  to  manifest  themselves. 
Simple  changes  in  diet  serve  to  keep  the  blood 
cholesterol  concentration  at  an  acceptable  level. 

Dietary  therapy  has  other  significant  advantages 
over  medication  as  follows: 

1.  Dietary  adjustment  involves  little  or  no  ex- 
pense to  the  patient,  whereas  drugs  are  costly. 


2.  Dietary  therapy  may  be  made  with  complete 
safety — even  for  pregnant  females. 

3.  Dietary  therapy  produces  no  side  effects, 
whereas  there  is  not  as  yet  sufficient  clinical 
evidence  as  to  the  long-term  effects  of  drugs. 

4.  Dietary  therapy  brings  about  reduction  in 
serum  cholesterol  through  normal  body  proc- 
esses, as  yet  not  fully  understood.  On  the  other 
hand,  some  drugs  can  leave  in  the  body  accu- 
mulations of  cholesterol  precursors. 

5.  Dietary  procedures  do  not  usually  generate  new 
compounds  in  the  blood  which  interfere  with 
the  chemical  determination  of  blood  serum 
cholesterol. 

6.  Dietary  therapy  offers  a solution  to  the  related 
problems  of  obesity  which  drugs  do  not. 

Elevated  serum  cholesterol  has  long  been  linked 
to  an  imbalance  in  the  ratio  of  the  type  of  fat  in 
the  diet.  Reductions  in  cholesterol  levels  have  been 
achieved  repeatedly,  both  in  medical  research  and 
practice,  through  control  of  total  calories  and 
through  replacement  of  an  appreciable  percent- 
age of  saturated  fat  by  poly-unsaturated  vege- 
table oil.  An  important  measure  in  achieving  re- 
placement is  the  consistent  use  of  poly-unsaturated 
pure  vegetable  oil  in  food  preparation  in  place  of 
saturated  fat. 

* * * 

Poly-unsaturated  Wesson  is  unsurpassed  by 
any  readily  available  brand,  where  a vegetable 
(salad)  oil  is  medically  recommended  for  a 
cholesterol  depressant  regimen. 


ROCK  CORNISH  GAME  HENS — Free  Wesson  recipes  for  delicious  main  dishes,  desserts  and  salad  dressings  are  avail- 
able for  your  patients.  Request  quantity  needed  from  The  Wesson  People,  Dept.  N,  210  Baron ne  St.,  New  Orleans  12,  La. 


More  acceptable  to  patients.  Wesson  is  preferred  for  its  supreme  delicacy 
of  flavor,  increasing  the  palatability  of  food  without  adding  flavor  of  its  own. 

Uniformity  you  can  depend  on.  Wesson  has  a poly-unsaturated  content 
better  than  50%.  Only  the  lightest'  cottonseed  oils  of  high  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations  are  permitted  in  the  22 
exacting  specifications  required  before  bottling. 

Economy.  Wesson  is  consistently  priced  lower  than  the  next  largest  seller. 


Wesson’s  Important  Constituents 

Wesson  is  100%  cottonseed  oil . . . winterized  and  of  selected  quality 


Linoleic  acid  glycerides(poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated) 16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristicglycerides(saturated)  ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated -completely  salt  free 
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The  Physician  and 

His  State  Medical  Association 


Lindsay  E.  Beaton,  M.D. 


The  officers  of  a 
State  medical  society 
hears  no  more  troub- 
ling question  than 
that  often  shot  at  him 
by  an  uninformed 
member:  what  do  I 
get  for  my  dues?  In- 
quiry may  shade  into 
accusation:  I don’t 

see  that  I receive  any 
benefits  from  the  $70 
I pay  every  year  to 
the  Arizona  Medical 
Association  (ARMA). 
In  fact,  each  mem- 
ber in  Arizona  pays  dues  of  only  $60.00,  the 
extra  $10.00  being  a contribution  voted  by  the 
House  of  Delegates  to  the  American  Medical 
Education  Foundation.  To  anyone  who  has  par- 
ticipated in  the  work  of  our  Association,  the 
question  is  at  once  so  unexpected  and  so  mis- 
conceived as  for  a moment  to  take  away  the 
breath  of  answer.  However,  when  one  marshalls 
a defense  of  facts  and  figures,  the  reply  to  the 
detractor  quickly  passes  from  justification  and 
explanation  to  certain  pointed  queries  of  the  in- 
quirer, as  suggested  in  the  peroration  of  this 


essay.  To  any  fair-minded  critic,  it  can  readily 
be  demonstrated  that  the  exertions  of  a State 
medical  society  in  behalf  of  its  physicians  are 
not  far  short  of  prodigious.  Their  volume  almost 
made  the  writing  of  this  paper  an  unanticipated 
expense.  When  the  Executive  Secretary  was 
asked  to  give  an  outline  of  the  labors  of  the 
Central  Office,  he  forwarded  the  synopsis  with 
a note  to  the  effect  that  he  was  worn  out  just 
thinking  about  all  of  the  things  that  the  Central 
Office  did.  The  President  felt  impelled  to  offer 
him  an  extra  two  weeks  vacation,  fortunately 
declined  on  the  ground  that  there  was  too  much 
work  to  do. 

For  those  who  are  not  conversant  with  the 
structure  and  operations  of  our  organization,  a 
summary  may  be  a helpful  backdrop  for  the 
description  of  its  performance.  The  ultimate  au- 
thority of  ARMA  is  its  House  of  Delegates,  dem- 
ocratically chosen  by  the  physicians  of  Arizona 
through  their  county  societies,  between  meet- 
ings of  the  House,  the  Roard  of  Directors,  whose 
members  have  all  been  elected  by  the  House, 
by  explicit  sanction  of  the  bylaws  has  the  full 
power  of  that  body  to  manage  our  affairs.  The 
collation  of  facts  and  the  preparation  of  policy 
alternatives  for  decision  by  the  Board  of  Direc- 
tors is  the  main  function  of  the  Executive  Com- 
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mittee,  which  consists  of  the  five  executive  of- 
ficers of  the  Association.  The  grist  that  comes 
through  the  Executive  Committee  to  the  Board 
of  Directors  derives  largely  from  committee 
study  of  problems  and  recommendations  for  ac- 
tion. The  bylaws  provide  for  standing  commit- 
tees, and  the  President,  with  the  approval  of  the 
Board,  may  appoint  ad  hoc  committees  for  the 
consideration  of  special  or  unusual  issues.  The 
committees  themselves  have  the  prerogative  of 
establishing  sub-committees  for  intensive  exam- 
ination of  specific  sectors  of  their  responsibili- 
ties. The  ladder  of  policy,  therefore,  ascends 
from  sub-committee  to  committee  to  Executive 
Committee  to  Board  of  Directors  to  House  of 
Delegates.  At  each  Annual  Meeting  the  Board, 
the  officers,  and  all  the  Committees  furnish  com- 
plete reports  of  their  year’s  stewardship  for  the 
verdict  of  the  House  and  for  ratification  if  ap- 
proved. Serving  every  echelon  of  Association 
business  is  the  Central  Office,  together  with  its 
subsidiaries,  our  auditor  and  our  attorney.  Two 
ancillary  establishments,  Arizona  Medicine  and 
the  Woman’s  Auxiliary,  operate  autonomously 
but  always  within  limits  set  by  ARMA  and  in 
undeviating  accordance  with  its  wishes  and  of- 
ficial program. 

This  circuit  diagram  of  our  society  is  not  dif- 
ficult to  trace.  The  communications  that  contin- 


ually pass  over  it  and  represent  the  work  for 
which  it  was  designed  can  present  a bewildering 
pattern.  Perhaps  it  is  easiest  to  follow  from  the 
output  point  of  the  Central  Office,  through 
which  flows  the  day  by  day  activity  of  the 
Association.  The  average  member  cannot  easily 
visualize  the  tremendous  job  done  in  his  inter- 
est, directly  or  indirectly,  through  the  Central 
Office  and  demanding  the  detailed  attention  of 
its  small  staff.  The  Central  Office  staff  consists 
of  our  Executive  Secretary  and  his  assistant,  and 
four  stenographer-secretaries.  This  is  not  the 
place  for  bestowal  of  individual  commendations, 
but  it  is  proper  to  say  as  an  aside  that  those  who 
have  been  associated  with  the  official  affairs  of 
ARMA  feel  to  a man  that  without  any  question 
we  have  in  Robert  Carpenter  the  finest  executive 
secretary  of  a medical  association  in  the  United 
States.  In  his  assistant,  Paul  Boykin,  we  are  sea- 
soning a promising  possible  replacement  for  the 
evil  day  of  Mr.  Carpenter’s  retirement.  The  Cen- 
tral Office  staff  has  the  task  of  serving  over  1000 
physicians.  At  the  time  this  article  was  prepared, 
the  roster  of  the  Association  totaled  1047  : 942 
active  members,  17  Fifty  Year  Club  members, 
13  Seventy  Year  members,  44  associate  mem- 
bers, and  31  service  members. 

In  addition  to  services  provided  each  individ- 
ual member  and  the  faithful  representation  of 
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the  united  viewpoint  of  Arizona’s  doctors,  it 
should  be  recognized  that  the  amount  of  work 
done  by  the  Central  Office  in  the  routine  ad- 
ministration of  this  major  corporation  is  in  itself 
immense.  One  wonders  how  our  staff  manages 
even  to  do  this  ordinary  housekeeping  much  less 
accomplish  the  myriad  special  tasks  that  we  re- 
quire of  it. 

Reviewing,  as  I have  in  preparation  for  this 
article,  merely  the  procedures  in  connection  with 
our  expenditures,  purchase  of  equipment  and 
supplies,  and  the  accounting  therefor,  reveals 
them  to  be,  as  I presume  they  are  in  any  corpo- 
ration, a sizable  charge.  The  recording  of  the 
proceedings  of  the  House  of  Delegates,  the 
Board  of  Directors,  and  the  various  committees 
of  the  Association  is  another  assignment  of  un- 
expected magnitude.  All  of  this  entails  a sub- 
stantial volume  of  correspondence  in  prepara- 
tion of  meetings,  the  development  of  agendas, 
and  the  implementation  of  the  determinations 
reached.  A hint  if  not  a detailed  evaluation  of 
the  work  of  each  of  the  committees  of  the 
Association  will  be  given  in  a moment.  The  point 
here  is  that  every  one  of  these  committees  is  en- 
terprising and  aggressive  and  preempts,  entirely 
fittingly,  a great  deal  of  Central  Office  time. 
Either  the  Executive  Secretary  or  his  Assistant, 
and  more  often  both  of  them,  attend  all  com- 
mittee meetings,  which  are  usually  held  on  a 
Sunday  in  Phoenix  or  Tucson.  Each  committee 
and  many  of  the  sub-committees  requisition  the 
attention  of  the  Central  Office.  The  staff  fur- 
thermore handles  the  business  and  financial  ac- 
tivities of  Arizona  Medicine,  with  the  assistance 
of  a full-time  secretary  in  the  Editor’s  office, 
utilizing  25  per  cent  of  the  time  of  the  Assistant 
Executive  Secretary  and  25  per  cent  of  the  time 
of  one  of  our  stenographers.  A vital  and  sensitive 
role  is  the  political  one,  advice  to  and  support 
of  the  Legislative  Committee;  during  the  meet- 
ing of  the  Legislature,  Mr.  Carpenter  is  on  con- 
stant call  at  the  Capitol  Building  in  the  advocacy 
of  our  interests,  largely  before  committees  of 
the  Senate  and  House  of  Representatives.  In  this 
he  and  our  counsel  of  course  act  to  inform  and 
assist  the  Chairman  of  the  Legislative  Commit- 
tee and  the  officers  of  the  Association.  Almost 
equal  time  will  in  the  future  be  demanded  of 
the  Central  Office  by  our  Public  Relations  Com- 
mittee; not  only  is  constant  vigilance  necessary 
to  inspect  the  information  on  health  being  dis- 


pensed by  the  organs  of  public  information  and 
the  image  of  the  physician  they  project,  but  also 
co-operation  with  press,  radio,  and  television  is 
essential  to  furnish  accurate  stories  on  advances 
in  medical  science  and  the  ways  in  which  they 
will  be  made  available  to  the  citizens  of  Arizona. 
The  Central  Office,  as  clearing-house  for  the 
Committee,  in  addition  must  meet  the  requests 
of  many  paramedical  and  non-medical  agencies 
for  speakers,  exhibits,  and  information.  Finally, 
the  Scientific  Assembly  Committee  claims  the 
concentrated  attention  of  the  staff  each  Spring 
in  the  preparation  of  the  program  of  Annual 
Meeting,  which  is  after  all  the  great  professional 
observance  of  the  Association.  The  Central  Of- 
fice people  particularly  have  the  chore  of  mak- 
ing all  of  the  dispositions  at  the  hotel  selected, 
contacting  and  negotiating  with  exhibitors,  and 
arranging  the  countless  details  of  the  conven- 
tion, details  the  complexity  of  which  can  be 
credited  by  no  one  who  has  not  had  the  respon- 
sibility and  dubious  pleasure  of  supervising  our 
vernal  clambake.  I have  at  times  idly  wondered 
if  the  Bylaws  provision  that  the  President-Elect 
shall  chair  the  Scientific  Assembly  Committee 
is  intended  as  a final  trial  by  ordeal  of  the  man 
to  be  honored  the  following  year  as  the  nominal 
leader  of  the  Association.  If  the  poor  fellow  ends 
up  on  Van  Buren  Street,  he  just  was  not  the 
right  choice. 

Statistics  need  not  be  boring;  they  can  be  fan- 
tastic. The  bare  facts  of  the  Association’s  episto- 
lary production  may  convince  the  most  dedica- 
ted skeptic  that  our  staff  is  not  exactly  loafing. 
Every  year  the  Central  Office  uses  more  than 
10,000  letterheads,  5000  second  sheets  and  12,000 
copy  sheets,  20,000  envelopes,  and  20,000  sheets 
of  electronic  reproduction  paper.  We  have  esti- 
mated that  out  of  the  Central  Office  go  14  let- 
ters per  stenographer  per  day,  7 days  a week,  52 
weeks  a year.  This  is  routine  correspondence, 
but  each  letter  must  be  dictated  and  each  one 
has  significance  in  that  it  carries  the  weight  of 
the  Association’s  name  and  opinion.  There  is  no 
need  to  multiply  examples.  Anyone  who  grasps 
the  entirety  of  the  job  done  by  the  Central  Of- 
fice cannot  but  be  humbled  by  the  devotion  and 
loyalty  of  every  member  of  that  staff.  One  won- 
ders, as  a matter  of  fact,  why  they  give  us  so 
much  more  than  full  measure.  I can  only  assume 
that  they  like  the  physicians  whom  they  serve, 
that  they  have  their  own  allegiance  to  the  public 
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health,  and  that  they  choose  to  make  their  con- 
tribution through  ministration  to  us,  “their  doc- 
tors”. It  is  not  possible  to  exaggerate  their  use- 
fulness to  us.  They  are  the  civil  servants  of  med- 
icine; they  labor  for  us  with  an  astounding  con- 
stancy, when  we  are  weak  and  when  we  are 
strong,  when  we  are  wise  and  when  we  are  stu- 
pid. And  they  never,  whatever  the  provocation, 
find  fault  with  us.  I can  only  ask  the  reader  how 
he  would  like  to  have  1047  bosses. 

Any  member  who  wishes  reasonably  to  assess 
the  uses  to  which  his  dues  are  put  should  have 
at  least  general  knowledge  of  the  expenditures 
of  ARM  A.  For  an  itemized  account,  the  Annual 
Report  of  the  Treasurer  is  read  to  the  House  of 
Delegates  at  the  Spring  convention.  The  budget 
for  the  following  year  is  also  submitted  at  that 
time.  In  the  future  the  Roard  of  Directors  is  go- 
ing to  see  a bi-monthly  auditor’s  report  on  our 
current  financial  status.  In  round  figures,  here 
is  the  way  your  money  is  spent.  When  one  puts 
aside  such  items  as  our  $9200  contribution  to 
AMEF,  our  transmission  of  some  $15,000  of 
AMA  dues,  the  monies  that  go  through  our 
hands  from  the  exhibitors  in  connection  with 
the  Annual  Meeting,  and  similar  bookkeeping 
entries,  one  finds  that  we  have  for  the  coming 
year  an  anticipated  outlay  of  approximately 
$72,000.00.  Of  this  an  item  of  $42,000.00  defrays 
salaries,  the  various  taxes  levied  on  those  sal- 
aries, industrial  insurance,  and  Blue  Cross-Blue 
Shield  coverage  for  our  employees.  An  $8,000 
sum  goes  for  travel  and  other  expenses  in  con- 
nection with  the  operation  of  the  Central  Office. 
Our  committees  cost  us  $5,500  a year,  with  the 
Legislation  Committee,  including  its  needs  for 
legal  guidance,  amounting  to  $3,000  of  that  to- 
tal. The  Annual  Meeting  is  ticketed  for  $2,000, 
in  addition  to  the  exhibitor  and  registration  fees 
and  other  self-supporting  income  it  brings  in. 
We  give  the  Woman’s  Auxiliary  $1,000.  Our  at- 
torney is  posted  for  $6,000,  our  auditor  for  $500. 
In  the  budget  for  the  coming  year  $5,000  has 
also  been  allotted  for  the  Publishing  Commit- 
tee, to  ensure  an  auspicious  embarkation  of  our 
venture  with  Arizona  Medicine.  The  rest  of  our 
monies  are  accounted  for  by  various  miscel- 
laneous expenses.  It  will  be  noted  that  none  of 
the  officers  of  the  Association  and  none  of  the 
committee  members  are  reimbursed  in  any  way 
for  the  many  hours  they  spend  on  your  business, 
except  for  luncheons  on  the  days  of  meetings. 


Occasionally,  officers  or  official  representatives 
who  travel  to  important  AMA  or  governmental 
assemblages  in  distant  parts  of  the  country  are 
reimbursed  for  their  travel  expenses,  but  even 
this  concession  is  held  to  a minimum.  Any  self- 
appointed  watchdog  can  be  sure  that  there  is  no 
extravagance;  the  Association’s  pennies  are 
pinched  till  Mr.  Lincoln  is  cyanotic. 

Before  one  begins  to  count  the  ways  in  which 
the  Association  serves  the  individual  member, 
it  is  proper  first  to  reflect  on  what  the  Articles 
of  Incorporation  call  “the  objects,  purposes  and 
powers  of  this  corporation  and  the  general  na- 
ture of  the  business  it  proposes  to  transact.”  Ar- 
ticle III  sets  the  tone;  “to  bring  into  one  organi- 
zation the  entire  medical  profession  of  the  State 
of  Arizona;  to  promote  the  science  and  art  of 
medicine;  to  promote  and  elevate  the  standards 
of  medical  ethics  and  medical  education;  to  pro- 
mote public  health  and  in  all  instances  and  man- 
ners to  operate  as  a non-profit  business  league 
and  scientific  and  educational  organization  for 
the  above-stated  purposes.”  It  is  clear  that  the 
writers  of  what  is  truly  our  constitutional  sanc- 
tion were  concerned  with  the  employment  of 
our  collective  energies  in  behalf  of  the  public 
rather  than  narrowly  in  behalf  of  the  economic 
gain  of  the  individual  doctor;  and  on  two  occa- 
sions the  House  of  Delegates  without  dissenting 
vote  has  ratified  the  declaration.  In  following 
this  sweeping  injunction,  however,  the  Associa- 
tion affords  many  very  direct  benefits  to  the  in- 
dividual physician.  First  of  all,  some  of  these 
may  be  listed  as  the  most  obvious  answer  to  the 
question:  what  do  I get  for  my  dues? 

Certain  personal  advantages  are  of  an  imme- 
diate economic  nature,  advantages  that  could  not 
be  found  objectionable  by  the  severest  social 
critic  of  medicine.  Among  such  is  our  placement 
bureau,  which  monthly  tabulates  opportunities 
for  physician  location  throughout  the  State  and 
answers  inquiries  about  rural  and  urban  oppor- 
tunities. A second  business  service  is  the  group 
accident  and  sickness  insurance  program  written 
through  the  National  Casualty  Company  of  De- 
troit, with  supplemental  coverage  through  the 
Commercial  Insurance  Company  of  Newark, 
N.  J.  The  battle  of  ARMA  against  the  inclusion 
of  doctors  under  social  security  and  its  vigilant 
guardianship  of  professional  standards  in  the 
struggles  with  various  private  and  governmental 
agencies  that  continually  press  for  fixed  ice 
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schedules  are  other  examples  of  its  advocacy  of 
, the  member’s  vocational  interest.  Through  its 
Benevolent  and  Loan  Fund  ARM  A stands  ready 
to  assist  any  physician  who  is  in  financial  dis- 
tress, through  direct  grants  from  the  income  of 
the  fund,  This  is  a transformation  of  the  old  le- 
gal defense  role  that  the  Association  once  played, 
which  now  has  been  taken  over  by  insurance 
companies.  Personal  good,  if  not  measurable  ec- 
onomic good,  results  from  the  Association’s  pres- 
ervation of  the  history  of  medicine  in  Arizona, 
our  piece  in  the  great  fabric  of  the  tradition  of 
our  art,  and  from  its  maintenanee,  in  the  Cen- 
tral Office,  of  a record  of  each  man’s  station  in 
organized  medicine.  This  includes  a biography, 
current  changes  in  professional  situation  and  re- 
port thereon  to  AMA,  an  addressograph  plate, 
and  a comprehensive  file  card.  Finally,  it  will 
mournfully  provide  his  obituary. 

Of  less  evident  monetary  value  to  the  physi- 
cian but  still  in  the  category  of  direct  individual 
benefits  are  several  other  ARM  A functions.  It 
represents  the  doctor,  as  he  could  not  be  repre- 
sented alone,  with  the  Legislature,  the  American 
Medical  Association,  various  lay  organizations, 
and  the  public.  Often  these  are  stands  of  clear 
ultimate  consequence  for  the  member’s  com- 
munity status  and  professional  and  economic 
well-being.  Second,  the  Association  also  acts  as 
an  avenue  of  continued  education  for  the  phy- 
sician, through  the  Annual  Meeting,  through 
seminars  and  special  courses,  through  sponsor- 
ship of  a State  medieal  journal.  Arizona  Medi- 
cine, furthermore,  furnishes  ready  pages  for  any 
Arizona  physician  who  has  a scientific  matter 
worthy  of  report  or  who  requires  the  precedence 
of  prompt  publication.  ARMA  is  also  a source 
of  information.  The  Central  Office  will  break 
its  collective  neck  to  dig  out  data  pertinent  to 
medicine  on  the  request  of  any  member.  It  is  in 
the  constant  process  of  collecting  such  intelli- 
gence from  the  press  and  from  other  sources  of 
public  record,  from  other  groups  in  organized 
medieine,  and  from  many  paramedical  and  lay 
associations.  Though  it  is  no  longer  necessary 
for  it  financially  to  rally  behind  the  doetor  ac- 
cused of  malpractice,  the  Association  is  still  his 
shield;  its  Grievance  and  Medicolegal  Commit- 
tees are  at  the  call  of  any  member  with  a juridi- 
cal or  ethical  problem.  Through  its  Industrial 
Relations  Committee,  it  protects  him  in  his  deal- 
ings with  the  Industrial  Commission  and  the  in- 


dustrial employers  of  our  State,  and  through  the 
Medical  Economics  Committee  and  the  Profes- 
sional Committee  respectively  it  extends  assist- 
ance on  questions  of  a business  character,. qr  dis- 
putes of  purely  medical  jurisdiction.  physi- 
cian who  has  ever  found  it  necessary  to  request 
the  Association’s  help  in  such  matters  would  ever 
challenge  the  use  of  his  dues.  In  all  of  these 
areas  — professional,  legislative,  economic,  legal 
— your  State  medical  society  is  always  alert  for 
relevant  information  and  especially  for  any 
threats  to  the  conduct  of  private  practice,  with 
the  single  aim  of  giving  the  Arizona  physician 
access  to  knowledge  he  needs  for  the  eompetent 
management  of  his  professional  and  personal 
affairs. 

Lastly,  no  catalogue  of  personal  benefits  is 
complete  without  appreciation  of  the  advantages 
that  any  individual  in  modern  collective  soeiety 
derives  from  identification  with  an  organization. 
In  our  enormous  and  complex  culture  the  indi- 
vidual voice  is  too  often  drowned  out,  but  spo- 
ken through  the  megaphone  of  a reeognized 
group  it  can  carry  far,  can  conceivably  change 
the  course  of  events,  shake  the  old  and  introduce 
the  new.  This  is  one  of  the  direct  uses  to  which 
you  can  put  your  Association.  This  gathering  in 
purposeful  companies  for  various  publie  enter- 
prises is  in  the  accepted  tradition  of  the  United 
States;  in  the  early  days  of  the  Republic  De 
Tocqueville  wrote  admiringly  in  “Demoeraey  in 
America”  of  our  impulse  to  join  voluntary  soci- 
eties. It  is  the  intention  and  hope  of  the  officers 
and  directors  of  ARMA  that  the  channels  are 
being  kept  open  through  whieh  any  member 
may  speak  his  piece  with  the  correct  conviction 
that  he  will  be  listened  to  and  that  the  Associa- 
tion will  be  his  amplifier  should  he  by  consent 
be  the  prophet  of  his  peers. 

More  significant  to  the  physician  than  the  per- 
sonal gains  he  seeures  through  his  medical 
association  are  the  social  and  scientific  riches 
that  he  and  his  fellows  can  give  to  the  society  in 
which  they  live.  This  altruistic  element  in  the 
work  of  ARMA  is  the  real  heart  of  its  reason  for 
being.  Perhaps  first  in  rank  of  these  philan- 
thropic functions  is  insistence  on  professional 
competence  in  our  fellows.  Through  close  liaison 
with  the  Board  of  Medical  Examiners,  the  Asso- 
ciation labors  to  keep  out  unfit  doctors,  charla- 
tans and  cultists,  not,  as  assumed  occasionally  in 
certain  sectors  of  the  press,  to  protect  the  eco- 
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nomic  position  of  a closed  guild,  but  rather  to 
protect  the  health  of  the  people.  In  fact,  acting 
for  its  members,  ARMA  vigorously  encourages 
the  entrance  of  new  doctors  onto  the  medical 
stage  in  our  State.  The  Benevolent  and  Loan 
Fund  makes  available  loans  on  a revolving  basis 
to  assist  worthy  young  residents  of  Arizona  who 
wish  to  secure  a medical  education.  Additional- 
ly, through  its  placement  bureau,  the  Associa- 
tion helps  new  doctors  to  find  sites  for  practiee 
and  thus  stimulates  the  immigration  of  welcome 
fresh  professional  talent  from  the  eountry  over. 
Our  suggestion  to  the  Board  of  Regents  of  the 
university  system  that  an  investigation  be  made 
of  the  feasibility  of  an  Arizona  medical  school 
has  borne  fruit  in  the  form  of  the  Commonwealth 
Fund  study.  If  Arizona  finally  founds  a medical 
college,  it  will  furnish  many  physicians  for  the 
State.  The  Grievance  Committee  safeguards  the 
citizen  against  malpractice  by  any  physician  and 
against  unethical  conduct  by  any  physician.  Na- 
tionally medicine  has  been  taunted  with  white- 
washing the  malefactors  within  its  ranks;  this  is 
not  true  of  Arizona. 

For  last  I have  kept  the  prime  funetion  of  the 
doctor,  the  promotion  of  the  public  health,  which 
the  Association  fosters  in  more  ways  than  I can 
count.  It  proposes  legislation  that  it  believes 
necessary  and  supports  good  legislation  prof- 
fered by  others.  It  should  be  of  interest  to  the 
members  that  not  since  we  have  had  our  present 
Executive  Secretary  and  our  present  counsel  has 
the  Association  ever  failed  to  have  passed  by 
the  Legislature  any  measure  that  it  has  spon- 
sored. On  the  other  hand,  we  have  never  failed 
to  defeat  any  bill  that  we  opposed  as  inimical 
to  public  health.  The  task  of  the  Publie  Rela- 
tions Committee  in  keeping  the  eitizenry  in- 
formed about  health  matters  is  an  equally  im- 
portant part  of  the  job.  And,  to  end  the  story, 
the  Association’s  benefits  to  the  individual  mem- 
ber are  equally  benefits  to  the  individual  patient. 
Such  functions  as  keeping  the  doetor  profes- 
sionally abreast,  publishing  a journal,  assisting 
the  Industrial  Commission,  working  out  fee 
sehedules,  or  plaeing  physicians  in  rural  prac- 
tices are  indisputably  as  much  in  the  public  in- 
terest as  in  the  doetor’s  interest.  For  the  future, 
ARMA  plans  to  devise  its  own  solutions  for  some 
of  the  soeial  and  eeonomic  problems  that  block 
the  successful  distribution  of  scientific  medical 
care  to  all  seetors  of  the  populace.  We  are  not 
satisfied  to  stand  pat;  we  are  anxious  to  meet 


every  challenge  and  to  give  our  fellow  citizens 
the  very  best  that  we  ean,  not  only  in  individual 
eare  but  also  in  broader  health  measures. 

For  all  of  this,  your  satisfaetion  in  supporting 
medicine’s  corporation,  your  voice  in  the  pro- 
fession’s policies,  the  individual  benefits  you  re- 
eeive  and  the  soeial  eontributions  you  make,  you 
pay  about  16V2C  a day.  With  this  munificent  sum 
you  hire  the  ablest  Executive  Secretary  in  the 
business,  and  you  proeure  the  metieulous  atten- 
tion to  your  affairs  of  our  attorney,  Edward 
Jaeobson,  who  has  repeatedly  demonstrated  an 
exceptionally  keen  and  creative  mind  in  our  be- 
half. For  this  yearly  levy  you  not  only  purchase 
many  personal  services  but  you  sustain  an  or- 
ganization that  provides  at  onee  a pedestal  and 
a loud-speaker  for  you  in  making  known  your 
ideas  and  wishes  in  every  area  from  public 
health  to  politics. 

A very  good  case  could  be  made  for  the  opin- 
ion that  this  is  the  most  economical  $60.00  any 
doctor  ever  spends.  What  do  you  get  for  an 
equal  amount  if  you  take  a few  friends  out  for 
dinner  or  if  you  sneak  inside  your  wife’s  favorite 
dress  shop?  Perhaps  the  right  emphasis  is  not 
what  the  physician  gets  for  his  $60.00  but  what 
he  is  accomplishing  with  it.  Perhaps,  when  its 
members  realize  the  encompassing  work  that 
their  Association  does  for  them  in  Arizona  and 
when  they  foresee  the  potential  for  further  serv- 
ice, they  will  insist  through  their  representatives 
to  the  House  of  Delegates  that  their  dues  be 
raised.  Then  an  enlarged  staff  ean  perform  the 
functions  of  ARMA  more  expeditiously,  more 
thoroughly,  and  in  more  telling  detail,  and  Ari- 
zona’s doctors  can  contribute  increasingly  to  the 
development  of  the  house  of  medicine  in  a de- 
manding but  stimulating  future. 

PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  July  24, 
1960. 

ORGANIZATION 

Aging  — Samuel  J.  Grauman,  M.D. 

Cancer  and  Medical  Edncaiion  — Robert  B. 
Leonard,  M.D.,  and  Paul  j.  Slosser,  M.D. 

Doctor  Slosser  to  be  associated  with  Doctor 
Leonard  on  Medical  Education. 

Civil  Defense  and  Safety  — Howard  W.  Kim- 
ball, M.D. 
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General  Medicine  — Orin  J.  Farness,  M.D., 
Chairman,  and  Lowell  C.  Wormley,  M.D. 

Doctor  Farness  being  the  Chairman  of  the 
subcommittee  on  General  Medicine,  is  to  in- 
corporate, in  addition  to  the  Poisoning  Control 
information,  also  liaison  with  Allied  Medical 
Specialties  and  Rural  Health  and  Rural  Place- 
ment Distribution  of  doctors. 

Hospital  — Nursing  — Hard-of -Hearing— Blair 
W.  Saylor,  M.D. 

Maternal  and  Child  Health  — Richard  B, 
Johns,  M.D. 

Mental  Health  — Otto  L.  Bendheim,  M.D. 

Rehabilitation  — Industrial  Health— (Crippled 
Children)  — Ray  Fife,  M.D.,  Chairman,  and 
Thomas  H.  Taber,  Jr.,  M.D. 

Venereal  Diseases  — Paul  J.  Slosser,  M.D. 

In  directives  from  the  President  of  the  Asso- 
ciation, this  Committee  was  oriented  as  to  proj- 
ects which  will  be  considered  by  the  Professional 
Committee  during  the  coming  year,  including: 

( 1 ) Revision  of  the  Medical  Practice  Act  of 
Arizona  providing  for  an  adequate  professional 
law; 

(2)  Fee  Schedule  based  on  relative  values 
for  medical  services; 

(3)  Rural  placement  of  physicians  in  areas 
not  now  supplied; 

(4)  Hospitalization  needs  of  the  State; 

(5)  Care  of  the  indigent,  aged  and  aging;  and 

(6)  Relationship  between  organized  medicine 
and  the  osteopathy  branch  of  the  healing  arts. 

With  this  basic  background,  the  Committee 
proceeded  with  the  various  subcommittee  re- 
ports. 

SUBCOMMITTEE  REPORTS 

Aging 

Doctor  Grauman,  reporting  on  the  problems 
of  the  Aged  and  Aging,  presented  a letter  from 
a representative  of  the  Youngtown  (Committee 
on  Medical  Service)  group  near  Phoenix,  re- 
questing information  referable  to  a community 
physician  in  that  area  of  a population  of  some 
fifteen  hundred  people,  fifty  years  and  older  in 
age,  who  have  no  medical  doctor  at  the  present 
time.  Request  for  information  and  aid  in  as- 
suming and  formulating  a health  plan  to  in- 
clude preventive  as  well  as  corrective  medical 
care  was  sought. 

After  considerable  discussion  it  was  deter- 
mined further  information  is  required  both  from 
the  requesting  group  as  well  as  from  Blue 


Shield/Blue  Cross  before  any  decisions  are 
made. 

It  was  resolved  to  appoint  a member  from 
the  Internal  Medicine  liaison  committee  from 
the  Maricopa  County  Area  to  meet  with  the 
spokesman  from  the  Youngtown  group,  along 
with  a representative  from  Blue  Shield/Blue 
Cross,  to  gain  information  referable  to  the  sec- 
ond and  third  paragraphs  of  the  letter  received 
from  the  Youngtown  group,  and  report  back 
to  this  Committee  at  its  next  meeting. 

It  should  be  noted  that  in  addition  to  the  in- 
formation requested  by  the  Youngtown  group, 
there  is  need  for  consideration  of  zoning  and  or- 
ganization of  such  towns  making  available  areas 
for  medical  clinics  and  so  forth,  all  of  which 
will  be  considered  after  the  requested  report 
has  been  received  before  the  next  meeting  of 
this  Professional  Committee. 

The  recent  report  of  the  American  Medical 
Association  on  the  Aging  and  Aged  referable  to 
Forand-type  legislation  and  providing  medical 
and  rehabilitative  care  for  the  aged  was  con- 
sidered, the  following  resolution  having  been 
adopted: 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Professional  Committee  recom- 
mends that  the  Board  of  Directors  of  The  Ari- 
zona Medical  Association  apprise  the  Governor 
and  the  Governor’s  Committee  on  Care  of  the 
Aged  of  our  strong  support  for  legislation  that 
will  keep  the  management  of  the  problems  of 
the  aged  on  the  local  city  and  county  level, 
based  on  extensive  study  by  this  Committee 
of  all  facets  of  the  problems  of  the  aging,  as 
they  are  now  being  considered  on  a national 
level  and  as  set  forth  in  the  statement  of  the 
American  Medical  Association,  reporting  on 
House  Bill  12580,  86th  Congress,  dated  June  27, 
1960. 

Cancer  — Medical  Education  — Venereal 
Diseases 

The  problems  of  the  subcommittee  on  Cancer 
was  reported  on  by  Doctor  Leonard  and  recent 
literature  circulated  throughout  the  State  refer- 
able to  “Krebiozen”  in  the  treatment  of  cancer 
was  discussed. 

It  was  resolved  that  the  Arizona  Medicine 
Journal  be  requested  to  point  out  to  the  mem- 
bers of  the  Medical  Association  the  need  for 
critical  evaluation  of  pamphlets  such  as  the  one 
recently  distributed  throughout  the  State,  and 
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point  up,  also  the  lack  of  demonstrable  active 
substance  in  the  “Krebiozen”  medication  and 
the  lack  of  adequate  testing  of  this  therapeutic 
agent  in  the  treatment  of  cancer;  also  pointing 
up  that  there  are  generally  sound  medical 
grounds  for  viewpoints  other  than  those  report- 
ed in  this  particular  pamphlet. 

Civil  Defense  and  Safety 

The  Civil  Defense  Subcommittee  report  by 
Doctor  Kimball  pointed  up  the  potential  need 
for  the  establishment  and  availability  of  federal 
and  medical  teams  to  serve  the  medical  needs 
in  the  instance  of  catastrophe.  It  was  further 
reported  that  the  State  Department  of  Health 
anticipates  obtaining  a full-time  U.  S.  Public 
Health  Service  doctor  to  correlate  medical  prob- 
lems, associate  with  Civil  Defense,  particularly 
with  respect  to  assignment  of  doctors  to  heavily- 
populated  areas  and  to  civilian  defense  hospitals 
in  low-populated  areas,  in  order  that  these  plan- 
ned hospitals  will  have  adequate  staffing  in  the 
event  of  a civil  emergency. 

Crippled  Children  — (Rehabilitation  — 
Industrial  Health) 

Doctor  Taber,  subcommittee  chairman  on 
Crippled  Children  was  not  present  and  no  re- 
port from  him  was  forthcoming. 

General  Medicine 

Doctor  Farness  reported  that  during  a recent 
meeting  the  availability  of  poisoning  control  in- 
formation file  cards  in  the  Department  of  Phar- 
macology in  the  University  of  Arizona  was  dis- 
cussed. It  was  the  feeling  that  this  information 
should  be  made  available  to  osteopathic  hos- 
pitals in  the  interest  of  better  care  for  patients 
in  their  institutions.  The  Professional  Commit- 
tee sees  no  objection  whatever,  and  in  fact 
favors  making  such  file  freely  available  to  os- 
teopathic hospitals. 

Doctor  Famess  further  reported  request  for  in- 
formation referable  to  nutrition  and  dietary 
studies  through  the  State.  Apparently  little  is 
being  done  insofar  as  anyone  knows  in  this  area. 
No  action  was  taken  on  this  particular  prob- 
lem. 

The  question  of  the  Association  approving 
and  sponsoring  the  “Dietary  Control  Week”  ac- 
tivity in  this  State  was  considered.  It  was  de- 
termined by  the  Committee  that  such  activity 
is  not  a function  to  be  sponsored  on  the  State 
level,  but,  rather,  on  a local  county  medical 
society  level,  as  they  see  fit. 


With  respect  to  the  Tuberculosis  control  po- 
licies of  the  Veterans  Administration,  no  action 
was  taken  by  this  Committee  since  it  is  the  opin- 
ion of  the  subcommittee  chairman,  following 
his  review  of  existing  State  laws,  that  they  cover 
adequately  the  problem,  associate  with  the  Ve- 
terans Administration,  and  if  the  State  laws  are 
invoked,  it  will  cover  all  requirements  consid- 
ered in  this  report. 

The  problem  of  rural  placement  of  physicians 
was  considered  at  this  point.  No  action  was 
taken.  However,  this  will  be  pursued  at  later 
meetings  of  the  Committee  and  information  will 
be  sought  from  all  its  members  before  coming 
to  any  denite  decision. 

Hospital  — Nursing  — Hard-of -Hearing 

Report  of  the  subeommittee  on  Hospital  and 
Nursing  Problems  was  given  by  the  Chairman 
of  the  Committee  as  a whole,  since  Doctor  Say- 
lor was  newly  appointed  and  has  not  had  time 
yet  to  acquaint  himself  with  the  material  in 
his  file. 

The  problem  of  the  North  Mountain  Hospital 
in  Phoenix  (Maricopa  County)  was  brought  up, 
and  after  discussion  it  was  the  unanimous  opin- 
ion of  the  Committee  that  the  resolution  for- 
warded to  the  Board  of  Directors  of  the  State 
Medical  Association  be  reiterated  as  it  was  orig- 
inally forwarded  to  them,  without  modification 
and  with  a strong  feeling  that  there  is  need  for 
aggressive  action  along  the  lines  recommend- 
ed in  this  report,  for  resolving  the  North  Moun- 
tain Hospital-Doctor  Hall  problem. 

Maternal  and  Child  Health 

In  the  absence  of  Doctor  Johns,  Doctor  Leon- 
ard read  the  former’s  report,  which  embraces 
the  following  recommendations: 

(1)  The  Committee  recommends  that  the 
Board  of  Directors  be  notified  that  the  doctors 
in  Arizona  should  be  given  the  information  in  a 
report  from  the  AMA  Council  on  Food  and 
Drugs  regarding  the  product  Enzylac; 

(2)  That  the  State  Board  of  Health  under- 
take a study  referable  to  Perinatal  and  Prenatal 
problems  in  the  hospitals,  gathering  together 
statistics  in  a progressive  study  and  publishing 
the  results  for  the  information  of  this  Association. 
As  far  as  initial  and  voluntary  studies  iu  the 
State  are  concerned,  and  from  the  Maternal  and 
Child  Health  standpoint.  Doctor  Crauman  points 
out  that  at  this  time  a Mrs.  Grace  Ryau,  through 
the  Southern  Arizona  Health  Association,  refer- 
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ring  to  Mr.  Virgil  Hancock  as  the  Director  of 
this,  is  doing  some  study  in  the  trigonal  and 
voluntary  problems  in  the  State,  and  it  is  recom- 
mended to  Doctor  Johns  that  if  he  sees  a need 
for  pursuing  this  problem  further,  he  contact 
this  source  of  information;  and 

(3)  That  no  action  be  taken  by  the  Profes- 
sional Committee  on  the  problem  of  silver  ni- 
trate prophylaxis  of  opthalmia  neonatorium. 
Mental  Health 

Doctor  Bendheim  not  being  present,  no  re- 
port was  available. 

Rehabilitation  — Industrial  Health 

In  the  absence  of  Doctor  Fife,  his  report  was 
read  and  incorporated  in  the  files  of  the  Com- 
mittee. However,  no  action  will  be  taken  there- 
on until  the  next  meeting  when  Doctor  Fife  is 
present  to  specifically  make  recommendations 
on  the  various  findings  that  he  has  gathered 
from  studies  on  rehabilitation  activities  in  this 
State. 

OTHER  BUSINESS 
Florida  Medical  Association 

A report  from  the  Duval  County  Medical  So- 
ciety, Florida,  referable  to  problems  associate 
with  hospital  accreditation,  involving  infringe- 
ments on  the  rights  and  privileges  of  the  prac- 
ticing physician  to  maintain  his  integrity,  was 
considered. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  the  Committee  recommends  to  the 
Board  of  Directors  that  the  Association  register 
its  approval  and  concurrence  in  the  Duval 
County  ( Florida ) Medical  Society’s  findings, 
and  take  similar  action  to  be  implemented 
through  our  Delegate  to  the  A.M.A. 

Blue  Cross/Blue  Shield 

New  Business  was  brought  up  by  Doctor 
Farness  in  two  categories.  Doctor  Farness,  on 
the  basis  of  problems  of  hospital  bed  availabil- 
ity and  care  of  chronic  illnesses,  pointed  out  the 
accreditation  of  Comstock  Crippled  Children’s 
Hospital  in  Tucson  as  meeting  the  requirements 
for  accreditation  and  acceptance  for  adequate 
care  on  inpatient  level  of  medical  and  convales- 
cent crippled  children’s  work,  and  pointed  up 
the  need  for  this  essential  service  to  be  recog- 
nized by  Blue  Cross  and  measures  taken  to  im- 
plement Blue  Cross-type  of  coverage  for  this 
particular  organization  in  Tucson.  In  addition 
to  this,  the  inequities  of  emergencies,  both  med- 
ical and  surgical,  being  taken  to  the  county  hos- 
pitals, which  are  fully  accredited  in  both  Mari- 


copa and  Pima  Counties,  was  discussed  with 
respect  to  Blue  Shield/Blue  Cross  failing  to  rec- 
ognize charges  for  payment  from  admissions  to 
these  two  hospitals  for  patients  who  are  covered 
by  Blue  Shield  and  Blue  Cross. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  this  Committee  recommend  to  the 
Board  of  Directors  that  serious  consideration 
be  given  to  enacting  measures  so  that  county 
hospitals,  and  specifically  the  Comstock  Chil- 
dren’s Hospital,  be  included  in  reimbursement 
for  those  insured  by  Blue  Cross  and  Blue  Shield. 

It  was  determined  to  defer  consideration  of 
Doctor  Farness’s  second  topic  dealing  with  rep- 
resentation on  the  Arizona  State  Board  of 
Health.  Lorel  A.  Stapley,  M.D.,  Secretary 

PROFESSIONAL  LIAISON 
COMMITTEE 

Meeting  of  the  Professional  Liaison  Committee 
of  The  Arizona  Medical  Association,  Inc.,  held 
in  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  Sunday,  July  31,  1960.  Noel 
G.  Smith,  M.D.,  chairman,  presiding. 

SUBCOMMITTEE  REPORTS 
Allied  Professions 

Robert  H.  Cummings,  M.D.,  chairman  of  the 
Subcommittee  on  Allied  Professions,  being  un- 
able to  attend  this  meeting,  submitted  a report 
of  that  subcommittee’s  activities  and  recom- 
mendations in  its  meeting  held  March  23,  1960. 
The  recommendations  of  the  subcommittee  with 
regard  to  a complaint  by  The  Arizona  State 
Pharmaceutical  Association  vs.  Philip  D.  Win- 
drow, M.D.,  regarding  dispensation  of  unlabeled 
drugs  are  listed  as  follows: 

“1.  Dr.  Windrow  is  found  to  be  innocent  of 
any  improper  conduct,  either  ethical  or  legal, 
in  carrying  out  a research  project,  at  no  ex- 
pense to  the  patient,  for  the  aforementioned 
company. 

2.  The  company  is  well  aware  of  the  legality 
of  making  this  medication  available  to  individ- 
uals for  investigative  purposes,  thus  complying 
with  the  state  laws  in  this  matter. 

3.  It  is  still  our  belief  that  scientifie  investi- 
gation is  to  be  encouraged  by  all  those  allied  in 
the  practice  of  medicine. 

4.  The  secretary  of  the  Arizona  State  Board 
of  Pharmacy  was,  at  least,  guilty  of  making  un- 
founded charges,  by  virtue  of  giving  credence 
to  rumor  and  failing  to  properly  investigate 
these  charges.” 
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It  was  moved,  seconded  and  unanimously  car- 
ried that  the  subcommittee’s  recommendations 
be  approved  with  the  further  recommendation 
that  a strong  letter  in  this  regard  be  written 
to  Mr.  Duncan,  Secretary  of  the  Arizona  State 
Pharmaceutical  Association. 

Letters  regarding  liaison  meetings  with  the 
Arizona  Podiatry  Association  and  the  Arizona 
Osteopathic  Society  of  Physicians  and  Surgeons 
over  the  signature  of  Lindsay  E.  Beaton,  M.D., 
President,  were  reviewed  and  it  was  directed 
that  copies  thereof  be  forwarded  to  Doctor  Cum- 
mings for  his  review  together  with  the  direc- 
tive to  establish  such  meetings  with  these  groups. 

It  was  further  determined  that  Doctor  Cum- 
mings be  requested  to  contact  Stanford  F. 
Farnsworth,  M.D.,  Director  — Maricopa  Coun- 
ty Health  Department,  obtaining  information  on 
the  “staph”  problem  at  Mesa  General  Hospital 
(Osteopathic)  prior  to  meeting  with  the  Osteo- 
pathy representatives. 

It  was  further  directed  that  Doctor  Cum- 
mings obtain  a copy  of  the  Podiatry  Act  of  the 
Arizona  statutes,  making  recommendations  to 
the  committee  regarding  the  Podiatrists’  use  of 
drugs,  injectables,  surgery,  etc.,  prior  to  liaison 
with  the  representatives  of  that  group. 

Careers  and  Arizona  AMEF 

It  was  reported  by  Doctor  Noel  G.  Smith,  that 
Chester  G.  Bennett,  M.D.,  assigned  as  chair- 
man of  the  Subcommittee  on  Careers  and  Ari- 
zona AMEF  had  submitted  his  resignation  to 
the  committee. 

It  was  directed  that  the  President,  Lindsay 
E.  Beaton,  M.D.,  be  strongly  urged  to  appoint 
Dermont  W.  Melick,  M.D.,  as  a member  of  the 
Professional  Liaison  Committee  urging  accep- 
tance of  such  appointment  in  that  he  is  the  most 
likely  member  of  the  society  to  initiate  and  ac- 
tivate this  very  important  program  on  careers. 

It  was  further  directed  that  copies  of  the 
AMA  brochure  entitled  “Program  Materials  on 
Medical  Careers  for  High  Schools  — Colleges  — 
Communities”  be  forwarded  to  each  member 
of  the  Professional  Liaison  Committee  for  study 
and  review. 

Governmental  Medieal  Staffs 

William  G.  Payne,  M.D.,  chairman  of  the  Sub- 
committee on  Governmental  Medical  Staffs,  re- 
ported on  the  results  of  investigation  of  the 
medical  services  offered  employees  of  Navajo 
Ordnance  Depot  at  Flagstaff  and  it  was  deter- 


mined that  the  indemnity  insurance  program 
provided  government  employees  recently  ini- 
tiated and  activated  by  the  Federal  Government 
will  aid  immensely  in  overcoming  and  correct- 
ing the  aforementioned  problem. 

It  was  further  directed  that  on  receipt  of 
communication  from  the  Medical  and  Chirur- 
gical  Faculty  of  the  State  of  Maryland  regard- 
ing the  information  sought  pertaining  to  the 
“Dean’s  Committee”  having  to  do  with  non- 
service connected  disability  care  in  VA  hos- 
pitals, be  forwarded  to  Doctor  Payne  for  review 
and  report  following  receipt  thereof. 

On  the  report  that  the  Randolph  Schol  ( Ari- 
zona Children’s  Colony ) did  not  have  a Medical 
Advisory  Board,  the  Subcommittee  on  Govern- 
mental Medical  Staffs  was  directed  to  formulate 
requirements  of  all  state  supported  schools  re- 
garding their  needs  for  Medical  Advisory  Boards 
and  prepare  recommendations  for  the  Commit- 
tee’s action. 

Nurses 

Max  Costin,  M.D.,  chairman  of  the  Subcom- 
mittee on  Nurses  was  directed  to  contact  the 
President,  Lindsay  E.  Beaton,  M.D.  for  results 
of  his  communications  with  Arizona  State  Nurses 
Association  officer(s),  continuing  liaison  with 
the  Arizona  State  Nurses  Association  and  the 
Licensed  Practical  Nurses  Association. 
Association  of  Physicians  and  Surgeons 

Lavern  D.  Sprague,  M.D.,  chairman  on  the 
Association  of  Physicians  and  Surgeons  being 
unable  to  attend,  no  report  was  given. 

Public  Health  and  Schools 

Ben  P.  Frissell,  M.D.,  Chairman  of  the  Sub- 
committee on  Public  Health  and  Schools,  re- 
viewed past  efforts  of  this  Association  in  the 
Arizona  State  Legislature  with  reference  to  the 
current  raw  milk  statutes. 

It  was  directed  that  Doctor  Frissell  pre- 
pare a report  on  the  subject,  submitting  the 
same  to  the  Executive  Committee  with  the  rec- 
ommendation that  the  Legislative  Committee 
take  appropriate  action  in  the  matter. 

Public  Health  — Conunisisoner  — Arizona  State 
Department  of  Health  — Replacement 

Doctor  Frissell  reviewed  the  activities  of  the 
Committee  during  the  last  session  of  the  Ari- 
zona State  Legislature  in  increasing  the  salary 
and  other  benefits  for  the  Commissioner  of  the 
Arizona  ’State  Department  of  Health.  It 
was  the  consensus  that  selection  of  a com- 
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missioner  should  be  a requirement  of  the  Ari- 
zona State  Board  of  Health,  however,  the  sub- 
committee will  and  does  volunteer  its  services 
for  screening  and  interviewing  candidates  for 
the  position. 

Schools 

Noel  G.  Smith,  M.D.,  Chairman,  former  chair- 
man of  the  Subcommittee  on  Schools,  reviewed 
the  activities  of  that  subcommittee  during  the 
fiscal  year  1959-60,  its  report  and  recommen- 
dations to  the  Board  of  Directors  of  the  Asso- 
ciation for  the  committee’s  information.  In  view 
of  that  recommendation,  it  was  a suggestion 
that  local  public  health  departments  be  request- 
ed to  initiate  a program  of  pre-school  clinics 
for  the  children  of  medically  indigent  families, 
the  working  staff  to  be  provided  by  public 
health  departments.  Where  public  health  de- 
partments are  not  available,  the  private  phy- 
sician will  be  requested  to  donate  his  services, 
working  through  the  component  county  medical 
society. 

To  initiate  the  program  and  obtain  informa- 
tion regarding  the  availability  and  willingness 
of  the  members  of  the  State  society  to  donate 
their  services  as  consultants  in  school  health 
in  this  regard,  it  was  determined  that  Doctor 
Smith  would  prepare  a letter  to  be  forwarded 
to  all  members  of  the  society. 

Methods  of  initiating  such  a program  were 
discussed  at  length.  The  consensus  favoring  the 
possibility  of  a seminar  or  annual  workshop  for 
volunteers,  followed  by  notification  to  school 
administrators  and  school  nurses  that  the  volun- 
teer in  the  community  would  be  available  for 
consultation. 

It  was  moved,  seconded  and  unanimously  car- 
ried that  Doctor  Smith’s  recommendations  be 
forwarded  to  the  Executive  Committee  for  ap- 
proval and  immediate  action. 

Womans  Auxiliary 

Ernest  A.  Born,  M.D.,  Chairman,  being  un- 
able to  attend  this  meeting,  no  report  was  given. 

Lorel  A.  Stapley,  M.D.,  Secretary 

BENEVOLENT  AND  LOAN 
FUND  COMMITTEE 

Meeting  of  the  Benevolent  and  Loan  Fund 
Committee  held  July  28,  I960. 

MINUTES 

It  was  moved,  seconded  and  unanimously 
carried  that,  following  the  granting  of  a loan. 


the  Registrar  of  the  school  of  record  be  notified 
that  a loan  had  been  granted  to  the  applicant, 
but  that  the  money  would  not  be  disbursed  until 
he  was  duly  registered  for  the  school  year.  Upon 
proper  notification  of  official  enrollment  for  the 
school  year  from  the  Registrar  to  the  Associa- 
tion’s Central  Office,  the  check  would  issue. 

Discussion  followed  on  mechanism  of  disburs- 
ing funds,  resulting  from  advice  to  the  Com- 
mittee that  one  applicant  found  it  unnecessary 
to  withdraw  the  entire  $1500  applied  foi:  and 
granted.  It  was  the  concensus  of  the 
Committee  that  such  an  applicant  might,  in  later 
years  of  medical  school,  withdraw  funds  up  to 
the  original  grant  without  further  Committee 
action.  It  was  felt  that  the  disbursing  officer(s) 
might  suggest  to  applicants  that  the  funds 
granted  not  be  withdrawn  in  one  lump  sum  but, 
rather,  that  funds  be  issued  as  need  arise  therefor 
at  intervals  throughout  the  school  year,  but  in 
no  event  for  more  than  the  total  amount  of  the 
grant. 

It  was  also  the  concensus  of  the  Committee 
that  loans  for  the  fifth  year  of  medical  school 
(internship)  be  considered  only  on  special  re- 
quest for  such  consideration  and  thorough  in- 
vestigation as  to  reason  therefor. 

Katherine  Willingham 

The  loan  of  Katherine  Willingham,  approved 
on  August  23,  1959,  and  never  completed  since 
the  final  application  was  not  filed,  was  further 
reviewed. 

It  was  moved,  seconded  and  unanimously 
carried  that  the  approved  loan  to  Katherine  Wil- 
lingham be  rescinded;  and  should  Miss  Willing- 
ham desire  future  consideration  for  a loan,  that 
she  be  required  to  start  as  a new  applicant. 

Paul  Bernard  Comer 

The  application  of  Paul  Bernard  Comer  for 
a loan  pending  his  matriculation  in  Baylor  Uni- 
versity Medical  School  was  considered. 

It  was  moved,  seconded  and  unanimously 
carried  that  the  loan  to  Mr.  Comer  be  approved, 
in  the  amount  of  $1500,  and  that  Mr.  Comer 
be  so  notified. 

Ronald  B.  Minson 

The  application  of  Ronald  B.  Minson  was  re- 
viewed by  the  Committee. 

It  was  moved,  seconded  and  unanimously 
carried  that  this  application  be  approved  and  a 
loan  in  the  amount  of  $1500  be  approved,  upon 
his  matriculation  in  the  University  of  California, 
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Los  Angeles,  Medieal  School,  in  September,  1960. 
Charles  Arthur  Frazer 

A loan  application  from  Charles  Arthur  Frazer 
for  the  second  consecutive  year  in  the  amount 
of  $1500  was  considered. 

It  was  moved,  seconded  and  unanimously 
carried  that  the  loan  in  the  amount  of  $1500  be 
approved,  subject  to  Mr.  Frazer’s  matriculation 
and  registration  in  Tulane  LTniversity  Medical 
School  in  September,  1960,  and  on  receipt  of 
anticipated  response  from  his  references. 
Thomas  Michael  Hudak 
An  application  for  a loan  for  the  second  con- 
secutive year  by  Thomas  Michael  Hudak,  in  the 
amount  of  $1500,  was  also  considered  by  the 
Committee.  Mr.  Hudak’s  application  has  not  as 
yet  been  completed;  however,  the  previous  ap- 
plication, together  with  letters  of  recommenda- 
tion received,  were  studied. 

It  was  moved,  seconded  and  unanimously 
carried  that  this  loan  in  the  amount  of  $1500 
be  approved,  subject  to  receiving  the  properly 
completed  application  and  anticipated  response 
from  references  referred  to  therein. 

TRUST  FUND  ACCOUNT 
It  was  reported  that  the  Valley  Bank  has  ex- 
pressed an  interest  in  handling  the  Benevolent 
and  Loan  Fund  as  a trust.  Doctor  Dudley  sug- 
gested that  we  request  of  the  Valley  Bank  a 
concrete  proposal  to  this  effect.  It  was  also  sug- 
gested by  Doctor  Brown  that  inquiry  be  made 
of  the  Bank  of  Douglas  as  to  whether  they  have 
any  suggestions  or  proposals  to  offer. 

Respectfully  Submitted 
Lorel  A.  Stapley,  M.D.,  Secretary 


PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee 
of  The  Arizona  Medical  Association,  Inc.  on 
Saturday,  July  30,  1960. 

ORGANIZATION 

Doctor  Young  reviewed  the  remarks  of  the 
Board  of  Directors  of  the  Association  in  its 
meeting  held  June  5,  1960,  referable  to  a pro- 
gram of  publicity  through  paid  advertising,  to- 
gether with  the  directive  that  the  Public  Rela- 
tions Committee  undertake  a study  of  the  prob- 
lem and  submit  recommendations  to  the  Board 
at  its  next  meeting. 

Considerable  discussion  was  held  and  many 


valid  ideas  were  presented  with  thought  towards 
development  of  an  active  public  relations  pro- 
gram; the  availability  of  the  source  of  complaints 
directed  toward  the  doctor  of  medicine;  ways 
and  means  of  obtaining  facts  regarding  such 
complaints;  and  the  possibilities  of  formulating 
a plan  whereby  such  complaints  may  be  aired 
without  undue  criticism  directed  to  medicine. 

A review  of  the  program  of  the  American 
Medical  Association’s  Public  Relations  Confer- 
ence, scheduled  to  be  held  in  the  Drake  Hotel, 
Chicago,  on  September  1 and  2,  1960,  was  pre- 
sented for  the  committee’s  information  and  dis- 
cussion was  held  in  that  regard. 

It  was  moved,  seconded  and  unanimously 
carried  that  Doctor  Young  represent  this  com- 
mittee and  the  Association  at  its  expense  during 
the  Public  Relations  Conference  aforementioned, 
to  be  held  in  Chicago  on  September  1 and  2, 
1960. 

It  was  the  expressed  hope  of  the  eommittee 
that  AMA  could  provide  a strong  background 
and  basis  for  an  active  Public  Relations  program 
in  Arizona. 

The  Central  Office  of  the  Association  was  di- 
rected to  obtain  details  of  the  program  for  public 
relations  through  paid  advertising  as  is  currently 
indicated  in  effect  through  the  California  Med- 
ical Association. 

It  was  suggested  that  a questionnaire  be  for- 
warded to  each  component  eounty  medical  so- 
ciety and  possibly  each  member  of  the  Arizona 
Medical  Association  for  suggestions  and  rec- 
ommendations toward  accumulating  facts  on 
complaints  on  the  complainants’  “home  grounds” 
and  possible  means  of  providing  settlement  in  a 
like  fashion. 

Respectfully  submitted, 
Lorel  A.  Stapley,  M.D.,  Secretary 

LOCAL  OPPORTUNITIES 

ASHFORK  - Population  700.  North  centrally 
located  — Railroad  center.  Contact  the  M'omcn  s 
Club,  Ashfork,  Arizona. 

BAGDAD  — Population  approximately  2,000. 
Opportunity  for  GP  who  is  willing  and  able  to 
do  obstetrics  and  general  surgery.  Mining  com- 
munity. New  12-bed  hospital.  Fxccllcut  income 
possibilities  w'ith  initial  guarantee.  Second  doc- 
tor needed  due  to  increased  noIuuu'  of  work. 
Excellent  housing  and  schools.  For  lurthcr  iulor- 
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mation,  contact  Richard  G.  Hardenbrook,  M.D., 
Bagdad  Hospital,  Bagdad,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Arizona. 

COOLIDGE  — Excellent  opportunity  for  a 
CP.  Population  5,000  — in  addition  to  servieing 
surrounding  farm  area.  Nearest  hospital  located 
in  Elorence,  approximately  nine  miles  from  Cool- 
idge.  Currently  five  physicians  serving  the  area. 
Office  faeilities  and  most  equipment,  including 
X-ray,  available  on  rental  basis  from  loeal  M.D. 
Contact  Thomas  E.  McCormick,  M.D.,  321  West 
Central  Avenue,  Coolidge,  Arizona. 

EL  MIRAGE  — Population  2,000  — and  in- 
cluding the  trading  areas  of  Surprise,  Young- 
town,  Peoria  and  Luke  Air  Eorce  Base,  the  pop- 
ulation is  estimated  at  7,000  to  8,000  persons. 
Opportunity  for  a CP  due  to  retirement  of  doc- 
tor currently  serving,  with  the  possibility  of 
school  service.  Climate  is  excellent,  warm  and 
dry.  Offiee  facilities  are  available  in  the  area 
surrounding  El  Mirage  from  Glendale  ( 9 miles ) 
to  the  east,  and  Wickenburg  (35  miles)  to  the 
west,  there  are  only  two  doctors  to  serve  this 
community.  The  need  for  a physician  and  sur- 
geon is  very  real  and  one  should  do  very  well. 
For  information  write  Mr.  H.  Faulkner,  Town 
Clerk,  Town  of  El  Mirage,  El  Mirage,  Arizona. 

ELOY  — Need  a doctor  of  medicine,  prefer- 
ably a CP.  Population  of  4,000  in  farming  com- 
munity with  several  small  towns  near  by.  Loca- 
ted approximately  midway  between  Phoenix  and 
Tucson.  Contact  H.  Howard  Holmes,  M.D.,  Eloy 
Medical  Center,  Eloy,  Arizona. 

GLOBE  — Population  10,000  and  including 
the  mining  and  cattle  areas  of  Miami,  Superior, 
Ray,  Hayden,  Winkleman,  Payson  and  San  Car- 
los; population  estimated  at  30,000  persons.  Lo- 
cated about  two  hours  by  car  from  either  Tucson 
or  Phoenix.  No  ENT  man  in  the  area.  Ideal  cli- 
mate, with  the  best  area  for  outdoor  activities. 
Contact  Eugene  R.  Rabogliatti,  D.D.S.,  149  S. 
Broad  Street,  Globe,  Arizona  or  A.  J.  Bosse, 
M.D.,  245  South  Hill  Street,  Globe,  Arizona. 

HOLBROOK  — Population  approximately 
5,500  — elevation  5,080.  Excellent  opportunity 
for  CP.  Arrangements  can  be  made  to  take  over 
existing  vacancy  in  practice.  Contact  Donald  F. 
DeMarse,  M.D.,  Box  397,  Holbrook,  Arizona. 


MIAMI  — Opportunity  for  CP  — Industrial 
hospital  staffed  by  approximately  seven  doctors 
who  care  for  personnel  and  families  of  those 
who  work  for  the  three  principal  mining  compa- 
nies. Community  served  by  many  mining  and 
ranching  interests.  Contact  R.  V.  Horan,  M.D., 
Miami  Inspiration  Hospital,  Miami,  Arizona. 

MORENCI  — Mining  community  near  New 
Mexico-Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  CP.  Contact  C.  H.  Cans, 
M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
Project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Flagstaff.  Building  project  is  estimated 
to  be  concluded  in  ten  years.  Write  Ivan  W.  Ka- 
zan, M.D.,  6th  Avenue  & South  Navajo,  Page, 
Arizona,  for  full  details. 

PHOENIX  — Maricopa  County  has  several 
excellent  associations  ( salary  or  partnership ) 
available  in  metropolitan  Phoenix  and  surround- 
ing towns  in  General  Practice,  Ophthalmology, 
ENT,  Pediatrics  and  Anesthesiology.  Neighbor- 
hood locations  are  also  available  for  CPs.  Con- 
tact Maricopa  County  Medical  Society,  2025 
North  Central  Avenue,  Phoenix,  Arizona, 
AL  8-6901,  advising  medical  training,  military 
and  family  status,  age,  health,  ete.,  and  enclose 
small  photograph. 

PHOENIX  — Excellent  opportunity  for  Oph- 
thalmologist or  EENT  man  as  associate.  Contact 
E.  G.  Barnet,  M.D.,  1120  Professional  Building, 
Phoenix,  Arizona. 

PHOENIX  — State  Department  of  Health- 
Child  Development  Center.  Opportunity  for 
doctor  of  medicine  (Pd)  with  three  years’  ex- 
perience. Male  or  female.  Monthly  salary  $690 
— full  time.  Operation  includes  (a)  a doctor  of 
medicine  (Pd);  (b)  two  or  three  psychologists 
on  a consultant  basis;  (c)  a psychiatric  social 
worker;  (d)  a teacher  specializing  in  child  de- 
velopment; and  (e)  clerical  people  as  required. 
Scope:  Mentally  retarded  or  emotional  prob- 
lems of  pre-school  children.  Contact  Mr.  Thomas 
Golden,  Arizona  Merit  System,  11  North  7th 
Avenue,  Phoenix  ( AL  3-3189 ) . 

SNOWFLAKE  — Located  in  Northeastern 
Arizona  is  seeking  a doctor  of  medicine.  Popu- 
lation approximately  4,000.  Nearest  hospital  lo- 
cated in  Show  Low,  19  miles  from  Snowflake. 
Increased  lumber  activity  anticipated.  Mormon 
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L.D.S.  community.  Contact  F.  W.  Erickson, 

D. D.S.,  Medical-Dental  Clinic  Building,  Snow- 
flake, Arizona. 

ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a GP,  in  this  east-central  Ari- 
zona community.  Population  is  approximately 
1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  In 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Arizona. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  is  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  F. 

E.  Babcock,  President,  Chamber  of  Commerce, 
9112  West  Van  Buren  Street,  Tolleson,  Arizona. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  a General  and  Thoracic  Surgeon.  They 
prefer  someone  who  is  Board  certified,  but 
would  take  someone  who  has  had  special  train- 
ing as  they  have  the  local  men  in  this  field  avail- 
able for  consultation  service.  State  license  is  nec- 
essary (but  not  necessarily  an  Arizona  license). 
Contact  S.  Netzer,  M.D.,  Director,  Professional 
Service,  VA  Hospital,  Tucson,  Arizona. 


WILLCOX  — Population  approximately  2,000 
— and  including  surrounding  area,  the  popula- 
tion is  estimated  at  4,000.  Immediately  in  need 
of  a general  practitioner  and  surgeon;  must  have 
state  license  or  be  eligible  for  same.  Opening  for 
an  associate.  Office  available  approximately 
three  (3)  blocks  from  the  twenty-bed  hospital 
in  community.  Tucson,  Arizona  within  a locality 
of  85  miles.  Contact  Sotero  Antillon,  M.D.,  P.O. 
Box  867,  Willcox,  Arizona. 

FOB  INFOBMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL  MEDI- 
CINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hos- 
pital, Miami,  Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hos- 
pital, Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Arizona. 


SENIOR  CITIZENS-FOR-KENNEDY  COMMITTEE 

Senator  John  F.  Kennedy  announced  August  12  that  Congressman  Aime  J. 
Forand  (Dem.— R.I. ) has  agreed  to  serve  as  National  Chairman  of  the  Senior 
Citizens-for  Kennedy  Committee. 

This  organization,  which  will  headquarter  in  Washington,  D.  C.,  will  con- 
centrate its  efforts  on  voters  over  65  years  of  age  and  will  operate  under  the 
overall  direction  of  the  Citizens-for-Kennedy  Committee. 

Congressman  Forand  told  Senator  Kennedy  he  was  pleased  to  accept  this 
appointment  because  of  the  lead  “Senator  Kennedy  has  taken  in  legislation  for 
the  aged.  His  sponsorship  of  the  medical  care  for  the  aged  bill  in  the  Senate,  his 
work  to  enact  legislation  to  provide  housing  for  the  aged  and  his  work  as  Vice- 
Chairman  of  the  Senate  committee  on  the  Problems  of  the  Aged  are  all  indica- 
tions of  Senator  Kennedy’s  interest  in  this  vital  field.” 

Senator  Kennedy  said  he  was  honored  to  have  Congressmand  koraiid  head  up 
this  vital  committee. 
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Squibb  Announces 


Squibb  Alpha*Phenoxyethyl  Penicillin  Potassium 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy  I 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new . chemically  im- 
proved oral  penicillin,  available  for  clinical  use 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain higher  blood  levels- — with  greater  speed — than  \ 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
^ severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u. ),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco-  Sqjjibb 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.: 

Lancet  2: 1 105  (Dec.  19)  1959.  SQU108  TRADEMARK.  PriceUss  Ingredicitt 


Vol  17,  No.  10 


Arizona  Medicine 


605 


A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


MNUUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units. combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,  N.F.,500mg.;  ox  bile  extract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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<>^/lcJlical  tSociet^  of  tin 


Ignited  *States  an  J JH. 


ex  ICO 


Fifth  Annual  Meeting 

NOVEMBER  8-12,  1960 


At  this  writing,  September  6,  1960,  the  or- 
ganizational machinery  in  Guadalajara  and 
Mazatlan  continue  to  grind  on  toward  the  target 
date  of  November  8.  From  Tucson  we  recently 
attempted  to  canvass  the  plans  of  our  American 
members  by  means  of  a return  postal  card  ques- 
tionnaire, and  were  able  to  tally  the  following 
results : 

Total  number  of  persons  planning 

to  attend  155 

Number  planning  to  go  by  train  ...  90 
Number  planning  to  travel  by  air  . . 60 
Number  planning  to  travel  otherwise  5 
We  were  told  from  Guadalajara  that,  if  150 
persons  or  more  committed  themselves  to  go  by 
rail,  a special  train  could  be  organized.  From 
the  above  figures,  however,  it  appears  unlikely 
that  such  a number  would  be  available  to  travel 
in  this  manner,  and,  therefore,  those  of  us  who 
prefer  this  mode  of  transportation,  will  use  the 
regularly  scheduled  train  which  departs  from 
Nogales,  Sonora,  daily  at  5:30  p.m.  The  round 
trip  Nogales-Guadalajara-Nogales  is  $47.20.  It 
will  naturally  be  somewhat  higher  if  it  includes 


the  leg  by  way  of  Mazatlan. 

We  have  been  asked  from  Guadalajara  to 
handle  all  the  announcements,  circulars,  ques- 
tionnaires, etc.  from  Tucson,  for  the  American 
membership.  This  we  shall  be  eager  to  do,  as 
the  information  trickles  in  from  Me.xico  and  we 
have  the  opportunity  to  pass  it  on  to  you  by 
mail.  We  are  particularly  anxious  to  know  more 
details  about  the  scientific  program,  especially 
the  Mexican  contributions.  From  our  side  we 
already  have  a distinguished  roster  of  American 
speakers,  including,  among  others,  the  Gommis- 
sioner  of  Health  of  Arizona,  Dr.  Glarence  Sals- 
bury;  also  Drs.  Lester  Dragstedt,  John  Scarff, 
Maxwell  Lockie,  Harry  Thompson,  and  others. 
We  are  also  most  curious  to  know  some  of  the 
preliminary  details  of  the  social  program  our 
hosts  in  Guadalajara  and  Mazatlan  are  preparing 
for  the  meeting.  Likewise  we  are  anxious  to 
receive  instructions  from  below  the  border  con- 
cerning the  matter  of  hotel  and  train  reserva- 
tions. 

Dr.  Chavez  plans  to  send  us  a questionnaire 
that  we  will  mail  our  American  members  within 
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the  next  two  or  three  weeks,  accompanied  by 
a cover  letter  containing  the  latest  information 
available  to  us  on  all  the  points  mentioned  above. 

You  are  respectfully  reminded  to  initiate 
negotiations  soon  with  your  local  travel  agent  if 
you  wish  to  travel  by  air.  It  is  suggested  that 
you  secure  your  Mexican  immigration  permits 
from  your  local  Mexican  consul  rather  than  at 
the  border.  Your  attention  is  also  invited  to  the 
U.  S.  Public  Health  requirement  of  recent  vac- 
cination (smallpox)  before  re-entering  U.  S. 
territory. 

We  thought  you  might  be  interested  in  seeing 
a fascimile  of  the  circular  letter  recently  mailed 
from  the  Guadalajara  headquarters  to  the  Mexi- 
can membership  recently,  in  connection  with  the 
meeting;  it  is  reproduced  below. 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS 
DE  NORTEAMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  & MEXICO 

Guadalajara,  Jal.,  Agosto  II,  I960 
Sr.  Dr.  J.  Gabriel  Cortes  M., 

M.  Barcena  No.  79, 

Ciudad. 

Estimado  sehor  Doctor; 

Corresponde  al  groupo  mexicano  de  nuestra 
Sociedad,  promover  en  este  aho  la  celebracion 
del  evento  con  que  periodicamente  cumplimos 
con  el  acuerdo  que  aceptamos  como  un  gustoso 
compromise,  de  acercar  cientifica  y socialmente, 
haciendonos  un  solo  grupo,  a medicos  norte- 
americanos  y mexicanos. 

Al  efecto  ha  organizado  su 
5A.  REUNION  ANUAL 

que  se  Uevara  al  cabo  durante  el  proximo  mes 
de  noviembre,  los  dias  8 y 9 en  la  ciudad  de 
Guadalajara  y 10  y II  en  Mazatlan,  el  mas 
hermoso  puerto  de  nuestro  litoral  del  Pacifico. 

Para  tal  ocasion,  deseamos  recordarle  la  im- 
portancia  de  su  asistencia  y la  conveniencia  que 
para  el  mejor  exito  de  nuestra  celebracion  rep- 
resenta,  el  que  se  sirva  listed  aceptar  la  invi- 
tacion  que  en  forma  muy  especial  nos  permitimos 
hacerle,  para  que  presente  Trabajos,  los  que 
debera  inscribir  con  el  suscrito,  antes  del  dia, 
proximo  mes  de  septiembre,  en  Pavo  1 12,  Desp. 
103,  de  Guadalajara,  Jal. 

DR.  EDUARDO  CONTRERAS  REYNA 

Secretario 
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(Editorial 


THE  POLITICAL  DUTY  OF  MEDICINE 


Physicians,  since  time  immemorial,  have  had 
a genuine  interest  in  the  total  welfare  of  man. 
It  is  axiomatic  that  the  health  of  the  people  can- 
not be  separated  from  their  social,  economic, 
emotional,  and  political  existence.  Therefore, 
whenever  Government  threatens  to  control  these 
facets  of  life  we  must  become  aetively  con- 
cerned in  order  to  fully  discharge  our  obliga- 
tions. 

Politicians  have  been  branded  as  “dirty”, 
therefore  we  have  been  reluctant  to  jeopardize 
the  dignity  and  integrity  of  our  noble  profession. 


We  have  failed  to  remember  that  we  have  en- 
trusted these  “dirty-politicians”  with  our  politi- 
cal future.  We  must  also  realize  that  these  same 
politicians  have  been  the  most  vociferous  in  ad- 
monishing us  to  confine  our  efforts  to  the  sick 
and  leave  the  polities  to  them.  This  they  have 
done  because  they  are  more  aware  of,  than  we, 
of  our  potential  influence  which  might  be  con- 
trary to  their  selfish  motives. 

There  were  four  physicians  who  with  full 
knowledge  of  their  respective  responsibilities 
pledged  their  “lives . . . fortunes . . . and . . . sacred 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete-. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
wiil  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


(The  opinions  expressed  in  the  original  contributions  do  not 
necessarily  express  the  opinion  of  the  Editorial  Board.) 
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honor”  when  they  signed  the  Declaration  of  In- 
dependence. 

There  are  many  sincere  honest  politicians  who 
are  dedicated  to  the  preservation  of  our  Con- 
stitional  Government  and  its  provision  for  con- 
tinued freedom  . . . we  must  join  them  before  it 
is  too  late  . . . we  must  join  them  not  only  in 
thought  but  positive  actions  ...  it  is  later  than 
most  of  us  are  willing  to  admit.  Socialism  is  here 
in  part,  and  its  completion  is  potentially  just 
around  the  corner  of  Nov.  8,  1960. 

Our  problem  can  no  longer  be  confined  to 
whether  or  not  the  Forand  Bill  becomes  law  or 
that  we  be  included  in  an  insolvent  social  se- 
curity system.  The  whole  question  can  be  simply 
stated  . . . will  we  and  the  citizens  of  these 
United  States  be  able  to  retain  the  Rights  and 
Freedom  contained  in  our  Constitution  and  the 
Bill  of  Rights? 

Our  patients  think  of  us  not  only  as  ministers 
of  their  health,  but  educated  leaders  from  whom 
they  would  seek  counsel  and  direction.  We  must 
with  revived  vigor  and  sincerity,  without  fear  or 
timidity,  exercise  our  over-all  purpose. 

Politicians  control  the  actions  of  government, 
hence  we  are  obligated  to  become  politicians  if 
we  choose  to  protect  not  only  our  personal  in- 
terests but  also  the  well-being  of  all  mankind. 
We  must  not  default. 

LBS 

CIVIL  DEFENSE  IS  A FULL-TIME 
JOB  OF  THE  PUBLIC  HEALTH  DEPT. 

Suddenly  in  recent  weeks,  after  much  lethar- 
gy, certainly  no  more  than  a “do-nothing”  atti- 
tude for  10  years,  some  of  the  people  of  Tucson 
are  becoming  interested  in  a Civil  Defense  pro- 
gram. Possibly  this  same  interest  is  developing 
in  Phoenix  and  over  the  state  — probably  not, 
for  only  in  Pima  County  have  the  people  been 
forced  to  think  of  the  prized  target  they  will 
make  with  the  establishment  of  the  Titan  missile 
bases  and  the  Davis-Monthan  bomber  facilities. 

While  this  is  a prized  target,  there  are  many 
Reasons  that  the  Hoover  Dam,  the  bridges  across 
the  Colorado  and  a population  center  as  Phoenix 
jail  are  targets. 

■ Again  we  are  forced  to  ask  what  has  been 
done  On  a national,  state  and  county  level  to  im- 


plement a reasonable  Civil  Defense  force.  Reams 
of  paper  and  directives  have  been  issued,  but  is 
there  an  effective  organization?  I do  not  believe 
so.  The  “do-it-yourself”  policy  is  non-productive. 

We  are  not  taking  satisfactory  steps  to  protect 
our  people.  We  have  not  had  satisfactory  leaders. 

There  are  many  aspects  of  Civil  Defense  that 
are  not  medical  in  nature,  and  this  does  call  for 
an  organization  of  lay  personnel.  However,  such 
a great  part  of  the  program  must  be  carried  out 
by  the  medical  profession  that  it  is  imperative 
that  a satisfactory  and  complete  organization  be 
established.  This  can  only  be  done  through  the 
Public  Health  Department. 

There  should  be  a full-time  employee  of  that 
department  implementing  on  the  state  level  the 
recommendations  made  by  the  national  offices 
of  Civil  Defense.  This  cannot  be  done  in  a hap- 
hazard manner  by  part-time  or  volunteer  per- 
sonnel. Some  of  these  appointees  have  never  ac- 
cepted the  philosophy  that  Civil  Defense  can  be 
an  effective  arm  in  our  defense  program.  The 
fatalistic  attitude,  the  acceptance  of  defeat  by 
every  obstruction,  has  no  place  in  this  organiza- 
tion. 

We  continue  to  talk  that  we  are  in  a crucial 
struggle  with  Communism.  We  must  accept  that 
Civil  Defense  is  a life  insurance  program.  It 
must  be  established  on  a complete  and  efficient 
basis.  Further  delay  cannot  be  tolerated,  and  all 
segments  of  our  government  are  guilty  of  con- 
doning this  delay  and  relegating  a Civil  Defense 
program  to  a very  subordinate  position. 

We  can  no  longer  take  the  attitude  to  let 
someone  else  do  it.  Medicine  must  lead  the  way 
to  an  effective  organization. 

DWN 

MEDICAL  CARE  FOR  THE  AGED 

The  Forand-Kennedy  Bill  and  the  Nixon  Bill 
have  been  defeated  by  our  national  legislative 
bodies.  However,  the  new  federal-state  program 
that  is  to  become  effective  October  1st,  and 
which  will  probably  become  operational  gradu- 
ally, will  help  finance  medical  care  for  (1)  the 
2.4  million  persons  over  65  who  are  on  relief 
rolls  and  (2)  other  needy  persons  over  65  who 
aren’t  so  destitute  they  qualify  for  relief  cheeks 
for  food  and  housing  but  still  don’t  have  re- 
sources enough  to  pay  for  needed  medical  at- 
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tention. 

Coverage  will  depend  upon  the  action  our 
state  legislature  takes  to  share  in  this  cost  and 
the  number  of  elderly  persons  who  will  pass  the 
“means  test”.  This  latter  to  be  prescribed  by 
each  state. 

Let  us  act  now  to  participate  in  the  establish- 
ment of  a fair  and  equitable  law  that  will  meet 
the  needs  of  the  people  and  yet  will  not  be  a 
fraud  upon  the  doctor.  Let  us  not  deny  the  ex- 
istence of  this  legislation  — the  vote  of  Congress 
was  overwhelming,  368  to  17;  we  must  accept 
this  as  the  desire  of  the  public  and  not  go  our 
willful  way  and  state  that  we  will  accept  no  dic- 
tates on  how  we  will  practice  medicine.  This  law 
does  not  dictate  how  we  will  practice  medicine. 
It  is  an  effort  to  provide  actual  benefits  for  some 
per  cent  of  the  16  million  persons  now  over  65 
but  who  cannot  meet  their  own  needs. 

It  is  suggested  that  whatever  plan  is  adopted 
by  the  state  that  medical  social  workers  be  em- 
ployed to  screen  the  applicants  and  that  the 
criteria  for  reductions  of  the  physicians’  fees  be 
determined  by  a special  committee  on  which  the 
society  has  strong  representation.  Persons  certi- 
fied for  reductions  should  receive  a card  indica- 
ting percentage  reductions  to  be  allowed  or  even 
the  recommended  fee. 

Certainly  the  object  of  the  plan  must  be  to 
maintain  better  and  more  easily  available  medi- 
cal services  for  elderly  persons,  to  adjust  charges 
according  to  their  ability  to  pay,  to  develop  a 
plan  that  will  have  the  co-operation  of  the  med- 
ical profession  and  to  maintain  a freedom  of 
choice  of  physicians  by  the  patient. 

DWN 

NURSES  PAY 

The  listing  by  World  Wide  Medical  News 
Service  that  Canadian  doctors  top  the  income 
list  ahead  of  architects,  engineers,  lawyers,  etc., 
is  disturbing  in  view  of  the  fact  that  the  lowest 
paid  among  professional  groups  are  the  nurses. 

This  disparity  carries  into  American  medicine. 
It  deserves  further  evaluation  and  calls  for  ad- 
justments. To  expect  a medical  team  to  operate 
efficiently  with  one  unit  of  it  paid  on  the  aver- 
age less  than  $200  per  month  ( in  Canada ) does 
not  give  satisfactory  consideration  for  the  ability 
of  those  worlcjpg  with  us. 


Medical  care  has  become  a team  function;  and 
while  we  all  agree  that  the  advances  of  medicine 
have  made  it  possible  for  the  doctor  to  have  a 
very  acceptable  income,  the  income  of  the  para- 
medical members  of  the  team  has  not  been  prop- 
erly adjusted. 

We  need  their  help,  allegiance  and  co-opera- 
tion. Improvement  of  their  financial  return  will 
bring  this  about  along  with  obtaining  an  im- 
proved calibre  of  nurses  and  technicians  enter- 
ing these  allied  fields. 

DWN 

Editor  - ARIZONA  MEDICINE  i 

Dear  Sir: 

I wish  to  call  your  attention  to  the  Cooper 
Bill  S.  3570  that  is  now  before  the  Senate  Labor 
and  Public  Welfare  Committee.  The  stated 
intent  of  this  bill  is  said  to  be  for  the  purpose 
of  providing  humane  treatment  for  experimen- 
tal animals.  However,  it  is  evident  from  study- 
ing the  bill  that  the  intent  is  to  regulate  scien- 
tists and  their  use  of  animals  and  eventually,  by 
additional  legislation,  prohibit  entirely  the  em- 
ployment of  certain  types  of  animals  for  re- 
search. 

The  Cerman  and  British  scientists  are  pre- 
sently suffering  from  such  a law.  American  re- 
searchers have  been  able  to  take  the  lead  in 
many  areas  of  medical  importance  because  they 
have  not  been  hampered  by  such  restrictive  leg- 
islation. 

As  you  know,  man  is  still  plagued  by  num- 
erous ills  that  will  require  many  more  years  of 
careful  animal  experimentation.  Nothing  should 
be  permitted  to  deter  our  efforts  in  providing 
the  necessary  knowledge  for  the  betterment  of 
mankind. 

I know  of  no  scientists  that  deliberately  mis- 
treat experimental  animals.  As  a matter  of  fact, 
they  are  frequently  provided  with  better  hous- 
ing and  care  than  can  be  al  forded  for  staff  per- 
sonnel. 

I wish  to  take  this  opportunity  to  urge  that  the 
individual  members  of  the  Arizona  Medical 
Association  vigorously  oppose  Bill  S.  3570.  If 
it  becomes  law,  biological  and  medical  research 
in  this  country  will  suffer  a tremendous  “s('t- 
back.” 

It  is  important  that  men  practicing  mctliciiu' 
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become  familiar  with  this  most  undesirable  bill 
and  express  their  views  to  our  state  senators, 
Barry  Goldwater  and  Carl  Hayden.  In  addi- 
tion, a letter  to  Senator  Lester  Hill,  Chairman 
of  the  committee  on  Labor  and  Public  Welfare, 
would  not  be  amiss. 

Sincerely  yours, 
KENNETH  WERTMAN,  Ph.D., 
Head  of  the  Department 
Bacteriology  Medical  Technology, 
University  of  Arizona,  Tucson 

Darwin  W.  Neubauer,  M.D.  Editor 
Arizona  Medicine 
1021  Central  Towers 
Phoenix,  Arizona 

Dear  Doctor  Neubauer: 

This  is  my  letterhead.  It  is  designed  by  a 
teenager.  It  indicates  that  there  is  so  vastly 
much  more  to  be  uncovered  by  THEE  PHY- 
SICIAN (not  the  test-tube  bunsen  burner  guy) 
that  I pose  these  illustrations  to  emphasize  that 
fact. 

I’ll  be  eighty  years  young  March  3,  1961. 


A , 
logical 

prescription  for 
overweight  patients 


meprobamate  400  mg.,  withd-amphetamine  sulfate  5 mg.,  Tablets  ' 


meprobamate  plus  d-amphetamine... 
depresses  appetite .. . elevates  mood . . . 
eases  tensions  of  dieting... without  over- 
stimulation,  insomnia  or  barbiturate 
hangover. 


Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


Sixty-two  years  Sept.  1,  1960  I entered  Trinity 
Medical  College,  Toronto,  Can.,  graduated  May 
30,  1902.  Have  been  on  assignments  in  Canada, 
U.S.A.,  Mexico,  Europe  and  Africa. 

I would  have  you  know  that  I am  interested 
in  cooperating  with  Arizona  Medicine.  A writer 
can  get  several  stories  of  first  hand  study,  prac- 
tice research  and  experience,  I feel  would  prove 
invaluable  to  my  profession.  I do  not  fall  for 
the  impractical  overtechnical.  Neither  do  I like 
the  sophistry  running  loose  in  the  Press.  I would 
suggest  more  true  to  life  personal  observations 
and  work  in  very  simple  language  with  simple 
well  interpreted  art  illustrations.  It  would  in- 
terest me  very  much  to  give  some  time  to  a 
writer  and  illustrator  visualizing. 

The  Folly  Of  Socialized  Medicine 
The  Vital  Issue  in  Medico  Legal  Cases 
The  Physician  and  Public  Health 
Ultra  Basic  Biological  Research 

Understand  me.  Of  the  Physician,  by  the  Phy- 
sician for  the  Physician. 

JOHN  R.  C.  CARTER,  M.D. 


(FORTIFIED  TRIPLE  STRENGTH) 

Buffered  to  control  a normal  vaginal  pH. 
The  new,  improved  P.A.F.  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  smface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 


G.  M.  Case  Laboratories 
San  Diego,  California 
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emorictnt 


LEO  J.  KENT,  M.D. 

1913-1960 


the  U.S.  Navy  in  the 
South  Pacific  for  three 
years  and  was  award- 
ed the  Purple  Heart 
and  the  Distinguished 
Service  Medal.  Upon 
discharge  he  held  the 
rank  of  Lieutenant 
Commander.  He  was 
presented  with  an 
Award  of  Merit  by 
Northwestern  as  one 
of  the  two  alumni  who 
contributed  most  to  the 
war  effort. 


Dr.  Leo  J.  Kent,  in- 
ternist, and  a Tucson- 
ian  for  the  past  14 
years,  died  June  5 of 
Hodgkin’s  disease.  He 
had  been  prominent  in 
Tucson  medical  and 
civic  organizations  and 
had  continued  a full 
practice  until  within  a 
few  days  of  his  death. 


Dr.  Kent  was  born 
in  Detroit,  Mich,  on 
August  13,  1913.  He 
was  a graduate  of 
Northwestern  Univer- 
sity where  he  was  a 
member  of  the  varsity 
football  team  and  the 
track  team.  He  was 
a member  of  North- 
western’s “N”  Men’s 
Club,  Beta  Theta  Pi  so- 


Leo  J.  Kent,  M.D. 


Dr.  Kent  was  instru- 
mental in  forming  the 
Pima  County  Medical 
Legal  Panel  and  was  a 
member  of  the  Pima 
County  Medical  So- 
ciety Grievance  Com- 
mittee. 


cial  fratrnity  and  Nu  Sigma  Nu  medical  frater- 
nity. 

He  received  his  M.D.  degree  from  Northwest- 
ern Medical  School  in  1941  and  served  as  intern 
and  resident;, physician  at  Evanston  Hospital. 

During  World  War  II,  Dr.  Kent  served  with 


He  was  a past  president  of  the  Pima  County 
Medical  Society  and  was  a member  of  the  soci- 
ety’s board  of  governors  for  the  past  six  years. 
He  had  served  as  chairman  of  the  Public  Rela- 
tions Board  and  as  a member  of  the  Legislative 
Committee  for  the  Arizona  Medical  Association. 


Vol.  17,  No.  10 


Arizona  Medicine 


615 


He  was  a charter  member  of  the  Medical  Society 
of  the  United  States  and  Mexico  and  also  a 
member  of  the  American  Medical  Association. 

Dr.  Kent  was  a past  member  of  the  board  of 
directors  of  the  Arizona  Blue  Cross  and  also  a 
past  member  of  the  board  of  directors  of  the 
Tucson  Chamber  of  Commerce.  He  had  been  a 
member  of  Tucson  Rotary  International  and  was 
a member  of  the  Tucson  Country  Club.  He 
served  on  the  Citizens  Committee  for  Hospital 
Planning  in  Tucson. 

He  had  been  honored  with  membership  in 
Sigma  Xi,  national  scientific  fraternity,  for  his 
research  on  Dicumarol. 

His  wife,  Bonita,  resides  at  4215  E.  Cooper 
St.,  Tucson,  with  their  daughter,  Kathy  Ann,  and 
son,  Tyler  John.  His  mother,  Mrs.  Leopold  A. 
Koscinski,  and  a sister,  Mrs.  Marion  Carey,  are 
both  of  Chicago. 

Dr.  Walter  Hileman,  1959-60  president  of  the 
Pima  County  Medical  Society,  issued  the  follow- 
ing statement  for  the  society: 

“Dr.  Kent’s  response  to  a grave  disease  with  a 
known  fatal  prognosis  was  to  all  his  colleagues 
a daily  source  of  strength.  His  courageous  fight, 
hsi  devotion  to  his  family  and  patients,  his  self- 
less service  to  the  Pima  County  Medical  Society 
and  the  Tucson  community  constitute  a living 
memorial  from  which  we  may  all  be  long  in- 
spired.” 


S.  I.  BLOOMHARDT,  M.D. 

1891  - 1960 

With  the  passing  of  Dr.  S.  I.  Bloomhardt, 
the  medical  profession  has  lost  one  of  its  oldest 
and  most  respected  members  and  the  commun- 
ity has  lost  a lovable  and  unusual  personage. 
Si  was  born  in  Altoona,  Pennsylvania,  in  1891, 
took  his  premedical  work  at  Cettysburg  College 
and  enrolled  in  the  Medical  School  at  the  Uni- 
versity of  Pennsylvania  in  1911,  graduating  in 
1915.  Soon  after  this,  he  enrolled  with  the  Uni- 
versity of  Pennsylvania  Overseas  Detachment, 
which  was  to  serve  with  the  British  and  the 
French,  since  the  United  States  had  not  joined 
in  the  World  War  at  that  time.  He  served  over 


twenty  months,  principally  in  base  hospitals  lo- 
cated fairly  close  to  the  front  lines,  however, 
and  had  considerable  experience  in  the  intro- 
duction of  Carrell-Dakin’s  solution  for  the  treat- 
ment of  infected  wounds  and  was  closely  asso- 
ciated with  the  introduction  of  early  skin  graft- 
ing in  war  injuries. 

At  the  end  of  the  war  he  returned  to  Phila- 
delphia and  immediately  became  associated  with 
the  Orthopedic  Department  of  the  Craduate 


Samuel  I.  Bloomhardt,  M.D. 


School  of  the  University  of  Pennsylvania.  He 
served  as  Assistant  Surgeon,  Pennsylvania  Hos- 
pital, until  1922,  as  an  Assistant  at  the  Ortho- 
pedic Hospital  in  Germantown  Hospital  in  1922 
and  1923,  and  was  an  instructor  in  the  Graduate 
School  at  the  University  of  Pennsyhania  from 
1921  to  1924. 

Due  to  ill  health,  however,  he  was  forced  to 
relinquish  his  teaching  positions  and  came  to 
Arizona  in  search  of  his  health. 

A short  time  after  he  came  to  PhoeTiix,  he  be- 
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came  associated  with  a pioneer  physician,  Dr. 
Robert  W.  Craig,  whose  daughter  Kitty  he  sub- 
sequently married. 

He  continued  his  association  with  Dr.  Craig 
until  1932,  at  which  time  Dr.  Craig  retired,  and 
Dr.  Bloomhardt  moved  into  the  recently  com- 
pleted Professional  Building. 

Although  his  practice  of  medicine  was  gen- 
eral in  type,  he  had  certain  leanings  toward  or- 
thopedic surgery  as  a result  of  his  early  train- 
ing and  became  interested  in  industrial  medicine 
as  he  began  to  develop  the  medical  department 
of  the  Central  Arizona  Light  and  Power  Com- 
pany (now  the  Salt  River  Valley  Project).  He 


Samuel  I.  Bloomhardt,  M.D. 


was  keenly  interested  in  all  industrial  medical 
problems,  and  was  credited  with  the  develop- 
ment of  new  and  improved  techniques  for  the 
treatment  of  electrical  burns. 

Dr.  Bloomhardt  was  on  the  active  staff  of  St. 
Joseph’s  and  Cood  Samaritan  Hospitals,  and  was 
President  of  the  Maricopa  County  Medical  So- 
ciety in  1934.  He  took  an  active  part  in  Society 
affairs,  and  made  several  presentations  of  papers 
and  discussions,  principally  concerning  indus- 
trial and  surgical  problems.  When  this  country 
mobilized  for  war  early  in  1940,  Dr.  Bloom- 
hardt was  appointed  to  the  Final  Board  of  Ap- 
peal of  the  Draft  Board,  where  he  served  with 
distinction  during  the  war  period,  and  indeed 


up  until  the  time  he  was  forced  to  retire  in 
1955. 

Although  Dr.  Bloomhardt  enjoyed  a large 
practice  and  was  well  and  favorably  known 
among  his  medical  colleagues,  he  was  probably 
better  known  for  his  interest  in  all  affairs  eque- 
strian. Together  with  Dr.  Luther  Goodspeed, 
a dentist,  Frank  C.  Brophy,  George  Judson  and 
others,  he  organized  the  Westward  Ho  Riding 
and  Polo  Club,  which  was  located  on  Missouri 
Avenue  at  Kay  Drive.  Here  under  the  stimulus 
of  this  enthusiastic  man,  polo  thrived  for  many 
years.  He  was  also  interested  in  arranging  horse 
shows,  breeding  and  training  of  race  horses,  and 
while  spending  the  summer  in  Prescott,  he  or- 
ganized a quadrille  dance  team  on  horseback 
which  performed  for  several  years. 

This  somewhat  perfunctory  account  of  Dr. 
Bloomhardt’s  accomplishments  utterly  fails  to 
give  any  insight  into  the  extraordinary  character 
of  this  lovable  if  somewhat  whimsical  individual. 
On  the  polo  field,  he  was  a formidable  and 
ruthless  competitor,  yet  in  his  back  yard  he  set 
aside  a plot  of  ground  as  a burying  place  for  his 
dogs,  cats  and  canary  birds.  He  enjoyed  the 
society  of  the  well-born  and  the  well-placed, 
yet  at  the  same  time  he  was  the  personal  phy- 
sician to  a coterie  of  ex-pugilists,  broken-down 
jockeys,  stable  boys  and  rodeo  performers.  When 
he  saw  a poor  unfortunate  who  needed  some 
type  of  service  which  he  himself  could  not  per- 
form, he  did  not  hesitate  to  cajole  one  of  his 
colleagues  to  apply  a plaster  cast  and  care  for 
the  patient.  Animals,  especially  horses,  were  his 
life.  Photographs  of  prize-winning  horses  were 
seen  everywhere  in  his  office,  and  indeed  his 
office  was  decorated  with  a series  of  blue  rib- 
bons of  prize-winning  horses  which  he  had  bred 
and  often  exhibited  himself. 

One  physician  has  summed  up  Si  by  saying 
“He  was  a lover  of  all  mankind,”  which  indeed 
he  was.  His  one  outstanding  attribute  was  his 
unfailing  kindness  and  sympathy  for  the  under- 
privileged. He  once  remarked  that  he  should 
have  become  a veterinarian,  for  horses  were 
more  appreciative  than  human  beings.  To  this 
statement  many  of  Dr.  Bloomhardt’s  friends  will 
take  exception.  They  are  sure  that  his  under- 
privileged patients  appreciated  Si’s  kindness  as 
much  as  did  any  horse,  even  a thoroughbred. 
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Arizona  Poisoning  Control 
Information  Center 

TOXICITY  OF  HOUSEHOLD  INSECTICIDES 


Because  of  numerous  recent  telephone  inquir- 
ies for  information  on  the  toxicity  of  various  in- 
secticidal products  and  in  view  of  the  common 
use  of  insecticides  during  this  season,  the  Ari- 
zona Poisoning  Control  Information  Center  con- 
ducted a survey  to  examine  the  household  and 
garden  insecticidal  preparations  which  are  avail- 
able in  Tucson.  It  was  anticipated  that  such  a 
survey  would  provide  information  useful  to  our 
poisoning  control  program.  The  stores  which 
were  canvassed  consisted  of  four  super  markets, 
two  nurseries,  a large  drug  store,  and  a variety 
store.  It  is  believed  that  the  80  household  and 
garden  insecticidal  items  found  in  these  stores 
are  representative  of  those  found  throughout  the 
state  of  Arizona.  Besides  the  usual  household 
and/or  garden  sprays  and  aerosols,  garden  dusts, 
and  garden  baits  encountered  in  the  survey, 
there  were  an  insecticidal  floor  wax,  two  insec- 
ticide-treated shelf  and  lining  papers,  a fumi- 
gant-type lindane  preparation,  and  two  “coat- 
ing” preparations  which  contain  insecticides. 
The  80  products  examined  comprised  34  active 
insecticidal  chemicals,  in  addition  to  the  solvents 
and  inert  ingredients.  The  12  most  frequently 
observed  active  ingredients  and  their  frequency 
of  occurrence  in  the  survey  are  listed  in  Table  I. 

Most  of  the  products  examined  contain  a com- 
bination of  insecticides  in  low  effective  concen- 
trations and  are  ready  for  use  as  purchased.  Sev- 
eral of  the  garden  dusts  are  ready  for  use  as 


Table  I.  The  Frequency  of  Occurrence  of 
Twelve  Active  Chemicals  in  Eighty  Insec- 
ticidal Preparations 

Frequency  of 

Occurrence  Chemical 

37  Pyrethrins  (including  Allethrin) 

23  DDT 

22  Piperonyl  butoxide,  Piperonyl 

cyclonene 
18  Dieldrin 

17  Methoxychlor 

15  Lindane 

15  Malathion 

9 Rotenone 

8 Beta  butoxy  beta  thiocyanodiethyl 

ether 

8 Captan 

8 n-Octyl  sulfoxide  of  isosafrole 

8 Chlordane 

purchased,  but  contain  moderately  high  concen- 
trations of  insecticides.  There  are  20  garden 
sprays  which  require  dilution  with  water  before 
use;  these  contain  high  concentrations  of  insec- 
ticides. One  of  these  concentrates  contains  as 
much  as  72%  chlordane. 

In  general  the  concentration  of  insecticides  in 
the  “ready-to-use”  household  and  garden  sprays 
is  so  low  that  ingestion  of  these  products  would 
give  rise  to  poisoning  by  the  pctrolcinn  distillate 
solvent  rather  than  by  the  insectieides.  Hence, 
in  the  event  one  of  these  preparations  is  ingest- 
ed, treatment  should  be  directed  tow'ard  pe- 
troleum distillate  poisoning.  The  inseetieide- 
treated  shelf  and  lining  jiapers  are  unlikely  to 
cause  poisoning  because  of  the  pln'sieal  nature 
of  the  preparations  and  beeanse  of  the  relati\('l\ 
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Table  II.  Toxicological  Information  on  Eight  Chemicals  Employed  in  Concentrated 

Insecticidal  Preparations  1,  2,  3,  4,  5 


Insecticide 


Toxicity* 
(Acute  Oral) 


Toxic  Symptoms 


Treatment 


Chlordane 


D.D.T. 

(Dichloro- 

diphenyl- 

trichloro- 

ethane) 

Dieldrin 


Dimite 
(Di  (p- 
chloro- 
phenyl) 
methyl 
carbinol) 

Lindane 


Malathion 


Nicotine 


Terpene 
Polychlori- 
nates  (66% 
chlorine); 
(Toxaphene) ; 
(Chlorinated 
terpenes) 


LD50**  rat,  200-250  mg/ 
kg  (olive  oil); 

LD50  rat,  250-750  mg/kg; 
Estimated  human  LD,  6- 

60  g; 

Skin  contamination  with 
30  g; 

(25%  solution)  in  or- 
ganic solvent  caused 
death. 


LD50  rat,  150-200  mg/kg 
(veg.  oil): 

LD50  rat,  200-800  mg/kg; 

Estimated  human  LD,  500 
mg/kg;  in  kerosene,  150 
mg/kg. 

LD50  rat,  40-100  mg/kg; 

Estimated  human  LD,  65 
mg/kg. 

LD50  rat,  500  mg/kg; 

Human  LD,  approximate- 
ly same  as  for  D.D.T. 


LD50  rat,  125  mg/kg; 

Estimated  human  LD,  7- 
15  g;  convulsions  with 
45  mg  in  young  adult 
reported. 

LD50  rat,  390-1500  mg/kg. 
(veg.  oil); 

LD50  rat,  940-4700  mg/kg; 

Estimated  human  LD,  50- 
500  mg/kg;  4 g pro- 
duced severe  poisoning 
with  recovery  in  34- 
month-old  boy. 


LD50  rat,  50-60  mg/kg; 
Estimated  human  LD,  60 
mg;  4 mg  produced 
grave  symptoms. 


LD50  rat,  40-69  mg/kg; 
Estimated  human  LD,  2-7 
g- 


Hyperexcitability,  convul- 
sions, tremors  followed  by 
depressions;  death  from 
respiratory  arrest. 


Same  as  chlordane. 


Same  as  chlordane. 


Same  as  chlordane. 


Same  as  chlordane. 


Toxic  symptoms  primari- 
ly due  to  cholinesterase 
inhibition;  headache;  lac- 
rimation;  salivation;  vom- 
iting; dyspnea;  diarrhea; 
marked  tremors;  pulmo- 
nary edema;  convulsions. 


G.I.  irritation;  tremors; 
convulsions;  curare-like 
paralysis;  death  from  re- 
spiratory failure. 


Same  as  chlordane. 


Phenobarbital  sodium  I.M. 
as  prophylactic  measure 
against  convulsions;  gastric 
lavage  with  water;  catharsis 
with  sodium  sulfate;  pentho- 
thal  or  pentobarbital  I.V.  to 
treat  convulsions;  oxygen  or 
artificial  respiration  if  need- 
ed; no  specific  antidote  — 
symptomatic  and  supportive 
therapy  with  complete  rest; 
avoid  administration  of  fats, 
oils,  and  epinephrine;  pro- 
tect victim  from  external 
stimuli. 

Same  as  chlordane. 


Same  as  chlordane. 


Same  as  chlordane. 


Same  as  chlordane. 


Atropinize  immediately,  1-4 
mg  atropine  sulfate  I.M.  or 
I.V.  for  adult;  maintain  atro- 
pinization  if  cholinergic 
symptoms  persist;  frequent 
oropharyngeal  suction  as 
needed;  oxygen  and  artificial 
respiration;  gastric  lavage 
with  5%  sodium  bicarbonate; 
wash  contaminated  skin 
with  soap  and  water. 

Universal  antidote,  6-8  tsp. 
in  water;  gastric  lavage  with 
0.5%  tannic  acid  or  1:5000 
potassium  permanganate;  ar- 
tificial respiration  and  oxy- 
gen; control  convulsions  with 
small  doses  of  I.V.  thiopen- 
tal or  pentobarbital;  wash 
contaminated  skin  with  soap 
and  water. 

Same  as  chlordane. 


“Although  the  LD50  is  useful  for  comparing  relative  lethal  potency,  it  does  not  provide  reliable  information  on  the  minimum  toxic 
dose.  The  latter  dose,  which  is  the  amount  that  will  produce  minimal  toxic  symptoms,  may  be  a small  fraction  of  the  LD50. 

*®LD50  (Lethal  Dose  50):  dose  calculated  to  kill  fifty  per  cent  of  a population. 
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low  concentrations  of  the  insecticide  on  the  pa- 
pers. One  of  the  papers  examined  contains  15 
mg  of  lindane  per  square  foot  of  paper  and  the 
other  contains  19  mg  of  lindane  per  square  foot 
of  paper.  In  order  to  exhibit  symptoms  of  poison- 
ing from  these  lining  papers  one  would  have  to 
consume  the  lindane  from  the  surface  of  several 
square  feet  of  the  material.  However,  in  the  case 
of  the  fumigant  product,  the  “coating”  prepara- 
tions, the  garden  dusts,  and  the  garden  spray 
concentrates,  which  contain  moderately  high  to 
very  high  concentrations  of  insecticides,  inges- 
tion could  readily  result  in  insecticide  poisoning 
from  these  products.  Concentrated  preparations 
of  insecticides  in  an  oil  or  lipoid  vehicle  appear 
to  be  particularly  hazardous  because  the  lipoid 
vehicle  enhances  gastrointestinal  absorption  and, 
thus,  the  toxicity  of  the  pesticides  (see  TOXI- 
CITY, Table  II). 

In  view  of  the  toxicological  hazards  of  some 
garden  insecticidal  preparations,  especially  the 
concentrated  garden  sprays,  gardeners  and  home 
owners  should  be  urged  to  follow  directions 
carefully  and  to  observe  the  precautions  of  the 
manufacturers  in  the  application  of  these  mate- 
rials. They  should  also  be  reminded  of  the  pos- 
sible danger  of  pulmonary  and  cutaneous  ab- 
sorption of  insecticides.  Parents  of  young  chil- 
dren, particularly,  should  be  cautioned  to  keep 
these  products  locked  and  out  of  reach  of  their 
little  ones. 

To  aid  physicians  in  the  evaluation,  diagnosis, 
and  treatment  of  insecticide  poisoning  cases,  the 
Arizona  Poisoning  Control  Information  Center 
has  compiled  toxicological  information  on  eight 
chemicals  employed  in  concentrated  insecticidal 
formulae  examined  in  the  survey.  The  tabulated 
information  is  presented  in  Table  II. 


CAUSATIVE  AGENTS: 

Internal  Medicines  Number  Percent 


Aspirin  21  18.1 

Other  Analgestics  3 2.6 

Barbiturates  8 6.9 

Antihistamines  4 3.5 

Laxatives  3 2.6 

Cough  Medicine  1 .9 

Tranquilizers  2 1.7 

Others  10  8.6 


Subtotal  52  44.9 

External  Medicines 

Liniment  0 0.0 

Antiseptics  3 2.6 

Others  0 0.0 


Subtotal  3 2.6 

Household  Preparations 

Soaps,  Detergents,  etc.  5 4.3 

Disinfectants  2 1.7 

Bleach  8 6.9 

Lye,  corrosives,  drain 

cleaners  6 5.2 

Furniture  and  floor  polish  4 3.5 


Subtotal  25  21.6 

Petroleum  Distillates 

Kerosene  6 5.2 

Gasoline  4 3.5 

Others  2 1.7 


Subtotal  12  10.4 

Cosmetics  1 0.9 

Pesticides 

Insecticides  6 5.2 

Rodenticides  0 0.0 

Others  0 0.0 


Subtotal  6 5.2 

Paints,  Varnishes.  Solvents. 

etc.  4 3.5 

Plants  (Castor  beans,  Bird  of 

Paradise)  2 1.7 

Miscellaneous  5 4.3 

Unspecified  6 5.2 


TOTAL  116  100.0 


Willis  R.  Brewer,  Ph.D. 
Dean,  College  of  Pharmacy 
The  University  of  Arizona 
Tucson,  Arizona 


Statistics  of  116  Poisoning  Cases  in  Arizona  During 


June,  1980 

AGE: 

71.6%  involved  under  5 year  group  (83) 

6.0%  involved  6 to  15  year  age  group  ( 7) 
12.9%  involved  16  to  20  year  age  group  ((15) 

6.9%  involved  31  to  45  year  age  group  ( 8) 
2.6%  involved  over  45  year  age  group  ( 3) 
NATURE  OF  INCIDENT: 

86.2%  accidental  (100) 

13.8%  intentional  ( 16) 

TIME  OF  DAY: 


31.0%  occurred  between  6 a.m.  and  noon  ( 36) 
21.6%  occurred  between  noon  and  6 p.m.  ( 25) 
16.4%  occurred  between  6 p.m.  and  mid- 


night ( 19) 

2.6%  occurred  between  midnight  and 

6 a.m.  ( 3) 

28.4%  were  not  reported  ( 33) 

OUTCOME: 

98.3%  recovery  (114) 

1.7%  fatal  (aspirin,  furniture  polish)  ( 2) 


Albert  L.  Picchioni,  Ph.D. 
Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona 
Tucson,  Arizona 

Lincoln  Chin,  Ph.D. 

Pharmacologist 

The  University  of  Arizona 

Tucson,  Arizona 
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WHY  A STATE  DENTAL 
HEALTH  PROGRAM 

Arizona  State  Department  of  Health 
Chester  S.  Wachowski,  D.D.S.,  M.P.H. 

It  is  estimated  that  the  number  of  dentist- 
hours  it  would  take  to  care  for  the  accumulated 
dental  needs  in  the  United  States  reaches  the 
staggering  total  of  768.5  million(l).  To  this  is 
added  145.2  millions  of  dentist-hours  which 
would  be  required  to  provide  the  services  that 
are  required  to  care  for  the  incidence  of  dental 
disease  occurring  each  year. 

To  meet  these  needs  it  is  estimated  that  the 
dental  profession  can  provide  approximately 
133.3  milhons  of  dentist-hours.  Actually,  nation- 
wide, the  dental  profession  is  hard-pressed  to 
provide  manhours  about  equal  to  the  new  need 
for  services  which  develop  as  a result  of  the 
newly  occurring  dental  diseases  every  year. 

As  a result  of  the  topical  fluoride  demonstra- 
tion conducted  by  the  U.S.P.H.S.  between  May 
1949  and  May  1951,  a sampling  survey  was  made 
in  ten  Arizona  counties  visited  by  the  unit  (Ta- 
ble 1 ) . The  results  stimulated  the  more  progres- 
sive dentists  of  the  Arizona  State  Dental  Associ- 
ation into  activity  and  their  efforts  achieved  the 
appointment  of  a Director  of  Dental  Public 
Health  within  the  Arizona  State  Department  of 
Health  in  October  1959.  Until  this  date,  Arizona 
had  the  somewhat  dubious  distinction  of  being 
the  only  state  in  the  fifty  states  without  a dental 
section  in  its  department  of  health. 

Since  the  organization  of  the  first  dental  divi- 
sion of  a state  health  department  almost  forty 
years  ago,  a long  list  of  accomplishments  in  ef- 
fective state  dental  programs  could  be  cited.(2) 
A brief  list  of  anticipated  activities  and  needs 
for  the  Arizona  State  Department  of  Health  will 
be  reviewed. 

SURVEYS 

Obviously  the  first  step  in  planning  a state 
dental  program  is  to  determine  the  needs  of  the 
population.  This  can  only  be  accomplished  by 
conducting  surveys  of  dental  defects  using  such 
indices  as  are  available.  Intelligent  program 
planning  can  hardly  be  carried  on  unless  the 
nature  and  scope  of  a problem  is  accurately 
studied  and  analyzed.  Interrelated  surveys(3) 
must  be  conducted  to  determine  resources  avail- 
able, both  professional  and  non-professional,  to 
meet  the  needs.  Studies  of  dental-health  knowl- 
edge, attitudes,  and  practices  must  be  made 


along  with  a determination  of  the  blocks  present 
to  the  solutions  of  the  problem  of  providing  real 
health. 

The  needs  and  problems  as  non-dental  people 
see  them  are  usually  and  understandably  at  op- 
posite ends  of  the  pole.  The  dental  profession 
knows  that  the  only  and  most  practical  means  of 
attaining  better  oral  health  is  through  preven- 
tion and  education.  The  non-dental  segments  of 
the  population  can  only  think  in  terms  of  reme- 
dial care. 

HEALTH  EDUCATION 

Health  education  is  to  be  a principal  and  high 
priority  activity  of  the  State  Dental  Public 
Health  program.  It  is  important  to  create  a de- 
sire for  good  oral  health  among  a greater  seg- 
ment of  the  population  and  a willingness  to  seek 
and  pay  for  more  complete  dental  care.  Again 
referring  to  Table  1,  we  see  that  only  22.3%  of 
the  children  had  previously  been  seen  by  a den- 
tist. This  is  a sad  commentary  on  the  attitude  of 
parents  to  the  importance  of  early  dental  care 
when  we  see  that  26.3%  of  the  three  year  olds 
are  in  need  of  dental  care.  Referring  to  the  graph 
Figure  1,  we  see  that  from  the  age  of  six  and 
over  more  than  65%  of  the  children  are  afflicted 
with  dental  problems. 

Gallagan  says,  “What  I have  been  trying  to 
emphasize  ...  is  the  fact  that  these  children 
need  a unique  kind  of  help  with  their  dental 
problems.  All  of  these  conditions  are  of  such  a 
nature  that  they  need  attention  while  the  affect- 
ed individual  is  still  a ehild,  while  he  is  too 
young  to  make  a decision  or  help  himself  achieve 
the  health  goals  which  he  may  have.  If  these 
conditions  are  allowed  to  go  neglected  until  the 

Percentage  of  children  needing  dental  care,  by  age  group 

from:  SAMPUNG  SURVEY  OF  TEN  ARIZONA  COUNTIES 


AGE  — 0 3 4 5 6 7 8 9 10  1 1 12  13  14  15  16 
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ARIZONA  TOPICAL  FLUORIDE  DEMONSTRATION 
MAY  1949  TO  MAY  1951 


SAMPLING  SURVEY  OF  10  COUNTIES  VISITED  BY  UNIT 


TOTAL 

INSPECTED 

TREATMENT 

COMPLETED 

% OF 
TOTAL 

3 

TREATMENTS 

% 

2 

TREATMENTS 

1 

% TREATMENT  % 

TREATED 
BUT  NOT 
INSPECTED 

7131 

6471 

90.7 

334 

4.6 

186 

2.6  156  2.1 

16 

TOTAL 


INSPECTED 

WHITE 

% OF  TOTAL 

COLORED  % 

OF  TOTAL 

OTHERS 

% OF 

TOTAL 

7131 

6798 

95.3 

187 

2.6 

146 

2 

NUMBER  INSPECTED 

% PREVIOUSLY 

TOTAL 

TOTAL  DENTAL  % NEEDING 

PREVIOUSLY  SEEN 

SEEN 

BY 

INSPECTED 

CARE  NEEDED  DENTAL 

CARE 

BY  A DENTIST 

A DENTIST 

7131 

5312 

74.4 

1593 

22.3 

CHILDREN  NEEDING  DENTAL  CARE  BY 

RACE 

WHITE 

COLORED 

OTHERS 

TOTAL 

NEED 

NEED 

NEED 

NEED 

INSPECTED 

CARE  % 

INSPECTED  CARE  7o 

INSPECTED 

1 CAR  E % 

INSPECTED  CARE 

%_ 

7131 

5312  74. 

4 6798  5032  74 

187 

145  77.5 

146 

135 

92.4 

DENTAL  CARE 

N EEDED 

BY  AGE  GROUPS 

AGE 

TOTAL  INSPECTED 

TOTAL  NEED  CARE 

% OF  TOTAL 

3 

19 

5 

26.3% 

4 

43 

22 

51.1% 

5 

363 

196 

53.9% 

6 

1308 

855 

65.3% 

7 

1606 

1194 

74 . 3% 

8 

1527 

1207 

79.  % 

9 

1095 

900 

92 . 1% 

10 

589 

475 

80.6% 

11 

314 

240 

76.4% 

12 

162 

116 

71.6% 

13 

71 

53 

74.6% 

14 

23 

21 

91.3% 

15 

15 

15 

100.  % 

16 

4 

3 

75.  % 

FINDINGS  ON  INSPECTION 

TOTAL  IN 

TOTAL  WITH  NEED  OF 

PERMANENT 

PERMANENT 

TOTAL 

TEETH 

TEETH 

FILLINGS 

INSPECTED 

EXTRACTED 

% EXTRACTION 

% 

PRESENT  % 

DECIDUOUS 

% PERMANENT  % 

BOTH 

7131 

77 

7.9  140 

19.6 

1865  26.1 

1248  17 

.5  617 

8.6 

383 

child  can  accept  his  own  responsibility,  the  dam- 
age is  done. 

“Children  do  need  fillings,  and  porcelain  jack- 
ets and  orthodontic  appliances,  but  perhaps  it  is 
more  realistic  to  say  that  what  they  really  need 
is  help  from  their  elders.  Many  people  who 
would  choose  to  have  good  teeth  are  denied  the 
right  to  make  their  own  choice  because  their 


teeth  have  been  neglected  during  the  critical 
years  of  childhood  and  adolescence.  What  is 
needed  is  a generation  of  adults  — parents,  teach- 
ers, public  health  workers  — who  will  assume 
responsibility  for  seeing  that  the  necessary  pre- 
ventive, educational  and  corrective  dental  ser\- 
ices  are  available  to  them  until  they  reach  an  age 
where  they  can  make  their  own  decisions  about 
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the  relative  value  of  good  dental  health.  If  they 
are  forced  to  wait  that  long  without  dental  guid- 
ance, it  may  be  too  late! 

“Parents  are  prime  offenders,  also  too  fre- 
quently, teachers  do  not  have  adequate  informa- 
tion nor  knowledge  and  lack  the  motivation  to 
include  dental  health  education  in  their  class- 
rooms. Dental  health  education  in  the  curricu- 
lum of  colleges  and  universities  training  teachers 
is  seriously  deficient.”(4) 

FLUORIDES 

The  problem  of  fluoride  concentrations  in  the 
communal  water  supplies  of  the  state  is  one  that 
will  require  special  attention. 

A “Summary  of  the  Chemical  Analyses  of  Ari- 
zona Community  Water  Supplies”  compiled  in 
March  I960  by  the  Bureau  of  Sanitation  and 
Sanitary  Engineering  and  the  Division  of  Lab- 
oratories of  the  Arizona  State  Department  of 
Health  points  out  some  interesting  facts.  Our 
more  than  1000  sources  of  community  water  sup- 
plies vary  in  fluoride  concentrations  from  abso- 
lute 0 to  9.,  10.  and  even  16.  PPM. 

In  determining  optimum  fluoride  concentra- 
tions to  attain  maximum  benefits  and  little  or  no 
cosmetic  defects,  a few  variables  must  be  taken 
into  consideration.  Studies  made  by  Galagan 
and  Vermillion(5)  and  Galagan  and  Lamson 
(6)  have  pointed  out  that  climate  is  an  impor- 
tant factor  in  ascertaining  the  recommended  op- 
timum fluoride  concentrations.  As  the  mean 
maximum  annual  temperature  increases  the 
needed  concentration  of  the  fluoride  ion  in  the 
water  supply  decreases. 

Children  vary  in  their  activities  and  a young- 
ster who  is  very  active  in  the  heat  of  the  day 
will  drink  much  more  water  and  as  a result  in- 
gest a greater  relative  amount  of  fluoride. 

Dietary  habits  and  cultural  customs  of  certain 
population  groups  will  result  in  a greater  inges- 
tion of  fluoride  ions.  Studies  made  in  New  Mex- 
ico by  Striffler(7)  show  that  the  Spanish  Amer- 
ican group  who  customarily  boil  their  beans  for 
hours  concentrate  the  fluorides  in  foods  to  a 
much  higher  degree.  Topical  application 
of  fluoride,  though  less  effective  than  fluorida- 
tion of  community  water,  is  the  preventive  meth- 
od of  choice  for  children  living  in  areas  where 
fluoride  concentrations  in  water  are  either  too 
low  to  be  beneficial  or  entirely  absent.  Evidence 
shows  that  where  the  applications  have  been 
carried  on  properly  and  over  the  recommended 


periods  of  time  (at  ages  3,  7,  10  and  13)  there 
is  a statistically  significant  decrease  in  the  inci- 
dence of  dental  caries  of  approximately  40%. 
Granted  this  is  a cumbersome  and  expensive 
procedure  when  carried  out  in  the  dental  of- 
fices, but  only  a small  percentage  of  children  re- 
ceive these  treatments.  There  are  no  organized 
community  programs  to  provide  this  service. 

Daily  administration  of  5 mg  fluoride  tablets, 
a recommended  procedure  in  some  instances, 
has  its  drawbacks.  Religious  adherence  to  a pre- 
scribed dosage  of  medicine,  tonics,  vitamins  or 
what  have  you  cannot  be  depended  upon  as  the 
members  of  the  medical  profession  well  know. 
Again  we  have  here  the  ever-present  threat  of  a 
parent  who  feels  if  a little  bit  is  good,  a lot  is 
better,  and  will  give  a youngster  twice  as  much 
as  the  recommended  dosage  in  the  hopes  of  elim- 
inating dental  caries  entirely.  It  is  a good  thing 
that  lethal  doses  are  extremely  high  or  they 
might  even  eliminate  the  child. 

Much  remains  to  be  done  in  this  field  and 
with  the  co-operation  of  the  Bureau  of  Environ- 
mental Sanitation  and  the  Division  of  Labora- 
tories of  the  Arizona  State  Department  of  Health, 
it  is  hoped  to  make  some  progress.  It  might  be 
well  to  mention  at  this  time  that  copies  of  the 
“Summary  of  Arizona  Water  Supplies”  are  avail- 
able upon  request  from  the  Arizona  State  De- 
partment of  Health. 

These  are  just  a few  of  the  areas  of  program 
operations. 

FUNDS  AND  PERSONNEL 

We  are  all  aware  that  funds  appropriated  for 
the  Arizona  State  Department  of  Health  are 
hardly  adequate  to  carry  on  a satisfactory,  over- 
all program.  All  Divisions  are  short  in  personnel 
and  budgetary  allowances. 

The  Dental  Public  Health  program  is  no  ex- 
ception, however,  with  the  wholehearted  assist- 
ance of  the  Arizona  State  Dental  Association  and 
the  increasing  awareness  of  the  medical  profes- 
sion that  dental  care  is  a basic  health  need,  it  is 
felt  reasonable  progress  will  be  made.  We  ear- 
nestly solicit  the  continued  assistance  of  the 
medical  profession  in  our  efforts  to  resolve  these 
problems.  Through  a system  of  appointing  local 
dentists  as  consultants  to  the  Dental  Director, 
many  of  the  problems  of  lack  of  personnel  will 
be  solved.  These  consultants  will  be  asked  to 
conduct  surveys,  work  with  local  health  depart- 
ments, give  talks  to  P.T.A.  groups,  civic  organic 
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zations  and  serve  as  a staff  member  of  the  Den- 
tal Publie  Health  program. 

To  date  over  one  hundred  members  of  the 
State  Dental  Association  have  indicated  a will- 
ingness to  act  as  consultants,  without  remunera- 
tion, to  the  Arizona  State  Department  of  Health’s 
Dental  program. 

It  is  a foregone  conclusion  that  the  knowledge 
gained  from  medical  and  dental  research  must 
be  applied  to  be  useful.  There  is  now  more  basic 
knowledge  about  the  prevention  of  dental  dis- 
eases than  is  being  applied  through  dental  pub- 
lic health  programs.  It  will  be  the  duty  of  the 
Dental  Public  Health  program  and  its  director, 
with  the  assistance  of  his  consultants,  to  stimu- 
late the  individual,  the  family  and  the  commun- 
ity to  make  use  of  this  knowledge  to  improve  the 
oral  health  of  the  people  of  Arizona. 
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BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 

1021  Central  Towers  Building 
Phoenix,  Arizona 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
July  16,  1960,  issued  certificates  to  practice 
medicine  and  surgery  in  this  State  to  the  fol- 
lowing doctors  of  medicine: 

BECKMEYER,  William  Joseph  (Pd),  926  E. 
McDowell  Road,  Phoenix,  Arizona. 

BEHLKE,  Frank  Marvin  (S),  1603  N.  Tucson 
Blvd.,  Tucson,  Arizona. 

BOIKO,  George  (S),  601  North  4th  Avenue, 
San  Manuel,  Arizona. 

BURR,  Henry  Leonard  (S),  14103  E.  Jefferson 
Ave.,  Detroit  15,  Mich. 

CLARY,  Rudolph  I.  (GS),  216-18  South  Front, 
Dowagiac,  Michigan. 

CLAYTON,  Bruce  Turner  (GP),  2919  North 
56th  Street,  Phoenix,  Arizona. 


CRANDALL,  John  Ivan  (GP),  San  Manuel 
Hospital,  San  Manuel,  Arizona. 

CRAWFORD,  Robert  Fielding  (Pd),  4950 
East  Thomas  Road,  Phoenix,  Arizona. 

CREPEA,  Seymour  Bernard  (I-A),  University 
Hospital,  Madison,  Wisconsin. 

DARTY,  Warren  Gamaliel  (GP),  512  — 9th 
Avenue,  Palmetto,  Florida. 

DAVIS,  Donald  Andrew  (GP),  2828  West- 
ward Boulevard,  Phoenix,  Arizona. 

DI  CENSO,  Remo  (P),  1031  South  Broadway, 
Los  Angeles,  Calif. 

DORFMAN,  Malcolm  Francis  (Or-S),  4660 
E.  Rockridge  Road,  Phoenix,  Arizona. 

DORSEY,  George  Charles  (GP-PN),  720 
Marq  Bank  Building,  Minneapolis,  Minn. 

ENGLUND,  Philip  Martin  (I),  Ray  Hospital, 
Ray,  Arizona. 

EPISCOPO,  Frank  Ronald  (GP),  Humboldt 
County  Hospital,  Eureka,  Calif. 

FLYNN,  Stephen  Eugene,  Jr.  (S),  Maricopa 
County  Hospital,  Phoenix,  Arizona. 

FRAZIN,  Lawrence  Norman  (Oph),  1130 
East  McDowell  Road,  Phoenix,  Arizona. 

GANEM,  John  Ferris  (GM),  Sunnyslope 
Clinic,  Sunnyslope,  Arizona. 

GORDER,  William  Elnathan  (GP),  Box  1127, 
Aberdeen,  South  Dakota. 

GRENFELL,  Nicholas  Pirie,  Jr.  (Path),  Mari- 
copa County  General  Hosp.,  Phoenix,  Arizona. 

GROSSMAN,  Raymond  (GP),  Arizona  State 
Hospital,  Phoenix,  Arizona. 

HULEN,  William  Laverne  (GP),  710  Profes- 
sional Bldg.,  Phoenix,  Arizona. 

JOHNSON,  Gordon  Craig  (R),  M.  D.  Ander- 
son Hospital,  Houston,  Texas. 

JOHNSON,  John  James,  Jr.  (GP),  720  Uni- 
versity Avenue,  Las  Vegas,  New  Mexico. 

KESKEY,  Theodore  John  (OALR),  205  West 
Coolidge  St.,  Ironwood,  Michigan. 

KUYKENDALL,  James  Wayne  (Ob-Gyn), 
Craycroft  Medical  Center,  Tucson,  Arizona. 

LEE,  Donald  Edward  (Ob-Gyn),  2955  North 
22nd  Avenue,  Phoenix,  Arizona. 

McCREA,  John  Weed  (GP),  6417  East  Mar- 
lette  St.,  Marlette,  Michigan. 

MEHNE,  Edwin  Karl  (S),  Sage  Memorial 
Hospital,  Ganado,  Arizona. 

MERMIS,  William  Leo  (I-A),  1597  Mahoning 
Avenue,  Youngstown,  Ohio. 

MINTURN,  William  Oliver  (GS-TS),  \’et- 
erans  Administration,  Phoenix,  Arizona. 
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MORTIMER,  Harold  Montgomery  (GP),  720 
University  Avenue,  Las  Vegas,  New  Mexico. 

MOULDING,  Thomas  Staver,  Jr.  (I),  Many 
Farms  Glinic,  Ghinle,  Arizona. 

NASON,  Zacharia  Miles  (GM  & S),  771 
Brotherhood  Bldg.,  Kansas  Gity,  Kansas. 

NAU,  Garl  August,  Jr.  (Anes),  2021  North 
Gentral  Avenue,  Phoenix,  Arizona. 

NICHOLSON,  Hiram  Adelbert  (Ob-Gyn), 
18941  Kingsville,  Harper  Woods,  Michigan. 

NOLEN,  Percy  (GP),  West  Blocton,  Alabama. 

PENT,  David  (Ob-Gyn),  2021  North  Central 
Avenue,  Phoenix,  Arizona. 

RABBAN,  Wilson  Joseph  (Ob-Gyn),  Kern 
County  General  Hospital,  Bakersfield,  Calif. 

RADL,  Robert  Bernard  (A),  Santa  Cruz 
County,  Hospital,  Santa  Cruz,  California. 

REGER,  Harry  Leo,  Jr.  (GP),  6838  North 
23rd  Avenue,  Phoenix,  Arizona. 

REUSS,  Phyllis  Sydney  (GP),  Maricopa 
County  Health  Dept.,  Phoenix,  Arizona. 

RUBINOW,  Leo  (P),  Arizona  State  Hospital, 
Phoenix,  Arizona. 

SHAW,  Larry  Dale  (GP),  694  East  Southern 
Ave.,  Phoenix,  Arizona. 

SIEVERS,  Maurice  Lathan  (I),  1550  E.  In- 
dian School  Rd.,  Phoenix,  Arizona. 

SMIDT,  James  Allen  (Pd),  322  West  Mc- 
Dowell Road,  Phoenix,  Arizona. 

STAVIG,  Paul  Hjertaas  (Ob-Gyn),  USAF 
Hospital,  Homestead  AFB,  Florida. 

STEELE,  William  Marker  (Or-S),  24  North 
Hibbert  Street,  Mesa,  Arizona. 

STEVENSON,  Walter  Davis,  Jr.  (Opth),  1124 
Broadway,  Quincy,  Illinois. 

THEISEN,  Richard  Bruce  (Ob-Gyn),  1150 
North  Country  Club  Drive,  Mesa,  Arizona. 

TRAUMANN,  Henry  (GP),  3410  Monroe 
Street,  Madison,  Wisconsin. 

VENROSE,  Robert  James  (GP),  9939  Memory 
Park  Avenue,  Sepulveda,  California. 

VIARD,  Walter  Sloan,  Jr.  (GP),  450  West 
23rd  Street,  Yuma,  Arizona. 

WHALEY,  Joseph  Sexter  (GP),  USAF  Dis- 
pensary, Wurtsmith  AFB,  Oscoda,  Michigan. 

MEDICAL  SUPPLEMENT, 
HARPER'S  MAGAZINE 

“The  Crisis  in  American  Medicine,”  a 48-page 
special  supplement  is  appearing  in  the  October 
issue  of  Harper’s  Magazine. 

The  issue  carries  articles  by  Edward  T.  Chase 
on  “The  Politics  of  Medicine”;  Selig  Greenberg 


on  “The  Decline  of  the  Healing  Art”;  Joseph 
Fletcher,  of  the  Episcopal  Theological  School, 
on  “The  Patient’s  Right  to  Die.” 

Also  Dr.  David  Rutstein,  of  the  Harvard  Med- 
ical School  on  “Do  You  Really  Want  a Family 
Doctor?”  Dr.  Lindsay  E.  Beaton,  President  of 
the  Arizona  Medical  Association,  on  “A  Doctor 
Prescribes  for  His  Profession”;  John  Russell  on 
“The  Hidden  Bottleneck  in  Medical  Research.” 

Also  Dr.  Martin  Cherkasky  and  Maya  Pines 
on  “Tomorrow’s  Hospitals”;  and  Dr.  Rene  J. 
Dubos  on  “Beyond  Traditional  Medicine.” 

The  Editors  of  Harpers,  writing  in  the  intro- 
duction to  the  supplement,  believe  that  “the  ar- 
ticles will  offer  a basis  for  informed  debate  on 
questions  which  the  country  will  have  to  settle 
before  long,  because  they  affect  the  health,  and 
perhaps  the  lives,  of  all  of  us.” 

NEW  APPOINTMENT  FOR 
CARRERAS 

Dr.  M.  A.  Carreras  of  Tucson  has  been  ap- 
pointed co-chairman  of  the  health  committee  of 
the  Arizona-Mexico  West  Coast  Trade  Commis- 
sion by  Gov.  Paul  Fannin.  The  other  chairman 
of  the  health  committee  is  Dr.  Guillermo  So- 
branes  of  Hermosillo. 

The  commission  is  concerned  with  broad  ob- 
jectives covering  most  of  the  economic  areas 
that  involve  exchanges  between  the  two  states. 

PRIMARY  SOURCES  IN 
MEDICINE  REISSUED 

The  pressure  of  keeping  up  with  the  mass  of 
new  materials  has  too  often  caused  members  of 
the  profession  to  neglect  older  and  basic  sources. 
Recognizing  this  neglect,  three  classes  of  medi- 
cal history  have  been  reissued  by  Dover  Publi- 
cations. 

A Source  Book  in  Medical  History,  compilea 
by  Logan  Clendenning  ($2.75)  offers  a pano- 
ramic view  of  the  development  of  modern  medi- 
cine through  the  contributions  of  men  who  made 
medical  history.  An  anthology  of  the  most  sig- 
nificant medical  writings  of  4000  years,  this  vol- 
ume covers  every  area  of  medicine  from  the 
theories  of  the  early  Egyptians  to  Roentgen’s 
discovery  of  the  x-ray.  The  124  papers  by  120 
authors  are  documented  with  critical  and  bio- 
graphical notes  by  the  editor. 

Twelve  papers  that  revolutionized  medical  sci- 
ence have  been  brought  together  in  G.  N.  B. 
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Camac’s  Classics  of  Medicine  and  Surgery 
($2.25).  These  are  the  papers,  by  eminent  phy- 
sicians from  Harvey  to  Holmes,  that  laid  the 
foundations  for  modern  medical  theory  and 
practice.  Included  in  this  collection  are  papers 
by  Lister  on  “The  Antiseptic  Principle  of  the 
Practice  of  Surgery,”  Auenbrugger  on  “percus- 
sion of  the  Chest,”  Jenner  on  the  small  pox  vac- 
cine, Morton  on  “The  Physiology  of  Ether”  and 
others. 

Third  is  William  Beaumont’s  famous  study  on 
the  mechanism  of  digestion,  Experiments  and 
Observations  on  the  Gastric  Jidce  and  the  Phy- 
siology of  Digestion  ($1.50).  Beaumont’s  work 
with  Alexis  St.  Martin  remains  a unique  land- 
mark in  man’s  knowledge  of  his  body  processes. 

In  order  to  continue  issuing  quality  editions 
of  works  in  medicine  at  reasonable  prices,  Dover 
Publications  would  welcome  suggestions  on  im- 
portant, but  often  unavailable  or  out-of-print 
books  for  republication.  The  senders  of  the  first 
100  suggestions  received  by  the  publisher  will 
receive,  free  of  charge,  their  choice  of  any  book 
on  Dover’s  extensive  list. 

LABELING  OF  PRESCRIPTION 

DRUGS 

Stronger  regulations  to  insure  that  physicians 
receive  adequate  information  about  the  drugs 
they  prescribe  and  to  insure  the  safety  of  new 
drugs  were  proposed  by  the  Food  and  Drug  Ad- 
ministration. 

The  new  regulations  would: 

( 1 ) Require  sweeping  changes  in  the  labeling 
of  prescription  drugs.  Virtually  all  prescription 
drug  packages  and  printed  matter  distributed  to 
physicians  to  promote  sale  of  a drug  would  be 
required  to  bear  complete  information  for  pro- 
fessional use  of  the  drug,  including  information 
about  any  hazards,  side  effects  or  necessary 
precautions. 

FDA  said  that  heretofore  such  fully  detailed 
information  has  not  been  required  in  labeling 
when  it  was  available  in  scientific  literature,  or, 
in  certain  cases,  was  available  to  the  physician 


upon  request.  The  only  exception  in  the  pro- 
posed regulations  would  apply  to  frequently 
used  medicines  that  are  commonly  familiar  to 
the  doctor. 

(2)  Provide  that  when  safety  requires,  a new 
drug  would  be  kept  off  the  market  until  the 
manufacturer’s  representations  regarding  the  re- 
liability of  manufacturing  methods,  facilities  and 
controls  have  been  confirmed  by  a factory  in- 
spection by  the  Food  and  Drug  Administration. 

Such  an  inspection  would  verify  that  the  firm 
can  insure  the  identity,  strength,  quality  and 
purity  of  each  batch  of  the  drug,  FDA  said.  Oc- 
casional inspections  have  shown  conditions  in 
manufacturing  plants  which  were  contrary  to 
representations  made  by  the  manufacturer  in  his 
request  for  safety  clearance,  according  to  FDA. 

Other  proposed  labeling  changes  would  re- 
quire drugs  for  injection  and  for  use  in  the  eyes 
to  bear  a quantitative  declaration  of  all  inactive 
ingredients.  Labels  of  all  prescription  drugs 
would  be  required  to  include  an  “identifying  lot 
or  control  number  from  which  it  is  possible  to 
determine  the  complete  manufacturing  history 
of  the  drug.”  Exemptions  are  permitted  where 
there  is  sufficient  label  space  provided  the  in- 
formation is  given  on  other  parts  of  the  drug 
package.  All  labeling  bearing  information  for 
use  of  a drug  would  be  required  to  have  the 
date  of  its  issuance. 

FEDERAL  EMPLOYEES 
HEALTH  BENEFITS 

The  total  of  employee  payroll  deductions  and 
Government  contributions  for  the  Federal  em- 
ployees health  benefits  program,  which  went 
into  effect  in  July,  is  estimated  at  $300,000,000 
a year,  the  Civil  Service  Commission  amiaunced. 
Of  this  total,  enrolled  employees  will  pay  about 
62  percent,  or  $186,000,000,  and  employing 
agencies  will  pay  the  remainder,  or  $115,000,000. 

The  estimate  is  based  on  registration  figures 
reported  as  of  August  1 by  the  carriers  of  par- 
ticipating liealth  lienefits  plans.  These  figim's 


Government-wide  Service  Benefit  Plan 
Government-wide  Indemnity  Benefits  Plant 
Employee  Organization  Plans 
Comprehensive  Medical  Plans 
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show  a total  employee  enrollment  of  1,738,828. 
They  break  down  as  follows: 

According  to  preliminary  figures,  about  90 
percent  of  all  eligible  employees  are  covered  by 
the  program.  Eighty-one  percent  of  the  en- 
rolled employees  selected  the  high  and  more  ex- 
pensive options,  although  the  low  and  less  ex- 
pensive options  generally  offer  benefits  compar- 
able to,  or  better  than,  the  benefits  of  most  plans 
in  which  employees  had  been  enrolled  prior  to 
the  new  program.  The  legislative  history  and 
the  provisions  of  the  Federal  Employees  Health 
Benefits  Act  of  1959  indicate  that  it  was  the  in- 
tent of  Congress  to  offer  Federal  employees  an 
opportunity  to  obtain  more  extensive  health 
benefits  coverage  than  was  previously  generally 
available  to  them,  the  Commission  said.  The 
overwhelming  selection  of  the  high  options 
shows  that  Federal  workers  agree  with  this  in- 
tent and  are  more  interested  in  broad  cover- 
age than  in  minimum  protection  at  a lower  cost. 

In  the  area  of  broader  application  of  the  bene- 


fits, all  participating  plans  permit  an  enrolled 
employee  to  retain  full  coverage  for  himself  and 
his  family  after  his  retirement  at  the  same 
cost  as  for  the  active  employee.  Full  coverage 
of  dependents  may  continue  after  the  death  of 
an  enrolled  employee  or  annuitant  at  the  same 
cost  as  for  active  employees.  Employees  in  a 
nonpay  status  may  be  covered  for  up  to  365 
days  without  premium  cost  to  the  employee  or 
the  Government  during  that  time.  No  plan 
excludes  an  eligible  employee  from  enrollment 
for  reasons  of  pre-existing  physical  or  mental 
conditions,  age,  or  hazardous  occupations. 

Tabulations  are  currently  being  processed  to 
relate  the  exercise  of  employee  choice  under 
this  program  to  such  items  as  salary,  geographic 
area,  family  composition,  and  existing  coverage 
under  other  plans.  Analysis  of  the  results  of 
these  tabulations  is  expected  to  provide  further 
evaluation  of  the  significance  of  the  enrollment 
of  Federal  employees  to  the  health  insurance 
field  generally,  the  Commission  said. 


ENROLLMENT  FIGURES  RECEIVED  FROM  PARTICIPATING  CARRIERS 

AS  OF  AUGUST  L 196 


EMPLOYEE  ORGANIZATION  PLANS 

National  Association  of  Letter  Carriers  

National  Federation  of  Post  Office  Clerks  

National  Postal  Clerks  Union  

American  Federation  of  Government  Employees  

National  Rural  Carriers  Association  

Federal  Postal  Hospital  Association  

Special  Agents  Mutual  Benefit  Association  (F.B.I.)  

American  Foreign  Service  Protective  Association  

National  League  of  Postmasters  of  the  United  States  

United  National  Association  of  Post  Office  Craftsmen  

Group  Health  Insurance  Board  (Panama  Canal)  

National  Association  of  Post  Office  and  General  Services 

Maintenance  Employees  

National  Federation  of  Post  Office  Motor  Vehicle  Employees  

TOTAL 


COMPREHENSIVE  MEDICAL  PLANS 

Kaiser  Foundation  Health  Plan,  Inc.,  San  Francisco,  Calif 

Kaiser  Foundation  Health  Plan,  Inc.,  Los  Angeles,  Calif 

Hawaii  Medical  Service  Association,  Honolulu,  Hawaii  

Group  Health  Association,  Inc.,  Washington,  D.  C 

Washington  Physicians  Service,  Seattle,  Wash 

Kaiser  Foundation  Health  Plan,  Inc.,  Honolulu,  Hawaii  

Health  Insurance  Plan  of  Greater  New  York  

Group  Health  Insurance,  Inc.,  New  York,  N.  Y 

National  Hospital  Association,  Portland,  Ore 

California  Counties  Medical  Societies’  Foundation  for  Medical  Care, 

Stockton,  Calif 

Kaiser  Foundation  Health  Plan  of  Oregon,  Portland,  Ore 

Physicians  and  Surgeons  Association,  San  Francisco,  Calif 

Group  Health  Cooperative  of  Puget  Sound,  Seattle,  Wash 

Ross-Loos  Medical  Group,  Los  Angeles,  Calif 

Seattle  Letter  Carriers  Medical  Service,  Inc.,  Seattle,  Wash 

Western  Clinic,  Tacoma,  Wash 

Group  Health  Plan,  Inc.,  St.  Paul,  Minn 

Pacific  Health  Plan,  Los  Angeles,  Calif 

North  Idaho  District  Medical  Service  Bureau,  Inc.,  Lewiston,  Idaho  . . . 

The  Bridge  Clinic,  Seattle,  Washington  

Ray  E.  Harris,  M.D.,  and  Staff,  San  Francisco,  Calif 


101,503 

31,600 

17,350 

17,072 

16.372 

12,887 

10,598 

5,136 

4,773 

4,205 

3,091 

2,867 
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229,079 


25,792 

17,160 

9,714 

9.500 
6,557 
6,193 

5.500 
4,535 
3,421 

2,987 

2,803 

2,404 

2,390 

654 

648 

187 

184 

146 

120 

66 

35 

100,987 
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A NEW  THERAPEUTIC  ENTITY  FOR  DIARRHEA 


LOMOTIL 

SELECTIVELY  LOWERS  PROPULSIVE  MOTILITY 


LOMOTIL  represents  a major  advance  over  the 
opium  derivatives  in  controlling  the  propulsive 
hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1,314  patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition, 


EFFICACY  AND  SAFETY  of  Lomotil  are  indicated  by  its  low  median  effective 
dose.  As  measured  by  inhibition  of  charcoal  propulsion  in  mice,  Lomotil  was 
effective  in  about  i/n  the  dosage  of  morphine  hydrochloride  and  in  about  1/20  ihe 
dosage  of  atropine  sulfate. 


as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 

PRECAUTION:  While  it  is  necessary  to  classify 
Lomotil  as  a narcotic,  no  instance  of  addiction  has 
been  encountered  in  patients  taking  therapeutic 
doses.  The  abuse  liability  of  Lomotil  is  comparable 
with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms,  even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (Hioo  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available 
in  Physicians’  New  Product  Brochure  No.  81  from 

G.  D.  SEARLEa  CO. 

P.  O.  Box  5110,  Chicago  80,  Illinois 
Research  in  the  Service  0}  Metiicinc 
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Chemotherapy  Of  Extrapulmonary 
Tuberculosis  In  Adults* 


The  treatment  of  extrapulmonary  tuberculosis  follows  the  general  principles  of 
chejnotherapy  used  in  the  management  of  pulmonary  tuberculosis.  A suggested 
outline  for  chemotherapy  is  given.  Prolonged  treatment  and  a delay  in  instituting 
surgical  measures  are  recommended. 


The  management  of  pulmonary  tuberculosis 
varies  considerably  to  meet  problems  of  indi- 
vidual cases,  but  the  following  general  principles 
of  chemotherapy,  which  are  widely  followed, 
are  also  believed  to  apply  to  many  forms  of 
extrapulmonary  tuberculosis : 

1.  Antibacterial  chemotherapy  is  recom- 
mended for  all  patients  with  active  tuberculous 
infection. 

2.  Chemotherapy  should  be  intensive  and  un- 
interrupted. Most  physicians,  but  not  all  advise 
combined  chemotherapy,  using  isoniazid  with 
either  PAS  or  streptomycin.  When  it  is  well 
tolerated,  PAS  is  usually  employed  because  it 
is  easily  administered.  Some  physicians  prefer 
to  use  three  drugs  — isoniazid,  PAS,  and  strep- 
tomycin — for  more  severe  manifestations  of 
tuberculosis.  The  usual  dosage  of  isoniazid  is 
100  mg.  three  times  daily  (3-5  mg.  per  kilo  body 
weight),  but  there  is  growing  indication  that 
larger  doses  are  sometimes  more  beneficial. 
Larger  doses  require  the  administration  of 
pyridoxine  to  minimize  the  risk  of  neurologic 
complications  ( peripheral  neuritis ) , PAS  is  given 

*A  Statement  of  the  Committee  on  Therapy,  American  Trudeau 
Society,  The  American  Review  of  Respiratory  Diseases,  March, 
1960. 


in  maximal  tolerated  doses,  ordinarily  4 gm. 
three  times  daily  (150-200  mg.  per  kilo  body 
weight).  Daily  administration  of  streptomycin 
— 1.0  gm.  (15-20  mg.  per  kilo  body  weight)  — 
is  ordinarily  reserved  for  severe  manifestations 
of  tuberculosis,  and  injections  every  second  or 
third  day  appear  adequate  for  many  cases. 

3.  Chemotherapy  is  continued  for  a prolonged 
period  — usually  two  years  and  at  least  one 
year  — after  the  tuberculosis  has  become  in- 
active, as  determined  by  X-ray,  bacteriologic, 
and  clinical  diagnostic  methods. 

4.  Surgical  treatment  for  pulmonary  tuber- 
culosis, particularly  pulmonary  resection,  is  ordi- 
narily delayed  for  at  least  several  months.  This 
long  preliminary  course  of  medical  treatment 
sometimes  obviates  the  need  for  surgery,  usually 
diminishes  the  risk  of  tuberculosis  complications 
of  surgery,  and  sometimes  permits  more  con- 
servative operations  than  would  have  been  neces- 
sary earlier  in  the  course  of  the  illness.  At  other 
times  lesions  that  appear  to  be  inoperable  im- 
prove substantially  as  a result  of  medical  treat- 
ment and  become  operable.  In  some  forms  of 
extrapulmonary  tuberculosis,  it  is  probable  that 
surgery,  particularly  the  radical  procedures. 
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should  be  similarly  delayed  for  several  months 
after  medical  treatment  is  begun. 

Skeletal  Tuberculosis 

When  affected  by  tuberculosis,  a weight-bear- 
ing joint  is  more  likely  to  require  surgical  fixation 
than  a non-weight-bearing  joint.  Peripheral 
joints  heal  more  rapidly  and  completely  than 
proximal  joints.  Joints  of  the  spine  are  more 
difficult  to  treat  than  joints  of  the  extremities. 

Tuberculosis  which  involves  only  the  synovial 
membrane  is  often  completely  reversible,  and  a 
functional  cure  is  usually  possible  with  chemo- 
therapy. Early  diagnosis  of  such  a condition  may 
require  biopsy. 

The  fusion  of  tuberculosis  joints  is  best  de- 
layed until  medical  treatment  has  diminished 
soft  tissue  reaction,  closed  any  drainage  sinuses 
present,  and  stabilized  the  pathologic  process, 
and  may  be  avoided  altogether  in  many  in- 
stances. 

Tuberculous  abscesses  should  be  evacuated 
when  possible  to  facilitate  healing. 

Tuberculous  Lymphadenitis 

Tuberculous  lymph  nodes  often  resolve  rather 
slowly  under  treatment  with  specific  drugs,  but 
eventual  healing  is  usually  possible  without  sur- 
gery. Abscesses  associated  with  tuberculous 
lymph  nodes  should  be  evacuated  (aspirated) 
and  occasionally  resected.  Acid-fast  bacilli  that 
are  not  typical  M.  tuberculosis  are  occasionally 
found  to  cause  lymphadenitis.  These  organisms 
are  usually  not  responsive  to  antituberculosis 
drugs. 

Genitourinary  Trace  Tuberculosis 

Tuberculous  cystitis  responds  promptly  when 
the  infection  is  recent  and  superficial.  Despite 
early  clearing  of  symptoms  of  cystitis,  prolonged 
treatment  is  essential  for  permanent  results. 

Renal  tuberculosis  demands  prolonged  medi- 
cal treatment  in  all  cases  — for  even  longer  peri- 
ods than  in  the  case  of  pulmonary  diseases  — 
and  results  are  frequently  satisfactory,  even 
without  resection  of  seriously  damaged  kidneys. 
Opinion  among  surgeons  is  divided  as  to  what 
constitutes  an  indication  for  nephrectomy. 

Tuberculous  epididymitis,  seminal  vesiculitis, 
and  prostatitis  respond  slowly  but  definitely  to 
adequate  and  prolonged  chemotherapy. 

Tuberculosis  of  the  female  genital  tract  fre- 
quently requires  surgery  in  addition  to  chemo- 
therapy, especially  removal  of  the  abscesses 
associated  with  tuberculous  salpingitis.  Tuber- 


culosis of  the  endometrium  is  usually  secondary 
to  tuberculosis  elsewhere  in  the  genital  tract  but 
appears  to  respond  to  medical  treatment. 
Miliary  Tuberculosis  And  Tuberculous 
Meningitis 

These  forms  of  tuberculosis  may  frequently  be 
treated  successfully,  especially  when  early,  in- 
tensive, and  prolonged  therapy  is  administered. 
Isoniazid  is  considered  the  most  important  drug. 
Streptomycin  is  usually  employed  daily  for  a 
few  weeks  or  months.  There  is  growing  evidence 
that  the  adrenal  corticosteroid  hormones  are 
beneficial.  Intrathecal  therapy  is  rarely  used  in 
the  treatment  of  tuberculous  meningitis. 

COMMITTEE  ON  THERAPY 
American  Trudeau  Society 

Thomas  B.  Barnett,  M.D. 

Edward  Dunner,  M.D. 

H.  Corwin  Hinshaw,  M.D. 

Gardner  Middlebrook,  M.D. 

Donald  L.  Paulson,  M.D. 

James  W.  Raleigh,  M.D. 

William  W.  Stead,  M.D. 

Col.  James  A.  Wier,  M.C.,  Chairman 


'i 

‘ A LOGICAL  ADJUNCT  TO  THE 

I WEIGHT-REDUCING  REGIMEN 

tC'.:., 



I meprobamate  plus  d-amphetamine . . . 

^ reduces  appetite. ..elevates  mood. ..eases 
! tensions  of  dieting. ..without  overstimula- 
j tion,  insomnia  or  barbiturate  hangover. 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 


anorectic-ataractic  (S' 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


I 

L 


36A 


Arizona  Medicine 


October,  1960 


:tnc!  ^^^ost^yaJuatc  ^^dvtcatio 


Sociedad  Medica  de  Estados 
Unidas  de  Norteamerica  y Mexico 


FIFTH  ANNUAL  MEETING 


Guadalajara,  Jal.,  Alexico,  November  8-9-10; 
followed  by  Alazatlan,  Sin.,  Mexico,  November 
11-12.  For  information  write:  M.  A.  Carreras, 
M.D.,  130  South  Scott,  Tucson,  Arizona. 

THE  EIGHTH  ANNUAL  SCIENTIFIC 
SESSION  OF  THE  ARIZONA 
CHAPTER  AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 

OCTOBER  13,  14,  15,  1960 
Hotel  Valley  Ho,  Scottsdale,  Arizona 
All  Physicians  Cordially  Invited 

PROGRAM 

THURSDAY,  OCTOBER  13 
1:30-5:00  P.M. 

“The  Role  of  Professional  Management” 
Speaker,  Mr.  Edward  W.  Rice,  Doctors’  busi- 
ness Bureau,  Roise,  Idaho. 

“The  Doctor’s  Accountant” 

Speaker,  Mr.  Gary  Wade,  Doctors’  Rusiness 
Rureau,  Tucson,  Arizona. 

“Paying  for  Medical  Care” 

Speaker,  Mr.  George  Richardson,  Medical-Den- 
tal-Finance Rureau,  Phoenix,  Arizona. 


FRIDAY,  OCTOBER  14 
9-  12:00  A.M. 

Urology  Clinic 

“The  Use  and  Abuse  of  Catheters” 

“Urologic  Conditions  that  Simulate  General  Sur- 
gical Conditions  in  the  Abdomen” 

Speaker,  David  K.  Worgan,  M.D.,  Seattle,  Wash- 
ington. 

Discussant:  Paul  L.  Singer,  M.D.,  Phoenix. 

FRIDAY,  OCTOBER  14 
2-5:00  P.M. 

Psychosomatic  Clinic 

“Psychosomatic  Medicine  In  General  Practice” 
Speaker,  Edward  J.  Kollar,  M.D.,  The  Neuropsy- 
chiatric Institute,  UCLA. 

Discussant:  William  B.  McGrath,  AI.D.,  Phoenix. 

SATURDAY,  OCTOBER  15 
9 - 12:00  A.M. 

Burn  Clinic 

“Burn  Management” 

Speaker,  Edward  N.  Vogel,  Jr.,  M.D.,  Col.  MC 
Brooke  Army  Hospital. 

Discussant:  Claire  W.  Johnson,  M.D.,  Phoenix. 
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REGISTRATION 

These  meetings  open  to  all  doctors. 

Make  reservations  directly  with  Hotel. 

ANNUAL  MEETING: 

Lrniheon,  12:15,  October  14. 

ENTERTAINMENT: 

Ladies  Luncheon,  Eriday,  October  14,  1 p.m. 
Gocktail  Party  Friday,  October  14,  6:30  p.m. 
Buffet  Dinner,  7:30. 


ARIZONA  HEART  ASSOCIATION 

Letter  of  Invitation 

Dear  Doctor: 

Again  this  year  we  take  pride  in  announcing 
our  h'ourth  Annual  Gardiac  Gonference  to  be 
held  in  Phoenix,  Arizona  on  January  29  and  30 
at  the  Arizona  Biltmore  Hotel. 

If  you  were  with  us  last  January  you  will 
recall  that  this  hotel  has  excellent  facilities  for 
our  conference. 

The  distinguished  speakers  for  the  next  sym- 
posium include  the  following: 

Paul  Dudley  White,  M.D.,  Glinical  Professor  of 
Medicine,  Harvard  Medical  School,  Boston, 
Mass. 

Robert  E.  Gross,  M.D.,  Lab.  Professor  of  Ghil- 
dren’s  Surgery,  Harvard  Medical  School,  Bos- 
ton, Mass. 

W.  Proctor  Harvey,  M.D.,  Associate  Professor 
of  Medicine,  Department  of  Internal  Medi- 
cine, University  of  Kansas;  presently  Director 
of  the  Institute  for  Gardiopulmonary  Diseases 
at  Scripps  Glinic  and  Research  Foundation, 
Lajolla,  Galifornia. 

We  are  most  sincere  in  our  desire  that  you 
will  give  serious  consideration  to  the  combination 
of  a vacation  in  this  valley  and  an  attendance 
at  this  unusually  fine  scientific  program. 

A golf  course  and  riding  stables  are  on  the 
hotel  grounds.  Plan  your  winter  vacation  now 
and  be  with  us  in  January. 

Sincerely  yours, 

Leslie  B.  Smith,  M.D. 

Ghairman 

1961  Sypmosium  Planning  Gommittee 

revised  8-4-60 

Tentative  Program 


9TH  ANNUAL  CANCER  SEMINAR 

of  the  Arizona  Division 
American  Gancer  Society 
“Changing  Concepts  in  Tumor  Formation 
and  Therapy” 

January  12,  13  & 14,  1961 
Tidelands  Motor  Inn  — Tucson 


Thursday,  January  12 

9:00  A.M.  Greetings— Dr.  Lindsay  E.  Beaton 
President,  The  Arizona  Medical  Association 
9:15  A.M.  Some  Metabolic  Approaches  to 
Cancer  Chemotherapy  — Part  I 
Arnold  D.  Welch,  Ph.D.,M.D. 
9:45  A.M.  Theoretical  Aspects  of 
Immunology 

Ghester  M.  Southam,  M.D. 


10:30  A.M.  Break 

10:45  A.M.  The  Polyoma  Story 

Arthur  W.  Ham,  M.B. 

11:15  A.M.  Diagnostic  and  Therapeutic 

Studies  on  Cancer  of  the  Adrenal 
Roy  Hertz,  M.D. 

12:00  Noon  Luncheon  and  Round  Table 
2:00  P.M.  The  Use  of  Limited  Surgery  and 
Maintenance  Chemotherapy  for 
the  Management  of  Certain  “In- 
operable” Tumors 

Jeanne  G.  Bateman,  M.D. 


Charles  Heidelberger,  Ph.D. 
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Henry  S.  Kaplan,  M.D. 


Roy  Hertz,  M.D. 


2:30  P.M.  Laboratory  Studies  in  Cancer 

Chemotherapy  with  Fluorinated 
Pyrimidines 

Charles  Heidelberger,  Ph.D. 

3:00  P.M.  Break 

3:15  P.M.  Bone  Pathology 

C.  Howard  Hatcher,  M.D. 
3:45  P.M.  Question  and  Answer  Session 


Friday,  January  13 

9:15  A.M.  Assessment  of  Environmental 
Agents  in  the  Pathogenesis  of 
Lung  Cancer.  . .Paul  Kotin,  M.D. 
9:45  A.M.  Indirect  Mechanisms  in  Carcino- 
genesis . .Henry  S.  Kaplan,  M.D. 
10:15  A.M.  Break 


10:30  A.M.  Some  Metabolic  Approaches  to 
Cancer  Chemotherapy  — Part  11 
Arnold  D.  Welch,  Ph.D., M.D. 
11:15  A.M.  Chemotherapy  of  Choriocarcino- 
ma and  Related  Trophoblastic 

Tumors Boy  Hertz,  M.D. 

12:00  Noon  Luncheon 
1:30  P.M.  Treatment  of  Bone  Tumors 

C.  floward  Hatcher,  M.D. 
2:00  P.M.  The  Treatment  of  Advanced 

Tumors  .Jeanne  C.  Bateman,  M.D. 


2:30  P.M.  Break 

2:45-4:00  P.M.  Panel:  Care  of  the  Patient 
with  Advanced  Malignance 
Jeanne  C.  Bateman,  M.D.  Boy  Hertz,  M.D. 
Charles  Heidelberger,  Ph.D.,  Henry  S.  Kaplan, 
M.D.,  plus  clergy  and  two  clinicians 


Saturday,  January  14 

9:15  A.AI.  Clinical  Pharmacology  Studies 
with  Fluorinated  Pyrimidines 

Charles  Heidelberger,  Ph.D. 


9:45  A.M.  Immunology  As  It  Relates  to 

Cancer:  Clinical  Applications  — 
Past  Attempts  and  Future 
Possibilities 

Chester  M.  Southam,  M.D. 

10:15  A.M.  Break 


10:30  A.AI.  Host  Factors  in  Relation  to  the 
Action  of  Environmental  Carci- 
nogenic Agents. Paul  Kotin,  M.D. 

11:00  A.M.  Chemical  Modification  of  Radio- 
sensitivity .Henry  S.  Kaplan,  M.D. 

11:30  A.M.  Possible  Tumor  Viruses  in  Man 

Arthur  \V.  Ham,  M.B. 
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POSTGRADUATE  COURSES  ON 
DISEASES  OF  THE  CHEST 

Two  postgraduate  courses  on  diseases  of  the 
chest  have  been  announced  by  Dr.  J.  Winthrop 
Peabody,  Sr.,  Washington,  D.C.,  Chairman  of 
the  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians. 

The  first  of  these,  the  15th  annual  course, 
CLINICAL  CARDIOPULMONARY  PHYSIOL- 
OGY, has  been  arranged  under  the  co-chairman- 
ship  of  Dr.  Albert  H.  Andrews,  Associate  Clini- 
cal Professor  of  Rronchoesophagology,  Univer- 
sity of  Illinois  College  of  Medicine,  and  Dr.  Ed- 
win R.  Levine,  Assistant  Professor  of  Clinical 
Medicine,  Chicago  Medical  School.  This  course 
will  be  held  at  the  Sheraton  Towers  Hotel,  Chi- 
cago, October  24-28,  1960. 

The  second,  the  12th  annual  course,  RECENT 
ADVANCES  IN  THE  DIAGNOSIS  AND 
TREATMENT  OE  DISEASES  OF  THE 
HEART  AND  LUNGS,  was  arranged  under  the 
co-chairmanship  of  Dr.  Edgar  Mayer,  Clinical 
Professor  of  Medicine,  New  York  University 
Postgraduate  Medical  Center;  Dr.  Alfred  S. 
Dooneief,  Lecturer  in  Medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  and 
Dr.  Emil  A.  Naclerio,  Chief,  Thoracic  Surgical 
Services,  Harlem  and  Columbus  Hospitals,  New 
York  City.  This  course  will  take  place  at  the 
Park  Sheraton  Hotel,  New  York  City,  November 
14-18,  1960. 

Tuition  for  each  five-day  course  will  be  $100 
including  round  table  luncheon  discussions. 

Additional  information  may  be  obtained  by 
writing  to:  Executive  Director,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  St., 
Chicago  11,  111. 


POSTGRADUATE  ASSEMBLY 

San  Diego,  California 

The  14th  Annual  Postgraduate  Assembly,  spon- 
sored by  the  San  Diego  County  General  Hos- 
pital will  be  held  on  Wednesday,  November  2, 
and  Thursday,  November  3,  1960,  at  the  County 
Hospital.  Guest  speakers  will  be: 

Chest  Section:  J.  Maxwell  Chamberlain,  M.D. 
Medicine:  E.  Gray  Diamond,  M.D. 
Obstetrics-Gynecology:  John  C.  Ullery,  M.D. 
Orthopedics:  Andrew  Rassett,  M.D. 

Pediatrics:  Robert  Ward,  M.D. 

Surgery:  Harris  R.  Shumacker,  Jr.,  M.D. 
Urology:  Eugene  R.  Poutasse,  M.D. 

THE  UNIVERSITY  OF  TEXAS 
M.  D.  ANDERSON  HOSPITAL 
AND  TUMOR  INSTITUTE 
FIFTH  ANNUAL  CLINICAL 
CONFERENCE 

Cancer  of  the  Uterine  Cervix,  Endometrinm 
and  Ovary 

October  21  and  22,  1960 
Texas  Medical  Center,  Houston 


Charles  Heidelberger,  Ph.D. 
American  Cancer  Society 
Professor  of  Oncology 
McArdle  Memorial  Laboratory  for  Cancer 
Research 

The  University  of  Wisconsin  Medical  School 
Roy  Hertz,  Ph.D.,  M.D.,  M.P.H. 

Chief,  Endocrinology  Rranch 
National  Cancer  Institute 
Public  Health  Service 
Department  of  Health,  Education 
and  Welfare 
Henry  S.  Kaplan,  M.D. 

Executive,  Department  of  Radiology 
Stanford  University  School  of  Medicine 
Stanford  Medical  Center 


ANNOUNCEMENT  FOR  GENERAL  PRACTIONERS 
AND  INTERNISTS 

Applications  for  Charter  Membership  in  the  American  Society  of  Diagnostic 
Radiology  are  now  being  received.  Membership  is  open  to  GENERAL  PRAC- 
TITIONERS and  INTERNISTS  who  do  or  may  desire  to  do  some  types  of  Diag- 
nostic Radiology  in  their  offices. 

Louis  Shattuck  Baer,  M.D.,  F.A.C.P. 

411  Primrose  Road 
Burlingame,  Calif. 


In  over  five  vears 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


of  clinical  use... 


Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstanding^ly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 


tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 


2 

^ does  not  produce  ataxia,  change  in  appetite  or  libido 

4 does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meprobamate  IWatlocoj 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.cl. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg.  unmarked,  coated  tablets. 

^ WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

l»  meprobamate  eases  tensions  of  dieting 
[ (yet  without  overstimulation,  insomnia  or 
I barbiturate  hangover). 

i Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 
!:■ 


A LOGICAL  COMBINATION 
IN 

APPETITE  CONTROL 


TTO  I 

^ 

V HAl  1.  IKEtN  M: 


INEZ  P DUMMiK« 


GRAYDON  R.  FORRCR 


RICHARD  GREGORY,  M.D. 


JOYCE  R.  HENRIE,  M.D. 


DERALD  C.  MAY  M Dw 


HAROLD  E.  McNEElY  Rh.D 


RORiRT  C.  SHARIRO.M.D 


JOHK  R.  ZEU  M D 


5051  North  34th  Street,  Phoenix,  Arizona 
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in  rheumatic  disorders 


whenever  aspirin 
proves  inadequate 


, Even  in  the  more  transient  rheumatic 
^disorders,  an  antirinfiammatory  effect 
more  potent  than  that  provided  by  aspirin 
: is  often  desirable"  to  hasten  recovery 
and  get  the'  patient  back  to  work,  . 
i 8y  combining  the  anti-inflammatory 
i, action  of  prednisone  and  phenylbutazone, 
^Sterazoiidin  brings  about  exceptionally 
f rapid  resolution  of  inflammation  with  relief 
; of  symptoms  and  restoration  of  function. 
Since  Sterazoiidin  is  effective  in  low 
[dosage,  the  possibility  of  significant 
; hypercortisonism^  even  in  long-term 
therapy,  Is  substantially  reduced. 


/AvaJfabtlity;  Each  Sterazoiidin*  capsule  contains  prednisone 
, 125  m84  eutazolidin*,  brand  of  phenylbutazone,  60  mg.; 
,j,dried  aluminum  hydroxide  gel  100  mg.;  magnesium 
. tHsHioate  160  mg.;  and  homatroptne  methylbromide  126  mg. 
Soaios  of  too,  capsules, 

Selgy,  Ardeley,  New  York 


-A.  J 

166-60 
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ALL  OVER  AMERICA! 

KENTwiththeMICRONITE  FILTER 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


than  any  other  cigarette!* 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


KINO-SIZC. 

tEGULAI-SIZC 

OR  CRUSH-RROOr  tOli 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


^ Results  of  a continuing  study  of  cigarette  preferences,  conducted  by  O'Brien-Sherwood  Associates.  N.Y.,  N.Y. 

A PRODUCT  OF  P.  LORIUARD  COMPANY  • FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


G\96Q.f.lOmAtI>COL 


In  active  people  tv'ho  won’t  take  time  to  eat  properly,  mvadec  can  help  prevent  deficiencies  by 
providing  comprehensive  vitamin-mineral  support.  Just  one  capsule  a day  supplies  therapeutic 
doses  of  9 important  vitamins  plus  significant  (juantities  of  11  essential  minerals  and  trace 
elements,  mvadec  is  also  valuable  in  vitamin  depletion  and  stress  states,  in  convalescence,  in 
chronic  disorders,  in  patients  on  salt-restricted  diets,  or  wherever  therapeutic  vitamin-mineral 
supplementation  is  indicated. 

Each  MYADEC  Capsule  contains:  vitamins:  Vitamin  B12  crystalline— 5 meg.;  Vitamin  B2  (riboflavin)  — 10  mg.; 
Vitamin  B«  (pyridoxine  hydrochloride)  — 2 mg.;  Vitamin  Bi  mononitrate—  10  mg.;  Nicotinamide  (niacinamide)— 
100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.)  1,000 
units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate)  — 5 I.U.  minerals:  (as  inorganic  .salts)  Iodine— 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.; 
Zinc— 1.5  mg.;  Magnesium— 6 mg.;  Calcium— 105  mg.;  Phosphorus— 80  mg.  Bottles  of  30,  100  and  250. 


a quick  bite”., 
then  back 
to  the  grind  ? 
nutritional 
deficiency’s 
not  far  behind, 
prescribe... 


high  potency  vitamin-mineral  supplement 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY 
Detroit  32,  Michigan 


27260 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help"  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 


trademark 


LABORATORIES 
New  York  18,  N.  Y. 


Coat  styles  change— whether  it's  a blazer  or  a B-complex  vita- 
min. Not  long  ago,  for  instance,  “Vitamins  by  Abbott"  were 
dressed  up  with  a new-style  coating— f/'/rnfab®. 

The  most  obvious  result  was  a marked  reduction  in  tablet  size- 
up  to  30%  in  some  products.  The  tablets  themselves  were  bril- 
liant in  a variety  of  rainbow  colors.  They  wouldn't  cliip  or  stick 
together  in  the  bottle.  All  vitamin  tastes  and  odors— gone, 

Such  were  the  aesthetic  gains.  Behind  these,  a significant 
pharmaceutical  advance;  with  Filmtab,  deterioration  is  slowed 


to  an  irreducible  minimum,  because  the  coating  [moci'ss  is 
essentially  a water-free  procedure. 

Finally— most  important-  I ilmtab  guarantees  th.tt  th.'  .■.mK  ul 
of  each  tablet  matches  the  formula  printed  on  the  Ini',  k V,  nir- 
the  person  taking  the  vilumins  mav  not  worry  nne  h,  aneul  i mi..- 
stability,  Abbott  doc;s.  Assure'-  it,  through  Filmt.in, 

In  short,  tilmtab’s  a nami-  that  stands  lor  uu.ili!', , c : 
potency.  The  very  he.st  in  \'itamin  coalings.  I i'M-!,e-. 
a penny  to  the  cost.  And  it'r.  .1  n.imr'  found  . e-i 


VITAMINS  by  ABBOTT 


NEWEST 
NUTRITIONAL 
PRODUCT 
FROM  ABBOTT 


To  meet  special  nutritional  needs  of  growing  teenagers... 

DAYTEENS 


Fiimtab'^ 


RICH  IN  IRON,  CALCIUM,  VITAMINS-IMPORTANT  FACTORS 
FOR  THE  GROWTH  YEARS 

FILMTAB-COATED  TO  CUT  SIZE  AND  ASSURE  FULL  POTENCY 
HANDSOME  TABLE  BOTTLES  AT  NO  EXTRA  COST  (100-SIZE) 
ALSO  SUPPLIED  IN  BOTTLES  OF  250  AND  1000. 

NOW,  DAYTEENS  JOINS  THE  COMPLETE  LINE 
OF  QUALITY  VITAMINS  BY  ABBOTT: 


n LMTA8 

DAYALETS® 

Table  bottles  of  100 
Bottles  of  50  and  250 

FILMTAB 

DAYALETS-M® 
Apothecary  bottles 
of  100  and  250 

Extra-potent  maintenance 
formulas— ideal  for  the 
“nutritionally  run-down” 


FILMTAB 

OPTILETS® 

OPTriETS-M® 

Table  bottles  of 
30  and  100 
Bottles  of  1000 

Therapeutic  formulas 
for  more  severe  de- 
ficiencies—illness, 
infection,  etc. 


FI  LMTAB 

SUR-BEX®  with  C 
Table  bottle  of  60 
Bottles  of  100, 

500  and  1000 

Therapeutic  formula  of 
the  essential  B-complex 
plus  C,  for  convalescence, 
stress,  post-surgery,  etc. 


FILMTAB— FILM-SEALE;D  TABLETS,  ABBO  I 


1960,  ABBOTT  LABORATORIES 


TRADEMARK 
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in  common  i 
Gram-positive  1 
infections 
due  to  i 
susceptiWe  j 
organisms 

YOU  CAN  I 

COUNT  ON  i 


(triacetyloleandomycin) 

even 
in  many 
resistant 

Staph % 


ROERIG 


ROER1S, 


ffOeftiG  ROER'C 


lOeRtG  ROeRIQ 


?pCRIG  ROEAIG. 


IqiiHlC  ROERIC. 


■ HOCRIG  ROERIG 


ROERIG 


3JEBIP  ROERIG. 


ROERiC 


1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show: 

94.3%  effectiveness  In  respirstory  infections  (617  esses 

including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho- pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (goo 

cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 

cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  inciud 

ing  fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 

95.6%  of  1,928  cases  free  of  side  effects-  in  the  remain- 
ing 4.4%,  reactions  were  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

*ln  884  of  1,928' cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose-250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY: TAO  CAPSULES-250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION-125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS  — 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS - 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TAO®-AC  (Tao,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfasl-tablets,  bottles  of  60.  Oral  Suspension -60  cc.  bottles. 

For  nutritional  support  VITERRA®  Vitamins  and  Minerals 

Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being'"^ 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists : 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 

Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 

JOSEPH  J. 


338  E.  Camelback  Rd. 
Phoenix,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LIKOS,  M.D. 


Doctor's  PEGBOARD  RECEIVABLE  SYSTEM 

CUTS  COSTS  BY  50%  OR  MORE 

(1)  Statement  —Receipt  and/or  Statement 

(2)  Patient  Ledger 

(3)  Record  of  Charges  & 

Receipts 

OPERATION  OF  THE  DOCTOR'S  PEGBOARD  RECEIVABLE 
SYSTEM 

The  basis  of  pegboard  accounting  is  the  adaptation  of 
proven  accounting  machine  principles  to  a hand  posted 
system  or  manual  system.  By  setting  up  the  report  of 
charges  & receipts,  patients  ledger  and  statement-receipt 
on  the  collated  writing  board,  we  accomplish  the  posting 
of  all  three  essential  accounts  receivable  records  by  simply 
filling  out  the  receipt  by  the  use  of  one  time  carbon.  The 
system  is  so  easy  and  trouble  free  to  operate,  that  the 
receptionist  can  easily  keep  her  records  current  and  still 
maintain  her  other  duties. 


CALL  FOR  TRAINED  REPRESENTATIVE 

Alpine  8-1609 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2466 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


V xTini?a-i.-ij.i=iAa<.w 

PRINTING  - LITHOGRAPHY  - ROTARY 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Daniel  R.  Nenad,  D.S.C. 

Samuel  Mason,  Pod.  D. 

40  E.  Thomas  Rd.  — CR  9-4161 

205  E.  Camelback  Road.  — AM  5-7510 

461  W.  Catalina  Dr.  — AM  6-1009 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

Irwin  D.  Shapiro,  Pod.D. 

A.  Stern,  D.S.C. 

753  E.  McDowell  Rd.  — AL  4-4414 

40  E.  Thomas  Rd.  - CR  9-4161 

TUCSON 

17  S.  1st  St.  - AL  3-2231 

Felton  O.  Gamble,  D.S.C. 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

1888  N,  Country  Club  Rd.  - EA  6-3212 

318  E.  Congress  St.  - MA  3-9151 

2629  E.  Broadway  — EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badger,  D.S.C. 

2004  N.  Campbell 

— EA  6-6077  Lowell,  Arizona 

- HE  2-3361 
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in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


COGNAC  BRANDY 


84-  Proof  Schieffelin  & Co.,  New  York 


Serving  Arizona 
Health  Needs 
Since  1908 


9 drug  stores 


Phoenix  - Tucson  - Scottsdale  • Mary  vale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


No  more  late  billing... 


kSCOTTI,. 

roman  " 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-TAX  "Secretary"  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  h the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  ^Suggtsitd  utail  prltt. 


The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks ot  Minnesota  Mining  ft  Mfg.  Co.,  St.  Paul  6,  Minn. 
General  Eiport:  99  Park  Avenue,  New  York  16,  N.  Y. 
In  Canada.  P.  0.  6ot  757.  London.  Ont. 


^HUGHESCAUHAM>^ 


c o K p o K A 


ION 


2608  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

yke  'ytahbiiH 

HpSftital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4T51 


^ ^{phenoxyethyl  pemcillin  potassium) 

tents  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital ; 

SynciliinTablets  — 250  mgr  (400,000  units )v.  .SynciUin  Tablets  — 125  mg.  (200,000  units) 

Syricillin  for  Oral  Solution  — 60  ihl.  bottles  — when  reconstituted,  125  mg,  (200,000  units)  per  5 ml. 

Sjmcillin  Pediatric  Drops  — 1,5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


SYRACUSE,  NEW  YORK 


BlUSTOi: 


SYNCILLIH^ 

500  mg.  t.i.d.  ~ 5 days 


A.CIITE,  PHARYNGITIS 


W,  M.  24-year-old-male.  Admitted  with  sore  throat 


which  had  progressed  rapidly  in  severity  for  24 


hrs.  Temp,  104.4.  Pulse  110.  Acute  pharyngitis 


e.d,  bulging  tonsils  covered  with 


pus.  Throat  culture  revealed  beta  hemolytic  strep 


Patient  given  500  mg.  SYNCILLIN  t.i.d.  Within 


24  hrs.,  fever  terminated  by  crisis  with 


marked  relief  of  local  signs  and  symptoms 


After  5 days,  infection  was  cured 
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contain 

the 

bacteria-prone 

cold 


un 

(Triacetyloleandomycin,  Triatninic®  and  Calurin®) 


inner 

protection 

with... 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin  125  mg. 
This  is  the  URI  antibiotic,  clinically  effective  against  certain 
antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  running  noses. 
Relief  starts  in  minutes,  lasts  for  hours. 


well-tolerated  analgesia 


Calurin®,  calcium  acetylsalicylate  carbamide  equivalent  to 
aspirin  300  mg.  This  is  the  freely-soluble  calcium  aspirin  that 
\ minimizes  local  irritation,  chemical  erosion,  gastric  damage. 
' High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common  cold 
(malaise,  headache,  muscular  cramps,  aches  and  pains)  espe- 
cially when  susceptible  organisms  are  likely  to  cause  secondary 
infection.  Usual  adult  dose  is  2 Inlay-Tabs,  q.i.d.  In  bottles  of  50. 
R only.  Remember,  to  contain  the  bacteria-prone  cold... Tain. 


SMITH-DORSEY  • Lincoln,  Nebraska 
a division  of  The  Wander  Company 
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November  28,  29, 30 


December  1 


United  States  Capitol 


t and  Informative  Cross-Section 
Fok  all  Phrsicians 


White  House 


Mount  Vernon 


AMERICAN  MEDICAL  ASSOCIATION 


535  North  Dearborn  Street,  Chicago  10,  Illinois 


Our  nation’s  historic  capital  city  will 
be  the  setting  for  the  American  Medical 
Association’s  14th  Clinical  Meeting 
November  28  through  December  1. 

The  program — planned  to  interest 
and  inform  every  physician — features 
the  latest  medical  developments  pre- 
sented in  panel  discussions,  sympo- 
siums, round  table  sessions,  lectures, 
closed  circuit  telecasts  and  motion  pic- 
tures. Many  scientific  and  industrial 
exhibits  will  he  on  display. 


Lincoln  Memorial 


Smithsonian  Institution 
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DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 


Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

Alpine  4-4111  — Adams  St.  at  Fourth  Ave. 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


ANNOUNCEMENTS  FOR  GENERAL 
PRACTIONERS  AND  INTERNISTS 


Applications  for  Charter  Membership  in  the 
American  Society  of  Diagnostic  Radiology  are 
GENERAL  PRACTITIONERS  and  INTERN- 
now  being  reeeived.  Membership  is  open  to 
ISTS  who  do  or  may  desire  to  do  some  types 
of  Diagnostic  Radiology  in  their  offices. 

Louis  Shattuck  Raer,  M.D.,  F.A.C.P. 

41 1 Primrose  Road 

Burlingame,  Calif. 


^logical 
combination 
for  appetite 
I suppression 

meprobamate  plus 
d-amphetamine . . . suppresses 
appetite. ..elevates  mood... 
reduces  tension... without 
insomnia,  overstimulation 
or  barbiturate  hangover. 


ianorectic-ataractic 

i Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 
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a promise  fulfilled 


All  corticosteroids  provide  symptomatic  control  in  rheumatoid  arthritis,  inflammatory  derma- 
toses, and  bronchial  asthma.  They  differ  in  the  frequency  and  severity  of  side  effects.  Introduced 
in  1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficacy  and  relative  safety. 
Physicians  today  recognize  that  the  promise  has  been  fulfilled  ...  as  evidenced  by  the  high  rate 
of  refilled  Aristocort  prescriptions. 


Triamcinolone 


LEDERLE 


(]^^te)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N. 


Y. 
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no  irritating  crystals  • uniform  concentration  in  each  drop^ 
STERILE  OPHTHALMIC  SOLUTION 


PREDNISOLONE  21- PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch,  Ophth.  57:339,  March  1957, 

2,  Gordon,  D,M,:  Am,  J,  Opfith,  46:740,  November  1958, 
supplied:  0,5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0,5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL",  In  5 cc,  and  2,5  cc, 
dropper  vials.  Also  available  as  0,25%  Ophtlialmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0,25%  Ophthalmic  Ointment  HYDELTRASOL, 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1.  Pa. 
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limit  the 
blood  pressure 
swing 


Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  — 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue.  New  York  22,  N.  Y. 

i!  Rautrax-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 

and  Benzydroflumethiazide  (''^Naturetin)  with  Potassium  Chloride 

RAUDIXIN.^  RAUTflAX,®  AND  NATUACTIN^^  ARC  •QUIBR  TRAOCMAftKS. 


Squibb  Quality— Tho 
Priceless  Ingredient 


SqyiBa 
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GERIATRICS 


Recent  research* 
confirms  the  widening 

FIELD  for  WINE 


WINE  has  been  used  with  excellent  effect  for  the 
relief  of  pain,  discomfort,  apprehension  and  anxiety 
in  angina  pectoris,  thromboangiitis  obliterans, 
Raynaud’s  disease  and  hypertension. 

The  judicious  use  of  WINE  can  brighten  the  other- 
wise monotonous,  unappealing  diet  in  renal  disease. 
It  increases  glomerular  blood  flow,  stimulates 
diuresis,  is  nonirritating  to  the  kidneys. 

By  stimulating  appetite,  supplying  quick  energy 
source,  relaxing  tensions  and  increasing  morale,  the 
prudent  use  of  WINE  has  been  described  as  a balm 
for  the  convalescent  and  "milk”  for  the  aged. 

In  moderate  amounts  WINE  increases  gastric  secre- 
tion, relaxes  gastric  tension  and,  therefore,  is  a val- 
uable aid  in  the  treatment  of  anorexia,  hypochlor- 
hydria,  dyspepsia,  spastic  constipation  and  diarrhea. 


In  the  normal  diet  of  the  diabetic,  WINE  can  serve 
as  an  excellent  energy  source  which  does  not  re- 
DIABETES  quire  the  participation  of  insulin. 


These  and  other  therapeutic  uses  for  wine  are  dis- 
cussed in  *"Uses  of  Wine  in  Medical  Practice.” 
For  your  free  copy  write — Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 


“Sometimes, 
when  I have 
a running  nose, 


I’d  like  to 
clear  it  with 


TRIAMINIC®- 

just  to  check  out 
that  systemic 
absorption  business. 

Reaches  ^ nasal 
and  paranasal 
membranes,  huh?” 


. . . and  for  humans 
with 

RUNNING  NOSES . . . 


You  can’t  reach  the  entire  nasal  and  paranasal  mucosa  by  putting  ;; 
medication  in  a man’s  nostrils  — any  more  than  you  could  by  trying  to  I 
pour  it  down  an  elephant’s  trunk.  TRIAMINIC,  by  contrast,  reaches  all 
respiratory  membranes  systemically  to  provide  more  effective,  longer-  1 
lasting  relief.  And  TRIAMINIC  avoids  topical  medication  hazards  such  i 
as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop  addiction.’’  | 

Indications:  nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip,  i 
upper  respiratory  allergy . 


Relief  is  prompt  and  ])rolonged 

because  of  this  special  timed-release  action: 


first— the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then— the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime,  j 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juveletf^  provides:  j 

Vz  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

^4  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC* 


timed-release  tablets,  juvelets,  and  syrup 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln.  Nebraska 
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IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE" 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 

® For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Ys%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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Keep  medical  education  on  the  march 


When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools — of  your  choice. 


Give  to  the  American  Medical  Education  Foundation 

535  North.  Dearborn  Street,  Chicago  lO,  Illinois 


Murray  1-2301 
SYcamore  5-9901 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
/ located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D. 
DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41 51 

HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 


• General  Medical 

• Orthopedic 

• Post-Operative 


• Acute  or  Chronic 

• Convalescent 

• Geriatric 


® Medical  Doctor  of  your  choice 
• Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 

Phones:  MA  4-1562  — MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 


FAST  FREE  DELIVERY 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• 24  Hour  Nursing  Care 
• State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


• Television 

• Excellent  Food 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 


Katharine  Schmid 


Charles  Schmid 


3029  E.  2nd  St. 


"Eastablished  1932" 


Tucson,  Arizona 
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To  the  relief  of  musculoskeletal  pain, 

MEDAPRIN* 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

* 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — METHYLPREDNISOLONE,  UPJOHN 
tsATIO  OF  DESIRED  EFFECTS  TO  UNOESIRED  EFFECTS  , 1 

Upjohn 

The  Upiohn  Company,  Kalamazoo.  Michigan  1 
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THE  DIAGHOSTIC  LABORATORY 


Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1 601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tHedicai  Center  and  Clinical  XakeraUtif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prc^eA^icnal  and  Clinical  Xahratertf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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■ LABORATORIES 


Douglas  D.  Gain,  M.D. 

RADIOLOGY 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D. 

Frank  S.  Tolone,  M.D. 

Diplomate 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

Radiology 

Radiology 

ALpine 

3-4131 

NORTH  CENTRAL  MEDICAL 
LABORATORY 


2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 


PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

tScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


kUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
SCOTTSDALE,  ARIZONA 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


CLASSIFIED 


OBSTETRICIAN  — GYNECOLOGIST 

32;  family;  military  obligation  completed;  will  be 
board  qualified  and  available  in  July,  1961. 
Desires  group  or  private  practice  in  Tucson  or 
Phoenix.  Write 

W.  J.  RABBAN,  M.D. 

1813  Bernard  Street,  Bakersfield,  Calif. 
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[ PHYSICIANS’ 

DIRECTORY  ] 

EYE,  EAR,  NOSE  and  THROAT 

ORTHOPEDIC  SURGERY 

JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

PROCTOLOGY 

Diplomate  American  Board  of  Ophthalmology 

461  W.  Catalina  Dr.  Suite  321 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

CR  7-8782  — Phoenix,  Arizona 

Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 

riadiiw  <1 II u iww wild i ru V 1 1 T wMiMwiy 

Phoenix,  Arizona 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

DERMATOLOGY 

Phoenix,  Arizona  — Phone  AL  2-2822 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

SURGERY 

Diplomate  of  American  Board  of 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

123  South  Stone  Avenue 

105  W.  McDowell  Road  Phoenix,  Arizona 

Tucson,  Arizona 

— 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

Diseases  of  the  Skin 

SURGERY 

Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd  Phone  EA  5-2605 

PHOENIX,  ARIZONA 

Tucson,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 

CLINIC  DIRECTORY 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.  — Alvin  L.  Swenson,  M.D. 

Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D. 

T.  H.  Taber,  Jr.,  M.D. 

Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — Phoenix,  Arizona  — CR  7-6211 

68A 


Arizona  Medicine 


October,  1960 


PHYSICIANS’  DIRECTORY 


SURGERY 


OBSTETRICS  & GYNECOLOGY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 


Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

110  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone;  PRospect  4-4611 


SPEECH  PATHOLOGY 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 
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ATARAX  ENCOMPASSES  MORE  PATIENT  NEEDS... LETS  YOU 
CHART  A SAFER,  MORE  EFFECTIVE  COURSE  TO  TRANQUILITY 


ATARAX  has  a wide  range  of  flexibility  . . . from 
mild  adult  tensions  and  anxieties  to  full-blown 
alcoholic  episodes  . . . from  the  behavior  dis- 
orders of  childhood  to  the  emotional  problems 
of  old  age.  Why?  Because  it  gives  you  maximum 
adaptability  of  dosage  . . . works  quickly  and 
predictably  ...  is  unsurpassed  in  safety. 

ATARAX  offers  extra  pharmacologic  actions 
especially  useful  in  certain  troublesome  con- 
ditions. It  is  antihistaminic  and  mildly  anti- 
arrhythmic,  does  not  stimulate  gastric  secre- 
tions. Hence  it  is  well  suited  to  the  needs  of 
your  allergic,  cardiac  and  ulcer  patients. 

Haye  you  discovered  all  the  benefits  of 

ATARAX? 

Dosage:  Adults,  one  25  mg.  tablet,  or  one  tbsp.  Syrup 
q.i.d.  Children,  3-6  years,  one  10  mg.  tablet  or  one  tsp. 
Syrup  t.i.d.;  over  6 yeprs,  two  10  mg.  tablets  or  two  tsp. 
Syrup  t.i.d. 


Supplied:  Tiny  10  mg.,  25  mg.,  and  100  mg.  tablets,  bot- 
tles of  100.  Syrup,  pint  bottles.  Parenteral  Solution; 
25  mg./cc.  in  10  cc.  multiple-dose  vials;  50  mg./cc.  in 
2 cc.  ampules.  Prescription  only. 


Complete  bibliography  available  on  request. 


(BRAND  OF  HYDROXYZINE) 

PASSPORT  TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being^” 


VITERRr 


for  vitamin-mineral  supplementation 

• capsules  • tastitabs® 

• therapeutic  capsules 


70A 


Arizona  Medicine 


October,  1960 


ADVERTISERS  " 


Abbott  Laboratories  47 A,  48 A 

Ames  Company  Inside  Back  Cover 

Bristol  Laboratories  9 A,  22 A,  52 A 

Burroughs-Wellcome  Company  21 A 

Butler  Rest  Home  63A 

Camelback  Hospital  2A 

Camelback  Professional  Building 42 A 

Case,  G.  M.,  Laboratories,  Inc 612 

Ciba  Pharmaceutical  Company  IIA 

Classified  66A 

Doctors  Directory  63 A 

Franklin  Hospital  51 A 

Greigy  Laboratories  43 A 

Grunow,  Lois,  Memorial  Clinic  71 A 

Hillcrest  Medical  Center  63A 

Hobby  Horse  Ranch  School  50A 

H.B.A.  Life  Insurance  Co 613 

Hughes-Calihan  Company  51 A 

Las  Encinas  63 A 

Lederle  Laboratories  578,  579,  612 

35A,  42A,  55A,  56A 

Lily,  Eli  & Co Front  Cover,  28A 

Loftins  Business  Forms  50 A 

Loma  Linda  Foods  25 A 

Lorillard,  P.  & Company 44A 

MacAlpine  Drugs  63 A 


Marck-Sharp  & Dohme  4A,  57A 

Moore,  A.  Lee  & Sons  55A 

National  Casualty  Company  607 

Nurses  Directory  63 A 

Parke-Davis  & Company  ....Inside  Front  Cover, 

lA,  45A 

Pharmacy  Directory  66A 

Physicians  Casualty  Company  42 A 

Physicians  Directory  67A,  68A 

Robins,  A.  H.  & Company  20A,  72A 

Roerig,  J.  B.,  Laboratories  . . . .12A,  13A,  49A,  69A 

Ryan-Evans  Drugs  63A 

Sanborn  Company  lOA 

Saunders,  W.  B.,  Company  3 A 

Schieffelin  & Company 51 A 

Searle,  G.  D.,  & Company  33A 

Smith  Dorsey  Company  . .8A,  26A,  605,  53A,  60A 


Smith,  Kline  & French  Laboratories . . Back  Cover 
Squibb,  E.  R.  & Sons,  Company.  .23 A,  604,  608,  58A 

Testagar  Company,  Inc 27A 

Upjohn,  The,  Company  16A,  64A 

Wallace  Laboratories  ....  14A,  15A,  24A,  40A,  41A 

Way  land  Drugs  55  A 

Wesson  Oil  & Snowdrift  Sales  Company.  .588,  589 

Wine  Advisory  Board  59 A 

Winthrop  Laboratories  ..17A,  18A,  19A,  46A,  61A 


Vol.  17,  No.  10 


Arizona  Medicine 


71A 


LOIS  GRUNOW  MEMORIAL  BUILDING 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


OTOLARYNGOLOGY 


D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 
William  B.  Helme,  M.D. 


OPTHALMOLOGY 

John  S.  Aiello,  M.D.,  F.A.C.S. 

GENERAL  SURGERY 

H.  C.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 
Wm.  J.  Beckmeyer,  M.D. 


CARDIOVASCULAR 

MEDICINE 

Thurl  E.  Andrews,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D.,  F.A.C.S. 


PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 

Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 

"The  construction  of  an  addition  to  the  Lois  Grunow  Memorial  Building  will  be  completed  on 
or  about  August  15  and  space  will  then  be  available  both  in  the  present  building  and  in  the  new 
addition.  Limited  space  presently  available  in  ihe  building." 


Raise  the  Pain  Threshold 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengtht  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Also  — 

PHENAPHEN  In  each  capsule 
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WITH 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  siitce  1878 


• emulsifies  fats 
Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


• softens  feces 
Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


- _ _ _ _ • improves  motility 

Dechotyl  gently  stimulates 
intestinal  peristalsis 


» increases  bile 

Dechotyi  stimulates 

the  flow  of  bile  — 
a natural  bowel 
regulator 


lielps  free  your  patient  from  both , » e 
constipation  and  laxatives 

DECHOTYL 


TR ABLETS 


well  tolerated... gentle  transition  to  normal  bowel  function 


|PPP%  Recommended  to  help  convert  the  patient  — naturally  and  gradually  — to  healthy 
1 ^ bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 

" ' nance  of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 

constipation. 


Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 
Action  iistially  is  gradual,  and  some  patients  may  need  1 or  2 Trabi.ets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid.  Ames).  .‘>0  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinatc,  in  each  trapezoid-shaped, 
yellow  Tr ablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet. 


AMES 


COMPANY.  INC 
Elkhart  • Indiono 
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University  of  Ca.i.ifornia 
Medical  Center  Library 
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for  foar  depressed  dieters . . . 

DEXAMYC  Spansule®  capsules 

brand  of  dextro  amphetamine  and  amobarbital  Tablets  • Elixir 


In  overweight,  'Dexamyl’  helps  your  patients 
stick  to  their  diets  by 

1.  overcoming  the  depression  which  so 
often  causes  overeating 

2.  relieving  the  nervousness  and  irritability  so 
frequently  caused  by  strict  reducing  regimens 


When  listlessness  and  lethargy  are  problems  in  reducing,  your  patients 
will  often  benefit  from  the  gentle  stimulating  effect  of 

DEXEDRINE®  Spansule®  capsules  • Tablets  • Elixir 

brand  of  dextro  amphetamine 

Each  ’Dexamyl’  Spansule  sustained  release  capsule  (No.  2)  contains  'Dexedrine'  (brand  of 
dextro  amphetamine  sulfate),  15  mg.,  and  amobarbital,  PA  gr.  Each  'Dexamyl'  Spansule  cap- 
sule (No.  1)  contains  'Dexedrine',  10  mg.,  and  amobarbital,  1 gr. 

Each  'Dexedrine'  Spansule  sustained  release  capsule  contains  dextro  amphetamine  sulfate, 

6 mg.,  10  mg.,  or  15  mg. 
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when  judgment  dictates  oral  penicillin,  experience  dictates... 

V-CILLIN  K' 

(penicillin  V potassium,  Lilly) 

• /or  maximum  effectiveness 

• for  unmatched  speed 

• for  unsurpassed  safety 

In  tablets  of  125  and  250  mg. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 


033230 


4,860  CULTURES... 
74%  SENSITIVE  TO 


In  a study  of  the  sensitivity  of  various  clinically  important  bacteria  to  six 
common  antibacterial  substances,  Goodier  and  Parry^  report  “. . . a greater 
proportion  of  the  individual  strains  within  the  various  genera  sensitive  to 
chloramphenicol.” 

Numerous  other  studies  draw  attention  to  the  continuing  sensitivity  of 
stubborn  pathogens  to  CHLOROMYCETIN.^*®  For  example,  Modarress  and 
co-workers  observe:  “The  versatile  chloramphenicol  was  useful  each  year.”^ 
Petersdorf  and  associates®  state:  “There  has  been  no  increase  in  resistance 
to  chloramphenicol . . . during  the  past  three  years.” 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms, 
including  Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dys- 
crasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

References:  (1)  Goodier,  T.  E.  W,  & Parry,  W.  R.:  Lancet  1:356,  1959.  (2)  Modarress,  Y.; 
Ryan,  R.  J.,  & Francis,  Sr.  C.:  J.  M.  Soc.  New  Jersey  57:168,  1960.  (3)  Petersdorf,  R.  G., 
et  al.:  Arch.  Int.  Med.  105:398,  1960.  (4)  Rebhan,  A.  W.,  & Edwards,  H.  E.:  Canad. 
M.A.J.  82:513,  1960.  (5)  Bauer,  A.  W;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A. 
173:475,  1960.  (6)  Olarte,  J.,  & de  la  Torre,  J.  A.:  Am.  J.  Trap.  Med.  8:324,  1959. 
(7)  Berle,  B.  B.,  et  al.:  New  York  J.  Med.  59:2383,  1959.  (8)  Fisher,  M.  W.:  Arch.  Int. 
Med.  105:413,1960.  oseeo 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


PARKE-DAVIS 


(chloramphenicol,  Parke-Davis) 

IN  VITRO  SENSITIVITY  OF  4,860  GRAM-POSITIVE  AND  GRAM-NEGATIVE 
PATHOGENS  TO  CHLOROMYCETIN  AND  TO  FIVE  OTHER  ANTIBACTERIALS’^ 


CHLOROIVIYCETIN  74% 


Antibacterial  A 61% 


Antibacterial  B 56% 


Antibacterial  C 55% 


Antibacterial  D 52% 


Antibacterial  E 23% 


‘Adapted  from  Goodier  & Parry* 
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CLINICAL  REMISSION 


N A “PROBLEM”  ARTHRITIC 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


n disabling  rheumatoid  arthritis.  A 62-year-old  printer  incapacitated 
or  three  years  was  started  on  Decadron,  0.75  mg. /day.  Has  lost  no 
rork-time  since  onset  of  therapy  with  Decadron  one  year  ago.  Blood 
nd  urine  analyses  are  normal,  sedimentation  rate  dropped  from  36 
0 7.  He  is  in  clinical  remission.* 


ew  convenient  b.i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
ECAORON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
ons.  Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

upplied;  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
; Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
I request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 


om  a clinical  investigator’s  report  to  Merck  Sharp  & Dohmo. 

Decadron 

;xamethasone 

BEATS  MORE  PATIENTS  MORE  EFFECTIVELY 


“/’m  sending  this  urine 
specimen  from  the  patient 
with  pyelitis  to  the  lab. 
What'll  I order  while  I’m 
waiting  for  the  findings^’ 


‘*I’d  use  AZOTREX.  The  azo  dye  will  give  her  quick 
symptomatic  relief.  The  sulfa- tetracycline  combination 
is  likely  to  hit  the  common  urinary  pathogens. 

If  she  doesn’t  respond,  then  switch  to 
something  else  when  you  get  the  sensitivity  data.” 


Each  AZOTREX  capsule  contains:  tetrex®  (tel^ 
Cline  phosphate  complex)  equivalent  to  tetra| 
dine  HCI  activity...  125  mg.;  sulfamethizole^ 
250 mg.;  phenylazo-diamino-pyridine  HCI ...  50 
Supply:  Bottles  of  24  and  100.  ij 


BRISTOL  LABORATORIES 

Div.  of  Bristol-Myers  Co.  (^ristoi? 

SYRACUSE,  NEW  YORK 


^pl 

CHEMIPEN 

Squibb  Potassium  Phenelhicillin  (Potassium  Phenoxyetbyl  Penicillin) 


ALL  THE  PHARMACOLOGIC  ADVANTAGES. 
ALL  THE  THERAPEUTIC  USEFULNESS  OF 
CHEMICALLY  IMPROVED  PENICILLIN 


Chemipen  is  Squibb's  brand  of  phenethicillin  potassium,  the 
new  advance  in  the  biosynthesis  of,  penicillin.  When  you 
prescribe  Chemipen,  you  prescribe  ol]  the  advantages  of 
chemically  improved  penicillin. 

Supply.-  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and  250  mg.  (400,000 
u.),  bottles  of  24  and  100  tablets.  Chemipen  for  Syrup  (cherry-mint  fla- 
vored, non-alcoholic),  125  mg.  per  5 cc.,  60  cc.  bottles.  For  complete 
information  consult  package  insert  or  write  Professional  Service  Dept., 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.Y.  'chemipen'®  is  ^ soumo  traocmahk. 
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Paul  B.  Jarrett,  M.D.,  Chairman  (Phoenix);  Paul  L.  Singer, 
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B.  Smith,  M.D.  (Phoenix);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
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D.  Shupe,  M.D.  (Phoenix);  Lavem  D.  Sprague,  M.D.  (Tuc- 
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Chairman  (Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix); 
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Aging  (Tucson);  Richard  B.  Johns,  M.D.,  Sub-committee 
on  Maternal  and  Child  Health  (Phoenix);  Howard  W.  Kim- 
ball, M.D.,  Sub-committee  on  Civil  Defense  and  Safety 
(Phoenix);  Robert  B.  Leonard,  M.D.,  Sub-committee  on 

Cancer  and  Medical  Education  (Phoenix);  Blair  W.  Saylor, 
M.D.,  Sub-committee  on  Hospitals  and  Nursing  (Tucson); 
Paul  J.  Slosser,  M.D.,  Sub-committee  on  Venereal  Disease 
and  Medical  Education  (Yuma);  Thomas  H.  Taber,  Jr.,  M.D., 
Sub-committee  on  Rehabilitation  and  Industrial  Health 

(Phoenix);  Lowell  C.  Wormley,  M.D.,  Sub-committee  on 

General  Medicine  (Phoenix). 

PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D., 
Ghairman  (Phoenix);  Ernest  A.  Born,  M.D.,  Sub-committee 
on  Woman’s  Auxiliary  (Prescott);  Max  Gostin,  M.D.,  Sub- 
committee on  Nurses  (Tucson);  Robert  H.  Cummings,  M.D., 
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sell,  M.D.,  Sub-committee  on  Public  Health  and  Schools 
(Phoenix);  William  G.  Payne,  M.D.,  Sub-committee  on 
Governmental  Medical  Staffs  (Tempe);  Lavern  D.  Sprague, 
M.D.,  Sub-committee  on  Association  of  Physicians  and  Sur- 
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Careers  and  Arizona  AMEF  (Phoenix);  Roy  O.  Young,  M.D., 
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Chairman  (Flagstaff);  Howard  W.  Finke,  M.D.  (Superior); 
Walter  T.  Hileman,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D. 
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PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
Green,  M.D.  (Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  Leslie  B.  Smith,  M.D., 
Chairman  (Phoenix);  James  E,  Brady,  M.D.  (Tucson);  Richard 
E.  H.  Duisberg,  M.D.  (Phoenix);  Richard  O.  Flynn,  M.D. 
(Tempe);  Fred  L.  Goff,  M.D.  (Douglas);  David  C.  James, 
M.D.  (Phoenix);  Richard  B.  Johns,  M.D.  (Phoenix);  William 
H.  Lyle,  M.D.  (Yuma);  Darwin  W.  Neubauer,  M.D.  (Tuc- 
son); Walter  M.  O’Brien,  M.D.  (Globe);  Roland  F.  Schoen, 
M.D.  (Casa  Grande);  John  R.  Schwartzmaim,  M.D.  (Tucson); 
Clarence  E.  Yount,  Jr.,  M.D.  (Prescott). 
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829  Flora  Avenue,  Prescott 


YUMA  COUNTY 


President  Mrs.  William  J.  Nelson,  Jr. 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 
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MARICOPA  COUNTY 


COORDINATING  COMMITTEE 


President  Mrs.  Shaw  McDaniel 

114  E.  Tuckey  Lane,  Phoenix 

President-Elect  Mrs.  Richard  Johns 

508  W.  Rose  Lane,  Phoenix 

1st  Vice-President  Mrs.  Robert  Gullen 

5003  N.  22nd  St.,  Phoenix 

Recording  Secretary  Mrs.  John  E.  Schramel 

550  W.  Thomas,  Phoenix 

Treasurer  Mrs.  Joe  Bonnet 
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Dr.  W.  R.  Manning 


450  E.  Ocotillo  Rd.,  Phoenix 


In  over  five  years 


Proven 


in  more  than  750  published  clinical  studies 


Effective 


for  relief  of  anxiety  and  tension 


Outstandingly  Safe 


1 

2 


simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 


no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 


^ does  not  produce  ataxia,  change  in  appetite  or  libido 


A does  not  produce  depression,  Parkinson-like  symptoms, 
^ jaundice  or  agranulocytosis 


^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 


meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  MEi’Roi  Aiis*  — 400  mg.  unmarked,  coated  tablets;  and 
as  MKCROsi’AN®—  400  mg.  and  200  mg.  continuous  release  capsules. 


®®WALLy\CE  LABORATORIES  / Cranbury,  N.  J. 


♦ TRAOE*MARK 


of  clinical  use... 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


CM-2460 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  RAIN 

soma*  Qompoimd+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  !4  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vz  grain. 

Composition:  Same  as  Soma  Compound  plus  14  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  I-ederal  Narcotics  Regulations. 


#®WALLACE  LABORATORIES  • Cranbmy,  N.  J. 


*Referenccs  availahlc  on  nn/ucsl. 
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is  fine  for 

liospital  cookery^^^ 

^^Most  patients  need  to  be  cajoled  into  eat- 
ing, with  delicate,  tempting  dishes  that  are  rich 
in  savor  and  aroma . . . 


might  also  borrow  from  the  French, 
Latins  and  Greeks  and  include  a small  glass  of 
wine  in  our  hospital . . . cuisine . . /'  or,  we  can  at 
least  use  “wine  as  a flavoring  agent. . .fsince]}  wine 
adds  a gourmet  touch  to  most  any  dish  from 

appetizers  through  desserts . . •55 


ffin  cooking  with  wine  the  effect  of  a subtle 
flavor  is  desired . . . Dry  wines  are  preferable  to 
sweet  wines  and  those  most  often  used  in  cook- 
ing are:  sherry,  sauterne,  marsala,  madeira, 

claret... and  burgundy.  55 


ToJ  ay  a ^rowin^  kiklio^rapky  con- 
firms tke  value  of  wine  as  a stimulant  to  appe- 
tite, to  digestion,  and  to  promoting  euphoria  in  convalescence,  cardiology,  urol- 
ogy, geriatrics,  etc.  Write  for  “Uses  of  Wine  in  Medical  Practice,”  Wine  Advisory 
Board,  717  Market  Street,  San  Francisco  3,  California. 


*Floore,  F.  B. : Wine  is  Fine  for  Hospital  Cookery,  Mod.  Hosp.  94:134  (June)  1960. 


Oe  clomycin 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


extra-activity,,  .promptlyattained 

DECLOMYCIN  Demethylchlortetracycline  attain‘| 
—usually  within  two  hours— blood  levels  more  thar 
adequate  to  suppress  susceptible  pathogens 
These  levels  are  attained  in  tissues  and  body  fluid' 
on  daily  dosages  substantially  lower  than  those; 
required  to  elicit  antibiotic  activity  of  comparable; 
intensity  with  other  tetracyclines.  With  other  tetraj 
cyclines,  the  average,  effective,  adult  daily  dose  is 
1 Gm.  With  DECLOMYCIN  Demethylchlortetracy- 
dine,  it  is  only  600  mg. 


svenly  sustained 

DECLOMYCIN  Demethylchlortetracycline  sus- 
ains,  through  the  entire  therapeutic  course,  the 
ligh  activity  levels  needed  to  control  the  primary 
nfective  process  and  to  check  the  onset  of  a com- 
)licating  secondary  infection  at  the  original-or  at 
nother— site.  This  combined  therapeutic  action 
s sustained,  in  most  instances,  without  the 
ironounced  hour-to-hour,  dose-to-dose,  peak- 
nd-valley  fluctuations  in  activity  levels  which 
haracterize  other  tetracyclines. 


long  retained 

DECLOMYCIN  Demethylchlortetracycline  retains 
significant  activity  levels,  up  to  48  hours  after 
the  last  dose  is  given.  At  least  a full,  extra  day 
of  positive  antibacterial  action  may  thus  be  con- 
fidently expected.  One  capsule  four  times  a day, 
for  the  average  adult  in  the  average  infection,  is 
the  same  as  with  other  tetracyclines  - but  the 
total  dosage  is  lower  and  the  duration  of  anti- 
infective  action  is  longer. 


(1)  Oxytetracycline.  (2)  Chlortetracycline.  (3)  Tetracycline. 


'ROTECTION  AGAINST  PROBLEM  PATHOGENS  PROTECTION  AGAINST  RECURRENCE 


f 


■ higher  activity/intake  ratio— positive  antibacterial  action 

■ sustained  activity  levels— protection  against  problem  pathogens 

■ up  to  two  extra  days'  activity— protection  against  recurrence 

CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage:  Average  infections  — 1 
capsule  four  times  daily.  Severe  infections  — Initial  dose  of  2 capsules,  then  1 
capsule  every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  calibrated,  plastic  dropper. 
Dosage:  1 to  2 drops  (3  to  6 mg.)  per  pound  body  weight  per  day— divided  into  4 doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored),  bottles  of  2 and  16  fl.  oz. 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day  — divided  into  4 doses. 


PRECAUTIONS:  As  with  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to  sun- 
light has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing 
therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other 
antibiotics.  The  patient  should  be  kept  under  observation. 


u 


LED  E RLE  LABORATORIES,  a Division  of  AMERICAN  CYAN  AM  ID  COM  PAN  Y.  Pearl  River,  New  York 


for  the 

added  measure 
of  protection 
in  clinical 
practice 
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for  acute 


The  Original  Tetracycline  Phosphate  Complex  u s-  no.  2,791,609 


effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  vork 

DIv,  of  Bristol-Myers  Co. 


SUPPLY:  TtTKEX  Capsules -lelracycline  phosphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  ol  16  and  100. 

TETRIX  Syrup -tetracycline  (ammonium  polyphosphate 
liullerod)  syrup-equivalent  to  125  mg.  tetracycline  HCI 
.activity  per  5 ml.  teaspoontul.  Bottles  ol  2 II.  or.  and  1 pint. 
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in  common 
Gram-positive 
infections 
due  to 
susceptible 
organisms 

YOU  CAN 


COUNT  ON 


(triacetyloleandomycin) 


even 
in  many 
resistant 
Staph* 


1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show: 

94.3%  effectiveness  in  respiratory  infections  (617  cases 
including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho- pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (goo 
cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 
cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  includ- 
ing fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 

95.6%  of  1,928  cases  free  of  side  effects-in  the  remain- 
ing 4.4%,  reactions  were  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

*ln  884  of  1,928  cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose— 250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY:  TAO  CAPSULES-250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION -125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS— 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS - 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TAO®-AC  {Tao,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfasl-tablets,  bottles  of  60.  Oral  Suspension— 60  cc.  bottles. 

For  nutritional  support  VITERR/^  Vitamins  and  Minerals 

Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being'”^  , 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


lUNUUISE 


Each  Kanulase  tablet  contains  Dorase? 
320  units, combined  with  pepsin,  N.F., 
150  mg,;  glutamic  acid  HCI,  200  mg.; 
pancreatin,  N.F.,500mg. ; ox  bile  extract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


■KPOaeCV  0»ANO  OP  CCkLULAtC.  OPMCfICO  A*  OlOCITiVC  Activity  UNtt« 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


Fortunately  for  the  patient's  morale — often  all 
that  is  necessary  when  you  want  to  prescribe  a 
regimen  to  reduce  serum  cholesterol  is  to . . . 

1 . control  the  amount  of  calories  and  the  type  of 
dietary  fat . . . and 

2.  make  a simple  modification  in  the  method  of 
food  preparation,  using  poly-unsaturated 
vegetable  oil  in  place  of  saturated  fats 

Obviously,  in  any  special  diet,  the  fewer  required 
changes  in  the  patient’s  eating  habits,  the  more 
likelihood  there  is  that  the  patient  will  adhere  to 
the  prescribed  diet. 


After  adjusting  total  fat  and  calorie  intake,  the  sii 
pie  replacement  of  saturated  fats  (those  used  at  tlj 
table  and  in  cooking)  with  poZi/-unsaturated  Wessd 
makes  possible  a most  subtle  dietary  change,  yj 
conforms  completely  to  therapeutic  requiremenll 
Uniformity  you  can  depend  on.  Wesson  has  | 
poly-unsaturated  content  better  than  50%.  Only  tlj 
lightest  cottonseed  oils  of  high  iodine  numb' 
are  selected  for  Wesson  and  no  significant  varii 
tions  in  standards  are  permitted  in  the  22  exactir 
specifications  required  before  bottling. 

Wesson  satisfies  the  most  exacting  appetite 
To  be  effective,  a diet  must  be  eaten  by  the  patier 

i 


Wesson  is 
poly-unsaturated . . . 
never  hydrogenated 


e majority  of  housewives  prefer  Wesson  particu- 
ly  by  the  criteria  of  odor,  flavor  (blandness)  and 
titness  of  color.  (Substantiated  by  sales  leadership 
' 59  years  and  reconfirmed  by  recent  tests  against 
next  leading  brand  with  brand  identification 
loved,  among  a national  probability  sample.) 

dy-unsaturated  Wesson  is  unsurpassed 
any  readily  available  brand,  where  a 
getable  (salad)  oil  is  medically 
commended  for  a cholesterol  depres- 
nt  regimen. 


WESSON'S  IMPORTANT  CON*STITU ENTS 

Wesson  is  100%  cottonseed  oil  . . . winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly  unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated) 16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated— completely  salt  free 


Free  Wesson  recipes  for  delicious  main  dishes,  desserts  and  salad  dressings 
are  available  for  your  patients.  Request  quantity  needed  from  The  Wesson 
People,  Dept.  N,  210  Baronne  St.,  New  Orleans  12,  La. 


acetylsalicylic  acid  (300  mg.)  and  chlormezanone  (50  mg.) 


Tablets 


a broad  spectrum 
non-narcotic  analgesic 


Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^  ® 
and  quiets  the  psyche.^’^  ® '^ 


number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a seri^  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,®  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®’®  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain ->>  tension —>  spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as;  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 


minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [Trancopal^  brand].  Bottles  of  100  and  1000. 


References:  1.  DeNyse,  D.  L.:  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz,  S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3.  Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct,,  1958.  6.  Mullin,  \V.  G.,  and  Epifano,  l.eonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  19.59.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  L.ahoratories.  9.  Hergesheimer,  E.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  pr.actice,  to  he  submitted. 


The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 


Dosage 


for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 


Tablets  / non-narcotic  analgesic 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  rcg.  U.  S.  Pat.  Off. 
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WHY  IS  SPEEDIER  SPERMICIDAL  ACTION  IMPDRTANT?^ 

Because  a swift-acting  spermicide  best  meets  the  variables  of  spermatozoan  activity. 


Lanesta  Gel,  "...found  to  immobilize  human  sper- 
matozoa in  one-third  to  one-eighth  the  time  required 
by  five  of  the  leading  contraceptive  products  currently 
available  . . thus  provides  the  extra  margin  of 
assurance  in  conception  control.  The  accelerated 
action  of  Lanesta  Gel  — it  kills  sperm  in  minutes  in- 
stead of  hours  — may  well  mean  the  difference 
between  success  and  failure. 

* Berherian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A.  168:2237 
(Dec.  27)  1938. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 
of  up  to  1:4,000.  Spermicidal  action  is  greatly  accel- 


erated by  the  addition  of  10%  NaCl  In  ionic  form. 
Ricinoleic  acid  facilitates  the  rapid  inactivation  and 
immobilization  of  spermatozoa  and  sodium  lauryl 
sulfate  acts  as  a dispersing  agent  and  spermicidal 
detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Supplied:  Lanesta  Exquiset  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 
Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies. 

Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  Distributed  by  George  A.  Breon  & Co.,  New  York  18,  N.  Y. 


A product 
of  Lanteen® 
research.  ^ 
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hastens  recovery 

Geigy 


It  is  always  wise  to  recognize  that  depres- 
sion may  be  an  underlying  factor. ..that 
Tofranil  may  speed  recovery  in  "hypochon- 
driasis”; in  convalescence  when  recovery 
is  inexplicably  prolonged;  in  chronic  illness 
with  dejection;  in  the  menopausal  patient 
whose  emotional  disturbances  resist 
hormone  therapy;  and  in  many  other  com- 
parable situations  in  which  latent  depres- 
sion may  play  a part. 

Detailed  Literature  Available  on  Request. 

Tofranil®,  brand  of  imipramine  hydrochloride, 
tablets  of  25  mg.  Ampuls  for  intramuscular 
administration,  25  mg.  in  2 cc.  of  solution. 

Geigy,  Ardsley,  New  York 


whenever  depression 
complicates  the  picture 


Tofranil 

brand  of  imipramine  HCI 


In  ffiany  seemingly  mild  physical  disorders  i 
an  element  of  depression  plays  an  | 

insidious  etiologic  or  complicating  role.  ^ 

■I 

Because  of  its  efficacy  as  an  antidepres-  i 
sant,  coupled  with  its  simplicity  of  usage,  * 
' Tofranil  is  admirably  adapted  to  use  in  the  ^ 
t^home  or  office  in  these. milder  "depression- 1 
f complicated”  cases,  | 


Squibb  Vitamin-Minerals  for  Thl 


11  vitamins,  8 minerJ 
clinically-formulated  and  poterl 
protected  to  provi 

enough  nutritional  supft 
to  do  some  grl 


with  vitamins  T 

Theragl 

also  avail!  i; 


Tfieragran  Li 
Theragran  Ju 


Theragran  products  do  not  contain  folic;^ 
1-41  a list  of  the  above  references  wiil  be  supplied  on  r 


Squibb  Quality— the  Priceless  Ingrs"^ 


in  infectious  disease 
in  arthritis'’’  '’^ 
in  hepatic  disease^’^ 
in  malabsorption  syndrome'-’ 
in  degenerative  disease^-’-'*- 
in  cardiac  disease 

in  dermatitis 
in  peptic  ulcer*- 
in  neuroses  & psychiatric  disorders 
in  diabetes  mellitus*'-*’- 
in  alcoholism*-”-”' 
in  ulcerative  colitis'*^ 
In  osteoporosis-’- 
in  pancreatit 
in  female  climacteric 


Patients  with  chronic  disease  deser 
the  nutritional  support  provided 


THERAGRAN'^IS  a SQUiSa  trademark 


the  complaint: 

the  diagnosis:  any  of  several  nonspecific  and  functional 
gastrointestinal  disorders  requiring  relief  of  symptoms 
by  sedative-antispasmodic  action  \with  concomitant 
digestive  enzyme  therapy. 

the  prescription:  a new  formulation  incorporated  in 
an  enteric-coated  tablet,  providing  the  multiple  actions 
of  widely  accepted  Donnatal®  and  Entozyme.® 

the  dosage:  two  tablets  three  times  a day,  or  as  in- 
dicated. 


in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  gr.) 8.1  mg. 

Pepsin,  N.  F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F 300  mg. 

Bile  salts 150  mg. 


a nt  i s pa  s m od  i c • sedative  • digestant 


A.  H.  ROBINS  COMPANY,  INCORPORATED 


RICHMOND  20,  VIRGINIA 


For  the  patient  who  requires  steroids 

PABALATE-HC 

Pabalate  with  Hydrocortisone 

In  each  light  blue  enteric-coated  PABALATE-HC  tablet: 


Hydrocortisone  2.5  mg. 

Potassium  salicylate  (5  gr.) 0.3  Gm. 

Potassium  para-aminobenzoate  (5  gr.) 0.3  Gm. 

Ascorbic  acid 50.0  mg. 


1.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


therapy 

PABALATE*  M 


COMBINING  MUTUALLY  SYNERGISTIC  NON-STEROID  ANTIRHEUMATICS 

“superior  to  aspirin”  — ".  . . evidence  seems  to  indicate  that 
the  concurrent  administration  of  para-aminobenzoic  and  sali- 
cylic acid  [as  in  Pabalate]  produces  a more  uniformly  sus- 
tained level  for  prolonged  analgesia  and,  therefore,  is  superior 
to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.” ^ 

In  each  yellow  enteric-coated  PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 0.3  Gm. 

Sodium  para-aminobenzoate  (5  gr.) 0.3  Gm. 

Ascorbic  acid 50.0  mg. 

For  the  patierif  wtio-  shciuld  a¥©i'Ci  socJi'um 

FABALATE-SODlIJi^  FFEE 

Same  formula  as  Pabalate,  with  sodium  salts  replaced  by  potassium  salts  (pink) 


Pain  Reliever 


Professional  confidence  in  the  uniformity, 
potency  and  purity  of  Bayer  Aspirin  is  evi- 
denced by  ever  increasing  recommendation. 
Bayer  Aspirin  is  the  most  widely  accepted 
brand  of  analgesic  the  world  has  ever  known. 

We  welcome  your  requests  for  samples 
of  Bayer  Aspirin  and  Flavored  Bayer  Aspirin 
for  Children. 


THE  0AYCR  COMPANY.  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  1$.  N.V.' 


Hydroflumethiazide 


Reserpine 


Pro tovera trine  A 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — a tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Proloveratrine  A — a centrally  mediated 

vasorelaxant 0.2  mg. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 


BRISTOL  LABORATORIES  • Syracuse,  New  York 
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to 

contain 

the 

bact  eria-prone 
cold 


/ safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin 
125  mg.  This  is  the  URI  antibiotic,  clinically  effective 
1 against  certain  antibiotic-resistant  organisms, 

) fast  decongestion 

[ Triaminic®,  25  mg.,  three  active  components  stop  run- 
ning noses.  Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent 
to  aspirin  300  mg.  This  is  the  freely-soluble  calcium 
aspirin  that  minimizes  local  irritation,  chemical  erosion, 
\ gastric  damage.  High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common 
cold  (malaise,  headache,  muscular  cramps,  aches  and 
pains)  especially  when  susceptible  organisms  are  likely 
to  cause  secondary  infection.  Usual  adult  dose  is  2 Inlay- 
Tabs,  q.i.d.  In  bottles  of  50.  R only.  Remember,  to  con- 
tain the  bacteria-prone  cold... TAIN. 

f 

SMITH-DORSEY  • LINCOLN,  NEBRASKA 

a division  of  The  Wander  Company 


supervision  and  companionship 

arc  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  arc  always  nearby. 


ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


uarneioacK  nuap 


5055  North  34th  Street 
CRestwood  7-7431 
PHOENIX,  ARIZONA 
OnO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  MEDICAL  DIRE 
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get  a full  200-ma  with  your  Patrician  combination 


When  anatomical  motion  threatens  to  blur  ra- 
diographs, the  200-ma  Patrician  can  answer 
with  extreme  exposure  speed,  twice  that  of  any 
100-ma  installation.  Film  images  show  im- 
proved diagnostic  readability  . . . retakes  are 
fewer.  And  you’ll  find  the  G-E  Patrician  is  like 
this  in  everything  for  radiography  and  fluoro- 
scopy: built  right,  priced  sensibly,  uncompro- 
mising in  assuring  you  all  basic  professional 
advantages.  Full-size  81"  table  . . . independ- 
ent tubestand  . . . shutter  limiting  device  . . . 
automatic  tube  protection  . . . counterbalanced 
fluoroscope,  x-ray  tube  and  Bucky  . . . full- 
wave  x-ray  output. 

You  also  can  rent  the  Patrician- 

through  G-E  Maxiservice®  x-ray  rental  plan. 
Gives  you  the  complete  x-ray  unit,  plus  main- 
tenance, parts,  tubes,  insurance,  local  taxes  — 
everything — for  one,  uniform  monthly  fee.  Get 
details  from  your  local  G-E  x-ray  representa- 
tive listed  below. 


7h)gress  h Our  Most  Important  Product 

GENERAL^  ELECTRIC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 


benzthiazide 

NaClex 


a new  molecule 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


A.  H.  Robins  announces  NaClex,  a potent,  oral,  non- 
mercurial diuretic.  NaClex  is  a new  molecule,  desig- 
nated benzthiazide.  Its  unique  chemical  structure 
produces  a “pronounced  increase  in  diuretic  potency”^ 
over  many  older  diuretics.  NaClex  also  has  antihy- 
pertensive properties,  and  it  enhances  the  activity  of 
other  antihypertensive  drugs. 


in 

diuresis 


salt  removal 
is  still  the 
fundamental 
objective 


As  salt  goes,  so  goes  edema 


A fundamental  principle  of  diuresis  is  that  “increased 
urine  volume  and  loss  of  body  weight  are  proportional 
to  and  the  osmotic  consequences  of  loss  of  ions.”^  New 
NaClex  helps  reduce  edema  through  the  application 
of  this  basic  principle. 

Apparently  functioning  in  the  proximal  renal  tubules, 
NaClex  strictly  limits  the  reabsorption  of  sodium  and 
chloride  ions.  To  maintain  the  essential,  subtle  balance 
between  salt  and  water,  the  body’s  homeostatic  mech- 
anism reponds  to  this  loss  of  ions  by  allowing  an 
increased  excretion  of  excessive  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads 
directly  to  the  reduction  of  edema. 

How  potent  is  benzthiazide? 

Compared  tablet  for  tablet  with  oral  diuretics  now 
available,  NaClex  is  unsurpassed  in  potency.  Milli- 
gram for  milligram,  it  has  achieved  optimum  diuresis 
in  pharmacologic  studies  at  1 /20  the  dose  required 
for  chlorothiazide. 

What  are  the  major  diuretic  indications  for  NaClex? 
NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  condi- 
tions such  as  congestive  heart  failure,  cirrhosis  of  the 
liver,  chronic  renal  diseases  (including  nephrosis), 
premenstrual  tension,  toxemia  of  pregnancy,  and 
obesity.  Edema  of  local  origin  and  that  caused  by 
steroids  may  also  benefit. 

To  what  extent  is  NaClex  useful  in  hypertension? 
NaClex  has  definite  antihypertensive  properties,  and 
may  be  used  alone  in  mild  hypertension.  In  severer 
cases  it  may  be  used  with  other  antihypertensive 


drugs,  potentiating  them  and  permitting  their  use  at 
lower  dosage.  In  hypertension  with  associated  water 
retention,  NaClex  is  of  twofold  value.  It  may  be 
prescribed  for  congestive  heart  failure  as  an  ancillary 
measure  to  digitalis. 

Is  potassium  excretion  a problem  with  NaClex? 

In  short-term  therapy,  excessive  potassium  excretion 
is  unlikely.  In  the  eflfective  dose  range,  potassium  loss 
varies  from  Ye,  to  Yz  that  of  sodium.  Naturally,  the 
ratio  of  these  ions  depends  on  the  rate  at  which 
excess  sodium  stores  are  depleted,  and  whether  salt 
intake  is  restricted. 

Can  NaClex  and  mercurials  be  given  concurrently? 
Yes.  When  so  employed,  NaClex  may  increase  the 
efficacy  of  mercurials.  But  NaClex  alone  is  often 
effective  enough  to  eliminate  the  need  for  parenteral 
mercurial  administration.  Also,  NaClex  may  be  effec- 
tive in  cases  when  mercurials  are  not. 

Supply t Available  in  yellow,  scored  50  mg.  tablets. 

ReJ'cTCllCes:  l.  Ford,  R.  V.,  Cur.  Thcrap.  Res.,  2:51, 
1960.  2.  Pitts,  R.  F.,  Am.  J.  Med.,  24:745,  1958. 

For  complete  dosage  schedules,  precautions,  or  other  informa- 
tion about  new  NaClex,  please  consult  basic  literature, 
package  insert,  or  your  local  Robins  representative,  or  write 
to  A.  H.  Robins  Co.,  Inc.,  Richmond,  J'a. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 
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an  antibiotic  improvem 
designed  to  provide 
greater  therapeutic  effectiveness 


fioir 

m--m  Putvutes 

Ilosotie 


(propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure  to  gastric 
juice  (pH  1.1)  for  forty  minutes.^  This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Ilosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections — with 
a reassuring  record  of  safety.^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  et  al.:  J.  Am.  Pharm.  A.  (Sclent.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  et  al.;  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  e(  al.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol.  & Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Natural  History  of  Thyroid  Carcinoma* 


Stuart  Lindsay,  M.D. 

Department  of  Pathology 
University  of  California  School  of  Medicine 
San  Francisco,  California 


1 

t\  LTHOUGH  the  prevalence  and  incidence  of 
carcinoma  of  the  thyroid  gland  are  low  when 
compared  to  other  types  of  human  neoplasms, 
thyroid  carcinoma  probably  has  a wider  spec- 
trum of  growth  and  varying  biologic  character- 
istics than  do  most  other  malignant  human  neo- 
plasms. There  is  both  clinical  and  experimental 
evidence  that  thyroid  carcinoma  is  the  result  of 
hormonal  stimulation  of  the  thyroid  gland,  and 
also  that  thyroid  carcinoma  is  probably  subject 
to  biologic,  endocrine  control  by  the  organism. 
The  dependent  nature  of  some  thyroid  carcino- 
mas is  important  in  their  clinical  management. 

The  data  presented  here  were  derived  from  a 
study  of  293  patients  observed  at  the  University 
of  California  Hospital  from  1920  through  1954 
(1).  The  results  of  this  study  would  seem  to 
have  some  bearing  on  the  choice  of  therapy  in 
thyroid  carcinoma.  As  part  of  a continuing  study 
of  thyroid  carcinoma  at  this  hospital,  certain 
preliminary  data  from  a survey  of  1,211  cases  of 

“PresenU'd  at  the  8th  Annual  Cancer  Seminar,  Arizona  Division, 
American  Cancer  Society,  Phoenix,  Ariz.,  Jaimary  14-16,  1960. 


thyroid  carcinoma  from  the  California  Tumor 
Registry  will  be  cited  as  pertaining  to  the  eval- 
uation of  therapy  in  this  disease(2). 

Carcinoma  of  the  thyroid  gland  is  predomi- 
nantly a disease  of  females,  occurring  with  a 
ratio  of  over  4:1.  The  disease  occurs  at  all  ages 
but  peak  incidences  of  tlie  time  of  onset  of  goi- 
ter are  found  in  the  20  to  30  and  in  the  50  to  60 
year  age  groups.  When  calculated  from  the  time 
of  onset  of  carcinoma,  peak  incidences  are  found 
in  the  30  to  40  and  in  the  50  to  60  year  age 
groups.  There  are  proportionately  higher  per- 
centages of  males  in  the  first,  third  and  seventh 
decades.  When  the  age  incidence  of  each  of  the 
tliree  types  of  thyroid  carcinoma  is  studied  sep- 
arately, papillary  carcinoma  is  found  to  occur 
at  all  ages,  with  a peak  incidence  in  the  20  to  25 
year  age  group.  Follicular  carcinoma  is  also 
found  in  all  age  groups  with  a peak  incidence 
in  the  50  to  55  year  age  group.  Howe\cr,  ana- 
plastic carcinoma  is  mainly  a disease  of  older 
individuals  appearing  in  the  majority  of  jialicnts 
past  the  age  of  50  years. 
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A classification  of  thyroid  neoplasms  is  shown 
in  Table  I.  There  are  probably  two  basic  types 
of  thyroid  carcinoma,  papillary  and  follicular. 
As  the  names  indicate,  papillary  carcinoma  is 
characterized  by  varying  degrees  of  papillary 
formation  in  the  neoplasm  and  often  by  the 
presence  of  calcific  psammoma  bodies;  follicu- 
lar carcinoma  is  characterized  mainly  by  the 
formation  of  thyroid  follicles. 

TABLE  I 

CLASSIFICATION  OF  THYROID  NEOPLASMS. 

I.  Benign 

A.  Papillary  adenoma 

B.  Follicular  adenoma 

1.  Trabecular 

2.  Macro  or  microfollicular 

3.  Spindle  cell 

II.  Malignant 

A.  Papillary  carcinoma 

B.  Follicular  carcinoma 

C.  Anaplastic  carcinoma 

D.  Miscellaneous 

1.  Malignant  lymphoma 

2.  Fibrosarcoma 

Three  subgroups  of  follicular  carcinoma  have 
been  recognized  in  our  studies: 

1)  Follicular  variant  of  papillary  carcinoma. 
Many  thyroid  carcinomas  of  this  type  have  few, 
if  any,  papillary  structures,  although  such  a pat- 
tern may  be  observed  in  the  metastases.  The 
follicular  variant  of  papillary  carcinoma  consists 
of  cells  with  characteristic  pale,  opaque,  rela- 
tively large  nuclei  identical  to  those  of  thyroid 
carcinoma  with  a predominantly  papillary  pat- 
tern. Our  studies  have  shown  that  this  form  of 
follicular  carcinoma,  cytologically  resembling 
papillary  carcinoma,  has  a natural  history  iden- 
tical to  that  of  papillary  carcinoma. 

2)  Localized  follicular  carcinoma.  These  neo- 
plasms appear  related  to  adenomas  and  have 
follicular  or  trabecular  patterns,  but  display  lo- 
cal vascular  or  capsular  invasion. 

3)  Invasive  follicular  carcinoma.  This  type  of 
carcinoma  may  originate  from  pre-existing  fol- 
licular adenomas,  although  as  a rule,  the  origin 
may  not  be  demonstrable  in  such  benign  struc- 
tures. Included  in  this  group  of  invasive  folli- 
cular carcinomas  are  medullary  or  solid  carci- 
nomas described  by  Hazard  et  al.(3),  and  char- 
acterized by  the  presence  of  amyloid  in  the 
stroma  of  the  neoplasm. 

Anaplastic  carcinoma,  as  the  name  indicates, 
is  an  undifferentiated  form  of  thyroid  neoplasm 
displaying  little  or  no  follicular  formation.  Our 
studies  have  suggested  that  anaplastic  or  dedif- 
ferentiated carcinomas  of  the  thyroid  gland 
probably  originate  from  either  papillary  or  fol- 


licular carcinomas.  Table  II  shows  our  present 
concept  of  these  relationships.  The  highly  ma- 
lignant, giant-cell,  anaplastie  carcinoma  may  ap- 
pear late  in  the  course  of  papillary  carcinoma. 
In  some  instances  this  form  of  anaplastic  carci- 
noma may  have  an  epidermoid  component.  In 
our  studies  we  have  observed  carcinomas  which 
were  basically  papillary,  but  which  contained 
areas  of  anaplastic  giant  cell  carcinoma  either  in 
the  primary  neoplasm  or  in  lymph  node  metas- 
tases. This  finding  is  a poor  prognostic  sign. 
Conversely,  we  have  observed  residual  papillary 
areas  in  large,  rapidly  growing,  highly  malig- 
nant, anaplastic  giant  cell  carcinomas.  Medul- 
lary, spindle-cell  and  small  cell  carcinomas  seem 
related  histologically  and  cytologically  to  folli- 
cular rather  than  to  papillary  carcinoma,  as 
shown  by  Table  II. 

TABLE  II 

ORIGIN  OF  ANAPLASTIC  CARCINOMA. 
Papillary 

Giant  cell  carcinoma 
Epidermoid  carcinoma 
Large  cell  carcinoma 

Follicular 

Medullary  carcinoma 
Spindle  cell  carcinoma 
Small  cell  carcinoma 

Comparison  of  patterns  of  neoplastic  thyroid 
tissue  observed  at  autopsy  with  the  original  sur- 
gical specimens,  shows  distinct  trends  toward 
dedifferentiation  and  anaplasia  at  the  end-stage 
of  the  disease  when  compared  to  its  beginning. 

Sloan(4)  has  speculated  upon  the  origin  of 
anaplastic  carcinomas,  and  noted  the  old  age 
level  at  which  these  lesions  usually  occur.  He 
also  observed  a large  number  of  patients  with 
pre-existing,  slowly  growing  neoplasms  sudden- 
ly showing  rapid  growth  due  to  the  develop- 
ment of  giant  cell  carcinoma;  he  also  recorded 
the  finding  of  differentiated  and  undifferentia- 
ted patterns  in  the  same  neoplasm.  More  re- 
cently, FrazeU  and  Foote(5)  have  also  indicated 
“that  long  standing  tumors  might  be  expected 
to  accelerate  their  invasive  properties  after  years 
or  decades  of  relative  quiescence.” 

The  study  of  patterns  of  growth  of  thyroid 
carcinomas  is  of  considerable  interest  and  im- 
portance. Vascular  invasion  is  common,  occur- 
ring in  15  per  cent  of  papillary  carcinomas,  55 
per  cent  of  follicular  carcinomas,  and  in  48  per 
cent  of  anaplastic  carcinomas.  Approximately 
the  same  percentage  of  patients  with  papillary 
and  anaplastic  carcinomas  eventually  had  distant 
metastases.  However,  less  than  half  of  this  per- 
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centage  of  patients  with  follicular  carcinoma 
eventually  developed  inetastases  to  distant  sites. 
Invasion  of  lymphatic  channels  adjacent  to  the 
primary  neoplasm  was  found  in  28  per  cent  of 
papillary  carcinomas,  in  11  per  cent  of  follicular 
carcinomas  and  in  8 eight  per  cent  of  anaplastic 
carcinomas. 

In  our  study,  30  per  cent  of  the  patients  with 
papillary  carcinoma  had  involvement  of  both 
thyroid  lobes,  resulting  from  invasion  from  the 
site  of  origin  to  the  opposite  lobe  through  lym- 
phatic channels.  Since  not  all  patients  in  this 
study  had  been  subjected  to  bilateral  lobectomy, 
a higher  incidence  of  bilateral  involvement 
would  be  expected  if  both  lobes  were  exam- 
ined. Indeed,  Clark  et  al. (6)  have  observed  an 
incidence  of  88  per  cent  of  bilateral  involvement 
in  papillary  carcinoma.  Of  the  follicular  carci- 
nomas in  our  study,  21  per  cent  involved  both 
lobes;  all  of  these  were  of  the  invasive  type.  Lo- 
calized follicular  carcinoma  by  definition  was  a 
unilateral  disease.  Of  the  anaplastic  carcinomas, 
60  per  cent  were  bilateral.  Unlike  papillary  car- 
cinomas, follicular  and  anaplastic  carcinomas  in- 
vaded the  opposite  lobe  by  direct  and  massive 
extension  rather  than  by  lymphatic  permeation. 
The  high  incidence  of  bilateral  involvement  in 
thyroid  carcinoma  would  seem  a clear  indica- 
tion for  total  thyroidectomy. 

Eventually  growth  of  the  neoplasm  within  the 
thyroid  gland  was  followed  by  invasion  beyond 
the  thyroid  capsule.  This  occurred  in  31  per  cent 
of  the  papillary  carcinomas,  21  per  cent  of  the 
follicular  carcinomas  and  92  per  cent  of  the  ana- 
plastic carcinomas.  Extraglandular  invasion  in 
thyroid  carcinomas  may  occur  at  any  age,  but  is 
relatively  more  common  in  the  older  age  groups. 
However,  this  cannot  be  accounted  for  by  long- 
er duration  of  the  disease  in  older  individuals, 
since  there  seems  to  be  no  significant  difference 
in  duration  of  disease  with  or  without  extra- 
glandular  invasion  at  the  time  of  the  first  oper- 
ation. 

Metastases  in  regional  lymph  nodes  are  ex- 
tremely common  in  thyroid  carcinoma.  A sum- 
mary of  the  incidence  of  early  and  late  regional 
lymph  node  metastases  in  patients  from  the  Uni- 
versity of  California  Hospital  is  shown  in  Table 
HI.  An  incidence  of  lymph  node  metastases  in 
papillary  carcinoma  was  observed  in  47  per  cent 
of  patiepts  at  tbe  Mayo,Clinic(7).  A much  high- 
er incidence  of  lymph  node,  metastases  in  papil- 


lary carcinoma  ( 84  per  cent ) was  observed  when 
the  lymph  nodes  were  examined  routinely  ( 8 ) . 


TABLE  III 


METASTASES 

IN  REGIONAL 

LYMPH 

NODES 

Early 

Late 

Total 

Papillary 

44% 

14% 

58% 

Follicular 

25% 

10% 

35% 

Anaplastic 

52% 

16% 

68% 

In  comparing  the  incidence  of  early  regional 
lymph  node  metastases  in  each  of  the  three  sub- 
groups of  follicular  carcinoma,  the  incidence  of 
lymph  node  metastases  in  the  follicular  variant 
of  papillary  carcinoma  is  identical  with  that  ob- 
served in  papillary  carcinoma.  Metastases  to  re- 
gional lymph  nodes  occurred  in  only  one  case 
of  localized  follicular  carcinoma. 

Of  our  patients  with  papillary  carcinoma,  34 
per  cent  had  metastases  in  the  ipsilateral  cervi- 
cal lymph  nodes,  whereas  in  11  per  cent  contra- 
lateral cervical  lymph  nodes  were  involved.  Ap- 
proximately half  of  these  latter  patients  had  bi- 
lateral involvement  of  the  thyroid  gland.  In  eight 
per  cent  of  patients  with  papillary  carcinoma, 
metastases  were  bilateral. 

A study  of  the  location  of  lymph  node  metas- 
tases shows  that  these  were  found  most  com- 
monly in  nodes  closest  to  the  thyroid  gland. 
When  the  nodes  immediately  adjacent  are  clin- 
ically involved,  microscopic  involvement  of  more 
distant  nodes  then  as  a rule  is  demonstrable.  A 
similar  location  of  involved  cervical  lymph  nodes 
was  described  by  Frazell  and  Foote(9).  Lymph 
node  involvement  in  papillary  carcinoma  occurs 
at  all  ages,  although  a higher  proportion  of  pa- 
tients in  the  younger  age  groups  displays  such 
lymph  node  involvement.  In  follicular  carcino- 
ma, metastases  in  regional  lymph  nodes  are  un- 
common but  occur  at  all  ages. 

Local  recurrence  of  thyroid  carcinoma  follow- 
ing operation  was  found  in  12  per  cent  of  pa- 
tients with  papillary  carcinoma,  in  20  per  cent 
of  patients  with  follicular  carcinoma  and  in  40 
per  cent  of  those  with  anaplastic  carcinoma.  Of 
the  patients  with  papillary  and  follicular  carci- 
noma with  local  recurrence,  50  and  55  per  cent 
resjiectively  are  dead  of  the  disease.  Of  the  pa- 
tients with  locally  recurrent  anaplastic  carcino- 
ma, 80  per  cent  have  died  of  thyroid  carcinoma. 
In  all  instances  these  deaths  resulted  from  local 
respiratory  obstruction  with  or  without  local 
hemorrhage.  Of  the  cases  of  papillary  and  fol- 
licular carcinoma,  some  patients  had  less  than 
bilateral  or  total  thyroidectonn'.  A lore  radical 
removal  of  the  thvroid  gland  should  iire\-ent 
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such  local  recurrence  which  has  a high  mortality. 

Distant  metastases  in  thyroid  carcinoma  rare- 
ly occur  before  the  age  of  40  to  50  years.  This  is 
in  contrast  to  regional  lymph  node  metastases 
which  occur  in  a higher  proportion  of  younger 
individuals. 

Comparison  of  the  incidence  of  distant  metas- 
tases from  thyroid  carcinoma  in  patients  with 
and  without  demonstrable  lymph  node  metas- 
tases shows  no  significant  differences  between 
the  two  groups.  This  finding  may  suggest  that 
distant  metastases  do  not  originate  from  regional 
lymph  node  metastases,  but  probably  originate 
from  the  primary  neoplasm  in  the  thyroid  gland. 
However,  it  should  be  noted  that  patients  with 
demonstrable  lymph  node  metastases  had  had 
these  involved  lymph  nodes  removed  surgically, 
thus  accounting  for  the  lack  of  significant  dif- 
ference in  the  incidence  of  distant  metastases  in 
the  two  groups  of  patients. 

Cumulative  survival  rates  calculated  by  the 
methods  of  Berkson  and  Gage  (10)  and  Merrell 
and  Shulman(ll)  showed  no  significant  differ- 
ences in  survival  of  patients  with  papillary  and 
follicular  carcinoma  at  10  and  20  years  after  on- 
set. Both  types  of  carcinoma  showed  higher  sur- 
vival rates  as  compared  to  that  of  patients  with 
anaplastic  carcinoma.  Similar  differences  in  sur- 
vival rates  were  also  found  after  the  time  of 
operation.  Comparison  of  cumulative  survival 
rates  of  the  three  subgroups  of  follicular  carci- 
noma showed  no  significant  differences  between 
the  follicular  variant  of  papillary  carcinoma  and 
localized  follicular  carcinoma  at  10  and  20  years 
after  onset.  However,  the  survival  rates  of  pa- 
tients with  these  two  forms  of  follicular  carci- 
noma were  significantly  higher  than  those  with 
invasive  follicular  carcinoma  at  10  and  20  years. 
Similar  differences  in  survival  rates  were  found 
between  these  three  subgroups  of  follicular  car- 
cinoma, when  calculated  from  the  time  of  oper- 
ation. 

Despite  the  belief  that  thyroid  carcinoma  is 
rarely  fatal,  this  study  has  shown  that  65  of  the 
293  patients  (22  per  cent)  have  died  of  thyroid 
carcinoma  (papillary,  24,  follicular,  20,  and  ana- 
plastic, 21).  In  29  per  cent  of  these  patients, 
death  resulted  from  respiratory  obstruction.  The 
majority  of  deaths  from  all  forms  of  thyroid  car- 
cinoma occurred  after  the  age  of  40,  only  six 
patients  died  before  age  40.  Although  the  inci- 
dence of  papillary  carcinoma  is  higher  in  the 


younger  age  groups,  only  five  patients  with 
papillary  carcinoma  have  died  before  the  age  of 
50.  Significantly  more  males  than  females  died 
of  papillary  carcinoma.  There  was  no  significant 
difference  in  the  number  of  deaths  in  males  and 
females  from  follicular  and  anaplastic  carcinoma. 

Although  eventually  fatal,  thyroid  carcinoma 
is  compatible  with  long  periods  of  survival,  even 
in  the  presence  of  distant  metastases.  One  pa- 
tient with  papillary  carcinoma  in  this  study  sur- 
vived over  35  years  from  the  onset  of  the  dis- 
ease, and  two  patients  with  follicular  carcinoma 
survived  between  40  and  50  years  from  onset. 
The  majority  of  patients  with  anaplastic  carci- 
noma showed  considerably  shorter  survival,  al- 
though a few  with  small  cell  anaplastic  carci- 
nomas have  shown  survival  over  15  years  after 
onset. 

Based  on  this  study  of  the  natural  history  of 
thyroid  carcinoma,  some  proposals  for  the  sur- 
gical therapy  of  the  disease  may  be  made.  Be- 
eause  of  the  high  incidence  of  involvement  of 
both  thyroid  lobes  in  thyroid  carcinoma,  and 
because  of  frequency  (29  per  cent)  of  death 
from  local  respiratory  obstruction,  it  would  ap- 
pear that  total  thyroidectomy  should  be  per- 
formed. Exceptions  to  this  rule  would  include: 

1)  giant-cell  anaplastic  carcinoma,  which  does 
not  appear  curable  by  any  form  of  therapy,  and 

2)  localized  follicular  carcinoma,  which  in  our 
study  has  not  been  observed  to  spread  to  the 
opposite  lobe.  Such  localized  follicular  carcino- 
mas may  be  adequately  treated  by  total  lobec- 
tomy and  resection  of  the  isthmus. 

Because  of  the  high  incidence  of  metastases  to 
regional  lymph  nodes  in  this  and  other  studies, 
radical  removal  of  ipsilateral  cervical  lymph 
nodes  should  be  carried  out.  Our  studies  have 
shown  frequent  invasion  of  blood  vessels  and 
lymphatic  channels  between  involved  cervical 
lymph  nodes,  and  it  seems  obvious  that  such  tis- 
sue would  not  be  removed  by  simple,  local  re- 
moval of  cervical  lymph  nodes. 

The  results  of  this  study  further  suggest  the 
advisability  of  more  radical  therapy  in  males, 
particularly  those  with  papillary  carcinoma,  and 
in  all  patients  over  the  age  of  40,  when  thyroid 
carcinoma  appears  to  act  in  a more  aggressive 
fashion. 

Significant  statistical  evaluation  of  various 
forms  of  therapy  cannot  be  made  on  this  or 
other  similar  studies  of  patients  with  thyroid 
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carcinoma.  Comparison  of  survival  of  patients 
treated  by  various  forms  of  therapy  ineluding 
various  forms  of  surgieal  therapy  should  inelude 
eomparisons  of:  1)  histologie  types  of  eareino- 
ma,  2)  sex  of  patients,  3)  various  age  groups, 
4)  stages  of  disease,  ineluding  loealized  disease, 
regional  and  distant  metastases,  5)  type  of  op- 
eration, ineluding  loeal  excision,  total  thyroidec- 
tomy, radical  neck  dissection,  and  6 ) a followup 
of  well  over  20  years  following  surgery. 

An  attempt  at  such  a statistical  evaluation  of 
various  forms  of  therapy  in  thyroid  earcinoma  is 
now  being  made  at  the  University  of  California 
Hospitals(2).  The  study  is  based  on  1,211  eases 
eolleeted  by  the  California  Tumor  Registry.  One 
eonelusion  made  so  far  appears  signifieant.  Pa- 
tients with  thyroid  earcinoma  treated  by  surgery 
or  radiation  or  both  show  signifieantly  higher 
survival  rates  than  do  patients  with  thyroid  ear- 
einoma  who  have  not  been  treated.  This  finding 
should  offer  eneouragement  to  thyroid  surgeons, 
sinee  the  prolonged  course  of  many  patients 


with  thyroid  carcinoma  has  provoked  many 
questions  regarding  therapy  in  this  disease. 
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WYETH  LABORATORIES 
PEDIATRIC  RESIDENCY  FELLOWSHIPS 

Wyeth  Laboratories  announees  that  applications  are  now  being  accepted  for 
its  1961  Pediatric  Residency  Fellowships.  Closing  date  is  November  30,  1960. 

For  the  fourth  consecutive  year,  the  Philadelphia  pharmaceutical  manu- 
facturing firm  is  offering  20  of  the  two-year  grants  to  encourage  qualified 
doctors  to  pursue  postgraduate  resident  training  in  pediatrics.  Each  grant 
carries  an  annual  stipend  of  $2,400.  This  year’s  awards,  effective  July  1,  1961, 
will  be  announced  the  first  week  in  February. 
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El  Tratamiento  Actual  de  la  Hipertension 

Robert  W.  Wilkins,  M.D," 

Boston,  Massachusetts 


Traduccion  al  Espanol  por  el  Doctor 

Augusto  Ortiz 

Phoenix,  Arizona 


Me  parecio  bien  comenzar  La  discusion  con 
iin  repaso  de  los  antecedentes  en  el  tratamiento 
de  la  hipertension  antes  de  entrar  de  lleno  en 
la  discnsiofi  de  las  drogas  especificas  porqiie 
gran  parte  de  lo  que  hoy  estamos  haciendo  y 
definitivainente  mucho  de  lo  que  se  hacia  en  el 
pasado  varia  de  un  dia  para  otro  y las  drogas 
van  y vienen  pero  la  hipertension  perinanece. 
Al  inenos  esa  es  mi  filosofia:  la  hipertension  como 
la  ulcera  peptica  o la  colitis  y otra  enfermedades 
cronicas  a las  cuales  todos  estamos  predispues- 
tos  continuara  existiendo  como  un  problema 
clinico.  Por  lo  tanto,  con  la  venia  de  ustedes,  voy 
a repasar  el  fondo  filosofico  de  la  etiologia  y la 
patogenesis  de  esta  enfermedad,  relacionandola 
estrictamente  con  casos  clinicos  y a la  par  desli- 
gahdola  hasta  donde  fuera  posible  del  campo 
experimental  en  el  laborstorio. 

Permitanme  sugerirles  un  modo  de  clasificar 
la  hipertension  arterial  desde  el  punto  de  vista 
de  etiologia.  Como  ustedes  saben  tenemos  la  hi- 
pertension primaria  o esencial,  la  hipertension 
renal  o nefritica,  la  adrenal  y la  neurogenica,  la 
coarcatacion  de  la  aorta  y la  de  toxemias  gesta- 
tivas.  Quizas  existan  otras  formas  mas  raras  pero 

®ex-Presidente  de  la  Asociacion  Americana  de  Cardiologia, 
Profesor  y Presidente  del  Departamento  de  Medicina  de  la 
Escuela  de  Medicina  de  la  Universidad  de  Boston.  Trabajo 
presentado  en  el  tercev  Congreso  Anual  de  Cardiologia,  aus- 
piciado  por  la  Asociacion  de  Cardiologia  de  Arizona,  en  Phoenix, 
dniante  los  dias  29  y 30  de  enero  de  1960. 


siempre  que  vemos  un  enfermo  con  la  presion 
elevada  debemos  revisar  ligeramente  en  nuestras 
mentes  todas  estas  posibilidades.  Algunos  casos 
se  despachan  luego:  por  ejemplo,  la  coarctacion 
de  la  aorta.  La  hipertension  de  toxemia  gestativa 
no  hay  que  considerarla  nada  mas  que  an  la 
mitad  de  la  poblacion  y solo  cuando  hay  em- 
barazo. 

La  hipertension  primaria  o esencial  incluye 
todos  aquellos  casos  que  no  caben  dentro  de  uno 
de  los  otros  grupos;  es  un  grupo  que  abaraca 
todos  los  casos  que  no  podemos  diagnosticar 
despues  de  eliminar  las  otras  causas.  Vamos 
pues  a hablar  digeramente  de  esas  otras  causas. 
Cada  dia  nos  vamos  impresionando  mas  y mas 
con  la  frecuencia  de  padecimientos  nefriticos 
como  antecedentes  o concomitantes  en  los  ca- 
sos de  hipertension.  Generalmente  el  padecimi- 
ento  renal  es  bilateral  y se  manifiesta  en  la 
forma  de  pielonefritis,  enfermedad  muy  comiin 
si  se  hace  todo  el  esfuerzo  posible  por  diagnosti- 
carla  haciendo  si  fuera  menester  hasta  una  bi- 
opsia  del  rihon.  Desgraciadamente  en  la  myoria 
de  los  casos  la  enfermedad  es  bilateral.  Digo 
desgraciadamente  porque  hasta  hace  poco  (y 
esto  tambien  puede  cambiar)  nosotros  creiamos 
que  podiamos  aliviar  al  enfermo  con  hiperten- 
sion renal  unilateral  mediante  la  nefrectomia. 
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Ustedes  quizas  noten  en  mi  un  aire  de  escepti- 
cismo  en  cuanto  a la  sabisduria  de  someter  estos 
enfermos  a la  cirugia.  Mas  adelante  volvere  al 
asunto. 

En  la  liipertension  adrenal  tenemos  por  su- 
puesto  los  feoeromocitomas.  Estos  tumores  no 
son  dificiles  de  diagnosticar  si  pensamos  en  la 
posibilidad  de  six  existencia  y sobretodo  si  pos 
tomamos  el  trabajo  de  analizar  una  o dos  mues- 
tras  de  orinas  de  24  boras  para  la  excreeion  de 
las  cateeolaminas.  El  aldosteronismo  primario 
se  diagnosticaba  sin  dificultad  antes  de  que  se 
iisaran  los  diureticos  en  el  tratamiento  de  la  hi- 
pertension:  solo  bastaba  hacer  una  dosificacion 
serologiea  del  potasio.  Ahora  hay  que  reeurrir  a 
tecnicas  mas  difieiles.  Podriamos,  de  todos  mo- 
des, suspender  los  diureticos  y repetir  la  dosifi- 
cacion del  potasio  pero  hay  cases  en  que  el  po- 
tasio serologico  no  vuelve  a su  nivel  previo  an- 
tes de  que  transcurran  varias  semanas.  El  sin- 
drome  de  Cushing  se  ha  hecho  muy  familiar  des- 
de  que  los  medicos  hemos  estado  usando  las 
drogas  esteroideas.  La  frase  “sindrome  adreno- 
genital” no  se  refiere  a los  nines-  yo  no  se  nada 
de  endorcrinologia  pediatrica-  sino  a una  con- 
dicion  que  se  caracteriza  por  el  virilismo  con 
hiperplasia  difusa  de  las  adrenales  y con  hiper- 
tension.  El  diagnostico  de  este  sindrome  tambien 
es  facil  siempre  que  se  piense  en  la  posibilidad 
de  su  existencia.  Existen  otras  formas  de  hiper- 
tension  neurogenica  como  las  causadas  por  el 
mecanismo  de  Cushing  (el  mismo  Cushing  pero 
otra  enfermedad)  es  decir,  por  el  aumento  de  la 
tension  intracranial  como  en  el  caso  de  un  tumor 
intraranial.  De  vez  en  cuando  vemos  hiperten- 
sion  en  la  poliomielitis  en  casos  de  tabes  u otras 
mielopatias  raquideas  y en  algunos  casos  de  po- 
lineuritis.  En  estas  ultimas  condiciones  el  dolor 
intenso  explica  muchas  veces  la  existencia  de  la 
liipertension  que  viene  siendo  mas  bien  psicao- 
neurogenica  que  neurogencia.  La  hipertension 
de  la  coractacion  de  aorta  es  del  conocimiento 
de  ustedes  y no  nos  detendremos  en  la  discusion 
de  las  toxemias  del  embarazo  aunque  estos  casos 
no  dejan  de  ser  sumamente  interesantes. 

El  siguiente  paso  en  nuestra  discusion  es  la 
exploracion  de  las  diferentes  posibilidades  del 
diagnostico  despues  de  haber  revisado  ligera- 
mente  en  nuestra  mente  todas  las  condiciones 
anteriormente  mencionadas.  Que  pasos  toma- 
remos  para  precisar  mas  en  nuestro  diagnostico? 
Hay  ciertos  estudios  rutinarios  que  se  deben 


hacer  y luego  hay  ciertas  investigaciones  que  se 
pueden  hacer  si  el  caso  lo  amerita.  En  primer 
lugar  la  presion  se  debe  medir  en  ambos  brazos 
y si  se  sospecha  la  coarctacion  de  la  aorta  tam- 
bien la  presion  se  debe  medir  en  ambas  piernas. 
Ademas  hay  que  recalcar  la  importancia  de  to- 
mar  la  tension  con  el  paciento  de  pies,  sentado 
y acostado.  Si  la  presion  baja  cuando  el  paciente 
se  pone  de  pies  hay  que  echar  a un  lado  la  hiper- 
tension esencial  o primaria  porque  en  esta  con- 
dicion  la  presion  sistolica  y la  diastolica  general- 
mente  suben.  De  manera  que  el  enfermo  en  que 
se  note  un  descenso  de  la  presion  diastolica  al 
ponerse  de  pie  probablemente  padece  de  hiper- 
tension que  no  es  primaria.  Cuando  la  tension 
en  las  extremidades  inferiores  es  baja  relativa  a 
la  que  se  encuentra  en  las  extremidades  superi- 
ores  la  probabilidad  de  coarctacion  de  la  aorta 
aumenta.  Las  dosificaciones  sanguineas  de  ru- 
tina  y en  particular  los  niveles  de  sodio,  potasio, 
y el  nitrogeno  ureico  son  muy  importantes  al 
hacer  un  prognostico  del  caso  tanto  en  la  pre- 
sion esencial  como  en  las  demas  clases  de  hiper- 
tension. Actualmente  tambien  nos  interesa  mu- 
cho  hacer  un  estudio  basico  del  nivel  de  coles- 
terol  en  la  snagre  de  estos  enfermos.  En  la  dis- 
cusion de  mahana  entrare  mas  en  detalle  en  el 
porque  de  estos  estudios.  Por  supuesto  que  siem- 
pro  se  hace  analisis  de  orina  complete  incluyen- 
do  albumina,  glucosa  etc.,  pero  nostors  creemos 
que  la  prueba  clinica  de  mas  significado  en  es- 
tos casos  es  la  excreeion  de  fenolsufonptaleina 
en  la  orina,  aim  en  aquellos  casos  que  el  ni- 
vel de  la  urea  en  la  sangre  es  normal.  Creemos 
que  esta  prueba  se  debe  hacer  con  sumo  cuida- 
do.  En  primer  lugar  el  enfermo  debe  estar  bien 
hidratado  antes  de  inyectarle  el  tinte.  Toda  la 
orina  que  se  elimine  al  cabo  de  los  primeros 
quince  minutos  de  despues  de  la  inyeccion  se  re- 
coge  en  un  frasco.  Asegurense  de  que  el  enfermo 
recoge  toda  la  orina  que  elimine  en  quince  mi- 
nutos exactos,  ni  mas  ni  menos.  Esto  no  quiere 
decir  cue  el  enfermo  debe  o pude  orinar  antes 
de  que  se  le  inyecte  el  tinte.  Quiere  decir  que  al 
cabo  de  quince  minutos  despues  de  la  inyeccion 
el  enfermo  debe  orinar  hasta  x'aciar  la  lejiga 
por  completo.  Mnchos  enfermos  ereen  (pie  todo 
lo  que  listed  desea  es  una  mnestra  de  orina.  La 
muestra  de  los  primeros  (jnince  minutos  debi' 
contener  por  lo  menos  el  25'%  di'  la  eanlidad  de 
tinte  qne  se  le  inyecto.  Si  los  rinones  ('liminan 
menos  del  15%  del  tinte  en  los  prinu'ros  (piinee 
minutos  listed  encontrani  qiu'  esi'  I'nli'iino  (am- 
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bien  tiene  probablemente  el  nitiogeno  iireico  en 
el  limite  o sobre  el  limite  de  lo  normal:  ambos 
son  malos  signos  prognostieos.  Ahora,  termina- 
inos  la  prueba  de  fenolsnlfonptaleina  recogiendo 
la  miiestra  de  la  media  bora,  la  bora  y las  dos 
boras.  El  valor  de  las  ultimas  muestras  no  es 
mas  que  para  eomprobar  que  la  prueba  se  bizo 
debidamente  porque  la  mayor  parte  del  tinte  se 
eliminara  en  los  primeros  quince  minutos.  Si  el 
laboratorio  le  informa  a usted  que  el  paciente 
elimino  el  10%  en  los  primeros  quince  minutos  y 
el  35%  en  los  quince  minutos  subsiguientes  usted 
sabe  que  bubo  algun  equivoco,  las  muestras  se 
confundieron  o el  paciente  no  vacio  al  vejiga  al 
cabos  de  los  quince  minutos  y ademas  usted 
puede  deducir  que  si  el  50%  del  tinte  se  elimino 
en  los  primeros  30  minutos  la  condicion  renal  no 
es  ton  mala  como  la  primera  muestra  indicaba. 
Yo  siempre  trato  de  explicarle  al  enfermo  el 
procedimiento  de  esta  prueba  porque  cuando  se 
bace  bien  y se  puede  bacer  muy  facilmente  en 
la  oficina ) esta  prueba  es  muy  valiosa  para  eval- 
uar  la  condicion  renal  del  paciente. 

Los  pielogramas  excretorios  tambien  son  su- 
mamente  valiosos  en  el  estudio  basico  del  biper- 
tenso.  El  doctor  Meilman  opina  que  la  primera 
radiografia  debe  tomarse  al  cabo  de  tres  minu- 
tos despues  de  la  inyeccion  del  tinte,  cualesquie- 
ra  que  fuera  este,  porque  cuando  bay  un  rinon 
deficiente  la  materia  radiopaca  no  se  eliminara 
por  ese  rinon  durante  los  primeros  tres  minutos. 
Para  empeorar  la  situacion  a menudo  se  ve  que 
si  se  espera  cinco  o seis  minutos  para  tomar  la 
primera  placa  el  rinon  enfermo  a menudo  par- 
ece  baber  concentrado  mas  la  substancia  que  el 
rinon  bueno.  De  manera  que  si  al  cabo  de  tres 
minutos  el  tinte  aun  no  se  ve  en  uno  de  los  ri- 
nones  podemos  concluir  que  probablemente  ese 
rinon  carece  de  buena  circulacion  aun  cuando 
mas  tarde  ese  mismo  rinon  parece  baber  concen- 
trado el  tinte  mejor  que  el  otro.  Como  ustedes 
saben  cuando  bay  una  obstruccion  a la  circula- 
cion en  un  rinon  ese  rinon  puede  concentrar  a 
orina  a un  nivel  bastane  alto:  esa  es  la  base  de 
la  prueba  de  Howard.  Para  asegurarnos  de  que 
no  bay  deficiencia  cardiaca  debemos  bacer  ra- 
diografia y fluoroscopia  del  pecbo  y ademas  una 
electrocardiografia. 

Tambien  podriamos  clasificar  la  bipertension 
desde  el  punto  de  vista  del  prognostico  porque 
despues  de  todo  si  usted  conoce  bien  el  caso 
usted  puede  mucbas  veces  predecir  lo  que  la 


bipertension  va  a causar  y que  curso  va  a seguir 
dentro  de  un  periodo  determinado  basando  su 
conclusion  en  lo  que  usted  ba  observado  en  el 
transcurso  del  la  enfermadad.  Un  paciente  que 
lo  ba  pasado  mas  o menos  sin  novedad  por  es- 
pacio  de  digamos  cinco  anos  probablemente  pa- 
sara  el  proximo  aiio  tambien  sin  novedad,  a me- 
nos que  occura  un  accidente  cerebrovascular  o 
coronariano,  o a menos  que  la  bipertension  entre 
en  una  etapa  acelerada  o maligna. 

La  mayoria  de  los  casos  se  ban  clasificado 
como  “benignos”,  pero  abora  nosotros  preferimos 
no  llamarlos  benignos  porque  despues  de  todo 
estos  casos  cuando  no  se  tratan  debidamente 
acortan  la  expectativa  de  vida  por  basta  unos 
veinte  anos,  de  72  a 52.  El  curso  de  la  enferma- 
dad es  generalmente  largo,  de  20  anos  6 mas,  a 
menos  que  la  enfermedad  entre  en  la  etapa  ma- 
ligna que  en  parte  se  debe  a la  retencion  de  la 
sal  y del  agua.  A menudo  nosotros  consideramos 
que  la  etapa  maligna  puede  ser  iniciada  por  uno 
de  dos  mecanismos  o por  los  dos  en  combina- 
cion:  primero  una  insuficiencia  cardiaca  sub- 
clinica  y algun  trauma  emocional  severe. 

Otra  manera  de  clasificar  los  bipertensos  es  a 
base  de  lo  que  vemos  en  los  repetidos  examenes 
que  les  bacemos.  Podemos  tener  un  bipertenso 
completamente  libre  de  complicaciones : diga- 
mos una  mujer  de  unos  34  anos  de  edad,  un  tanto 
obesa,  con  una  tension  arterial  de  unos  190  sobre 
110,  con  examen  fundoscopico  totalmente  nega- 
tive. A menudo  en  un  caso  asi  encontraremos 
bistoria  de  bipertension  o de  sus  complicaciones 
en  la  familia,  pero  lo  mas  probable  es  que  si  el 
caso  es  de  suficiente  duracion  encontremos  com- 
plicaciones bien  sea  en  los  ojos,  el  corazon,  la 
aorta  y sus  ramificaciones  principales,  el  cerebro 
o en  los  rinones.  Estas  son  las  areas  vulnerables 
y los  ojos  reflejan  la  situacion  del  cerebro.  Por 
lo  tanto  baga  usted  un  examen  cuidadoso  del 
fondo  ocular,  del  corazon,  incluyendo  una  elec- 
trocardiografia y de  los  rinones.  La  condicion 
renal  es  muy  importante  sobretodo  para  fines 
del  prognostico  porque  un  enfermo  que  tiene 
manifestacion  es  de  insufuciencia  renal  con  re- 
tencion del  nitrogeno  tiene  un  prognostico  grave 
a pesar  de  lo  que  usted  le  baga.  Pero  aun  esos 
casos  deben  someterse  al  tratamiento  energico 
como  las  voy  a eomprobar  mas  adelante. 

Abora  vamos  a repasar  lo  que  sabemos  de 
esta  enfermedad  a base  da  estos  factores.  Sabe- 
mos definitivamente  que  los  rinones  son  de  suma 
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importancia  y sin  ducla  la  causa  primaria  en 
algunos  casos  de  hipertensioii,  pero  es  imiy  du- 
doso  que  los  riilones  scan  le  causa  primaria  en 
la  mayoria  de  los  easos.  Cuando  estamos 
seguros  de  que  la  hipertension  es  pri- 
inaria  o esencial  no  la  llamanos  nefritica  pero 
tenemos  que  llamarla  nefritica  hasta  que  descu- 
bramos  que  es  renal.  Ultimamente  hemos  tenido 
que  rectificar  en  muchismimos  easos  un  diagnos- 
tico  establecido  y eambiarlo  de  eseneial  a ne- 
fritieo.  Por  mi  parte  listed  no  puede  difereneiar 
en  muehos  easos  entre  el  diagnostico  de  esencial 
y el  nefritico  sin  hacer  los  estudios  de  labora- 
torio  antes  meneionados.  Sin  embargo  es  muy 
dudoso  que  la  mayoria  de  los  enfermos  con  lii- 
pertension  esencial  tengan  patologia  renal  pri- 
maria porque  el  doctor  Smithwick  y otros  ciru- 
janos  hicieron  miles  de  biopsias  del  rinon  mien- 
tras  hacian  simpatectomias  en  estos  enfermos  y 
el  tejido  renal  estaba  normal  o ligeramente  afee- 
tado  en  la  mayoria  de  ellos  exeepto  en  los  casos 
mas  avanzados.  De  manera  que  a mi  se  me  haee 
muy  difieil  ereer  que  la  patologia  renal  inicia  la 
hipertension  en  la  mayoria  de  los  hipertensos. 

Muehos  medicos  siempre  opinan  que  alguna 
deficieneia  renal  es  el  elemento  causante;  por 
ejemplo  una  reaeion  neurogenica  a un  esfuerzo  o 
como  opina  el  doctor  Smithwick,  una  hiperreac- 
cion  a la  posicion  vertical  como  les  habia  yo 
senalado  anteriormente.  No  sabemos  con  certeza 
si  la  reaccion  es  emocional,  posicional  o una 
combinaeion  de  estos  factores  de  esfurrzo  pero 
parece  que  los  vasos  del  riiion  se  contraen  en 
una  forma  excesiva  como  reaccion  neurogenica 
en  los  enfermos  hipertensos.  La  vasoconstriecion 
trae  como  consecuencia  una  disminucion  en  el 
flujo  de  sangral  rinon  y un  aumento  en  la  fra- 
cion  de  filtraeion.  Con  el  tiempo  se  produee  un 
cambio  estructural  en  el  rinon  que  los  patologos 
denominan  nefroeselerosis  y que  oeurre  prinei- 
palmente  en  las  arteriolas  y las  arterias  mas  pe- 
quenas.  No  me  refiero  a la  arteriolitis  neeroti- 
zante  de  earacter  inflamatorio  que  a menudo 
vemos  en  la  hipertension  maligna.  Me  refiero  al 
cambio  estructural  visible  en  forma  de  engruesa- 
miento  de  las  arterias  pequehas  y las  arteriolas 
que  va  rtcompanado  de  una  disminucion  en  el 
flujo  de  sangre  al  rinon  y un  aumento  en  la  frae- 
cion  de  filtraeion  de  ese  organo. 

En  cuanto  a los  factores  neurogenicos  o psico- 
genicos  es  mi  opinion  que  el  hipertenso  familial 
tipico  es  un  individuo  ansioso  que  reaeeiona  en 


forma  mas  violenta  a las  situaeiones.  Ustedes 
reeordaran  la  senora  Grummage  en  David  Cop- 
perfield.  Esas  personas  seneillamente  reaeeionan 
con  mas  violencia.  Yo  no  creo  que  sientan  mas 
los  estimulos  aunque  ellos  asi  lo  afirmen:  por 
ejemplo,  ellos  dicen  que  el  agua  helada  que  se 
usa  en  la  prueba  del  frio  es  insoportable  y puede 
que  asi  sea  porque  ellos  reaeeionan  con  una  ele- 
vacion  exagerada  de  la  tension  arterial.  Sin  em- 
bargo si  listed  pone  a esos  individuos  a descan- 
sar  en  eama  generalmente  en  el  termino  de  una 
semana  la  presion  bajara  muehas  veces  hasta  un 
nivel  normal.  En  mi  opinion  estos  individuos 
son  decididamente  hipertensos  aunque  algunos 
clinicos  opinen  que  no.  Yo  baso  mi  opinion  en 
el  hecho  de  que  en  estas  personas  frecuente- 
mente  encontraremos  los  demas  signos  y sinto- 
mas  de  hipertension  eomo  la  hipertrofia  del  cor- 
azon,  los  eambios  oculares  y la  disminucion  en 
el  flujo  de  sangre  renal  a que  me  refer!  anterior- 
mente. Alin  asi  euando  estas  personas  guardan 
cama  la  presion  baja  a niveles  a menudo  nor- 
males;  y si  listed  refuerza  el  descanso  en  cama 
con  calmantes  como  el  amital  sodico  muehas 
veces  estos  enfermos  mejoran  en  forma  aguda 
de  un  dia  para  otro.  Esta  observaeion  es  im- 
portante  desde  el  punto  de  vista  del  tratamiento 
porque  estos  enfermos  seneillamente  son  los  mas 
faciles  de  tratar  y eon  menos  riesgo.  Pero  si  la 
presion  no  responde  bien  al  deseanso  y al  nso 
de  ealmantes  el  prognostico  en  cuanto  al  uso  de 
drogas  es  mas  dudoso  aunque  no  irremisible. 
Yo  me  siento  muy  contento  euando  veo  la  grafi- 
ca  de  la  prueba  del  descanso  y los  calmantes  y 
observe  que  la  presion  ha  bajado  digamos  a unos 
130  sobre  90  u 80  durante  la  noche.  Como  us- 
tedes saben  los  rusos,  que  adoran  a su  Pavlov, 
estan  empenados  en  probar  que  la  hiperten- 
sion eseneial  no  es  mas  que  un  reflejo  aeondicio- 
nado.  Los  experimentos  que  se  han  heeho  en 
ese  sentido  son  por  demas  interestantes  pero  no 
tengo  el  tiempo  para  discutirlos  en  mas  detalla 
aqui. 

Es  cierto  que  muehos  hipertensos  mejoran  aim 
eon  la  psicoterapia  superfieal  (pie  yo  piiedo  brin- 
darles.  Una  de  las  ventajas  de  las  drogas  como 
la  reserpina  es  cpie  faeilita  mucho  la  psicoterapia 
y sobretodo  economiza  cl  tiempo  y el  esfuerzo 
emocional  del  medico.  May  inuchos  psiipiiatras 
(pie  saben  darle  al  enfermo  esc  sentido  de  segu- 
ridad  tan  esencial  en  cl  tratamiiMito  de  la  hiper- 
tension y cuando  lo  hacen  la  prcsiiin  inmediala- 
mente  baja.  A veces  yo  le  digo  a mi  senora  ((lu' 
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mi  psicoterapia  consiste  en  vaciar  mis  reservas 
de  seguridad  emocional  sobre  el  enfermo  y cu- 
ando  terminamos  el  enfermo  se  siente  mucho 
mejor  pero  yo  me  siento  peor  que  el  enfermo 
cnando  empezamos.  Como  qiiiera  que  fuera  la 
psicoterapia  aynda  mncho  en  el  tratamiento  de 
este  mal  tan  comun:  no  tien  que  ser  una  psi- 
coterapia minuciosa  o experta,  basta  con  la  psi- 
coterapia que  listed  y yo,  los  legos  en  ese  campo, 
podremos  brindarle  al  enfermo.  Lo  que  mas 
necesita  el  enfermo  es  apoyo  emocional  y es 
nuestro  deber  darselo.  A mi  ademas  me  gusta 
darles  las  drogas  tranquilizantes  en  dosis  mod- 
eradas. 

Volvamos  al  asunto  del  factor  familiar  en  la 
liipertension  esencial.  Se  ban  hecho  muchos  es- 
tudios,  aunque  citare  unos  pocos,  para  compro- 
bar  la  teoria  de  que  la  liipertension  de  este  tipo 
es  de  caracter  familial.  No  hay  duda  de  que  esta 
enfermedad  se  manifiesta  con  mas  frecuencias 
en  personas  de  la  misma  familia.  Puede  que  no 
sea  el  mismo  rasgo  que  se  refleja  en  la  arterio- 
esclerosis.  Claro  que  el  prognostico  es  mucho 
mas  dudoso  en  el  enfermo  que  tiene  ambos  ras- 
gos.  Como  la  diabetis  esta  enfermedad  se  desar- 
rolla  a una  edad  relativamente  avanzada  pero 
si  listed  se  toma  el  trabajo  de  indagar  cuidado- 
samente  encontrara  historia  de  liipertension 
en  la  familia  de  la  mayoria  de  esos  enfer- 
mos.  El  doctor  Longscope  en  la  Universidad  de 
Johns  Hopkins  decia:  “Nunca  diga  listed  ‘nunca’ 
ni  ‘siempre’  en  medicina  porque  tan  pronto  como 
haga  la  afirmacion  habra  quien  diga:  Tries  yo 
tuve  un  caso  . . ” 

Los  estudios  de  Ayman  en  niiios  tienden  a 
confirmar  la  teoria  de  que  la  liipertension  es  una 
enfermedad  hereditaria.  El  doctor  Ayman  estu- 
dio  arededor  de  780  ninos  cuyos  padres  y abu- 
elos  el  conocia  bien.  En  este  grupo  habia  geme- 
los  uni-  y bivitelinos,  y hasta  hermanos  ternos. 
Yo  no  quiero  entrar  en  los  detalles  de  este  estu- 
dio  pero  basta  decir  que  de  32  ninos  cuyos  pa- 
dres tenian  presion,  arterial  normal  solo  uno  reg- 
istraba  una  presion  que  alcanzaba  el  limite  may- 
or de  la  presion  para  su  edad.  Si  eso  no  basta 
el  siguiente  grupo  nos  convencera.  De  55  ninos 
cuyos  padres  tenian  presion  arterial  decidida- 
mente  alta,  25  tenian  presiones  de  mas  de  150 
sobre  90.  (y  ninguno  de  esos  ninos  tenia  mas 
de  12  anos  de  edad).  Naturalmente  el  doctor 
Ayman  concluye  que  la  liipertension  es  heredi- 
taria. Yo  he  tratado  de  evadir  el  uso  deltermino 


‘hereditario’  y prefiero  el  termino  ‘familial’.  El 
nino  nace  a la  familia  y en  la  familia,  de  manera 
que  su  personalidad  refleja  los  rasgos  puramente 
hereditariost  los  adquiridos.  Sin  embargo,  a mi 
me  parece  que  el  doctor  Ayman  cree  que  la  hi- 
pertension  esencial  es  un  rasgo  mendeliano. 

Platt  en  Inglaterra  ataco  el  problema  en  forma 
diferente.  De  los  enfermos  estudiados  por  este 
doctor  seis  de  cada  siete  tenian  hipertension  pri- 
maria  y todos  fueron  escogidos  en  la  certeza  de 
que  cada  uno  de  ells  tenia  antecedentes  heredi- 
tarios  de  hipertension.  De  los  enfermos  que  no 
tenian  historia  de  hipertension  en  la  familia  tres 
de  cada  cuatro  tenian  otra  enfermedad.  Vamos 
a revisar  los  resultados  de  este  estudiante  en  en- 
fermos hipertensos  y con  patologia  renal  uni- 
lateral. De  priniera  intencion  la  mayoria  de  nos- 
otros  caeriamos  en  el  error  de  asuniir  que  si  un 
enfermo  tiene  enfermedad  renal  unilateral  con 
hipertension,  la  hipertension  se  debe  a la  enfer- 
medad unilateral.  El  doctor  Platt  sin  embargo 
demostro  que,  al  menos  a base  del  tratamiento, 
no  podemos  derivar  tal  conclusion.  De  23  enfer- 
mos con  antecedentes  familiares  y con  enferme- 
dad renal  unilateral  solo  once,  o sea  menos  de 
un  10%,  de  los  pacientes  estudiados  mejoraron 
con  la  nefrectomia;  mientras  que  de  los  que  no 
tenian  antecedentes  hereditarios  8 de  cada  12 
mejoraron  despues  de  la  nefrectomia.  De  manera 
que,  es  siimamaente  importante  que  listed  in- 
vestigue  los  antecedentes  familiares  de  cana  uno 
de  estos  enfermos.  Pregunte  si  alguien  mas  en 
la  familia  sufre  la  enfermedad,  si  su  madre  tuvo 
alguna  complicacion  de  embarazo,  si  su  padre 
tuvo  algun  accidente  cerebrovascular,  si  sus 
abuelos  viven  a que  edad  murieron.  Si  sus 
cuatro  abuelos  murieron  digamos  a la  edad  de 
85  aiios  y si  sus  padres  todavia  viven,  el  factor 
de  la  herencia  aim  cuando  tuviera  una  tendecia 
a la  hipertension  no  es  muy  importante  porque 
la  historia  de  la  familia  en  general  esta  contra 
una  hipertension  muy  severa. 

Vamos  ahora  a enfocar  nuestra  discusion  en 
el  tratamiento  de  la  enfermedad.  Tendremos 
nosotros  una  buena  razon  para  sentirnos  satis- 
fechos  cuando  vemos  a presion  de  un  enfermo 
bajar  mientras  esta  tomando  ciertas  drogas? 
Ya  hemos  concluido  que  la  hipertension  esencial 
es  una  enfermedad  hereditaria  que  posiblemen- 
te  obedezca  a las  leyes  de  herencia  de  Mendel. 
La  doctora  Caroline  Thomas  hizo  algunas  ob- 
servaciones  muy  interesantes  entre  sus  estudian- 
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tes  en  John  Hopkins.  Escogio  un  grupo  de  estu- 
diantes  de  antecedentes  familiares  de  hiper- 
tension.  Cuando  esos  esudiantes  se  sometian 
a cualquier  esfuerzo  emocional,  como  pre- 
sentarse  a examen,  manifestaban  signos  de 
hiperreaeeion  del  sistema  cardiovascular  con  el- 
evacion  de  la  presion  y el  pulso.  Hay  individuos 
que  reaccionan  con  exceso  por  medio  de  otros 
sistemas  como  los  que  al  someterse  al  esfuerzo 
emocional  desarrollan  diarrea  o vomitos.  Esta 
reaccion  excesiva  puede  ser  mediante  el  sistema 
nervioso  central  o el  autonomo,  mediante  los 
rinones  o las  glandulas  endocrinas.  Posiblemente 
durante  el  esfuerzo  las  endocrinas  vacian  una 
cantidad  excesia  de  substancias  corticoideas  en 
personas  con  tendencia  a la  hipertension.  Tarde 
o temprano  la  enfermedad  vascular  se  establece 
en  forma  inequivoca  y cuando  se  establece  gen- 
eralmente  esa  enfermedad  es  de  caracter  secun- 
dario  y no  primario.  Comoquiera  que  sea  cuando 
el  mal  se  arragia  el  enfermo  entra  en  un  circulo 
vicioso  de  empeoramiento  y perpetuacion  sobre- 
todo  cuando  el  rinon  esta  afectado.  Esto  se  ha 
comprobado  en  forma  definitiva  en  los  animales. 

Bajo  la  influencia  de  estos  diferentes  mecanis- 
mos  el  nivel  basico  para  la  proteccion  homeo- 
statica  de  la  presion  gradualmente  va  subiendo. 
Una  persona  normal  protege  su  presion  alrede- 
dor  de  unos  120  sobre  80.  Los  hipertensos  alcan- 
zan  un  nivel  basico  mas  alto  y siempre  reaccion- 
an con  tanta  violencia  como  los  individuos  nor- 
males  para  reponer  la  presion  a su  nivel  basico 
cuando  por  alguna  circunstancia  la  presion  baja. 
Tal  parece  que  estas  personas  tienen  como  si 
dijeramos  su  “baroestato”  ajustado  a un  nivel 
mas  alto.  Al  menos  esta  es  una  hipotesis  intere- 
sante  y hay  mucha  evidencia  en  su  favor. 

La  hipertension,  fuere  cual  fuere  su  causa,  se 
mantiene  reversible  o fisiologica  mientras  no  se 
establezcan  las  lesiones  vasculares  permanentes, 
sobretodo  en  los  rinones.  “Reversible”  sencilla- 
mente  significa  la  condicion  de  la  presion  de 
poder  volver  a un  nivel  mas  bajo  o aceptable  en 
terminos  clinincos  sin  que  el  paciente  sufra 
malestares  como  mareos,  debilidad  u otras  senas 
de  isquemia  en  algun  organo. 

Volvamos  a las  drogas  que  tenemos  a nuestra 
disposicion  para  combatir  la  hipertension.  En 
terminos  generales  contamos  con  las  siguientes 
categorias:  los  derivados  de  la  Rauwolfia  ser- 
pentina, los  derivados  del  Veratrum  viridis,  que 
todavia  tienen  sus  indicaciones  sobretodo  en 


personas  mayores,  el  grupo  de  los  clorotiazidos 
neutralizantes  ganglionares  que  ya  no  son 
realmente  bloqueadores  de  ganglios  sino 
de  las  reacciones  adrenergicas.  Este  ultimo  gru- 
po de  drogas,  los  “bloqueadores”  adrenergicos, 
ofrecen  muchas  ventajas  sobre  sus  antecesores 
porque  no  producen  estrenimiento,  atonia  de  la 
vejiga  urinaria  o malestar  ocular  por  la  razon  de 
que  no  interfieren  con  los  impulsos  coliner gicos. 
Mas  adelante  volveremos  a hablar  de  este  grupo. 
Ahora  bien:  Como  escogeremos  los  casos  para 
fines  de  tratamiento?  La  respuesta  es:  los  casos 
no  se  escogen.  Como  medico  naturalmente  usted 
esta  obligado  moralmente  a brindarle  alguna 
forma  de  ti’atamiento  a cualquier  enfermo  que 
se  lo  solicite.  Claro  que  cada  uno  de  nostros  debe 
de  tener  en  su  mente  una  idea  de  la  respuesta 
que  se  puede  esperar  al  tratamiento  en  un  caso 
dado,  para  nuestra  propia  satisfaccion  y para 
la  satisfaccion  de  la  familia  del  enfermo.  A veces 
los  medicos  nos  olvidamos  de  que  uno  de  nues- 
tros  deberes  principales  es  definir  hasta  donde 
se  pueda  el  prognostico  de  cada  caso.  El  enfermo 
y sus  familiares  lo  exigen  y usted,  si  lo  sabe, 
debe  decirselos.  Claro  que  el  prognostico  que 
usted  pueda  hacer  depende  de  su  jucicio  clinico 
y este  depende  en  gran  manera  de  su  experien- 
cia.  Ya  hemos  dicho  que  el  enfermo  que  no  tiene 
antecedentes  familiares  de  hipertension  tiene 
un  buen  prognostico  sobretodo  cuando  la  enfer- 
medad aiin  no  se  ha  fijado  con  cambios  organi- 
co-patol6gicos  en  el  rinon,  el  corazon  o el  cere- 
bro.  El  enfermo  que  tiene  cambios  organicos  en 
el  rinon  tiene  un  mal  prognostico  no  importa  lo 
que  usted  haga.  Puede  que  usted  logre  bajar  la 
presion  en  estos  individuos  pero  muchas  veces 
tan  pronto  usted  les  baja  la  presion  la  uremia 
empeora  porque  parece  que  ellos  necesitan  una 
presion  elevada  para  filtrar  la  orina  por  el  rinon 
obstruido.  De  modo  que  queda  usted  frustrado 
en  su  empeno-  y no  hay  nada  mas  desagradable 
para  un  medico  que  quedar  en  un  rincon  sin 
salida.  Las  complicaciones  cardiacas  tambicn 
son  serias  aunque  no  tanto  como  las  complicai- 
ones  renales.  Hay  enfermos  con  corazoncs  enor- 
mes  y hasta  con  insuficiencia  coronaria  que  re- 
sponden  bastante  bien  al  tratamiento  cuando  la 
presion  les  baja  y sobretodo  cuando  usted  con- 
sigue  detener  el  puso  a la  vez.  En  cl  campo  de 
las  complicaciones  cerebrovascu lares  >a  la  situ- 
acion  no  es  tan  seria  como  en  los  otros  dos.  .\un- 
que  la  patologia  ccrcbro\  ascular  cn  si  no  cs  un  a 
sena  de  mal  prognostico  nosotros  tenemos  la  con- 
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fianza  de  que  cuando  la  presion  baja  los  smtomas 
neuropatologicos  van  a mejorar  imicho. 

Todavia  nos  subscribimos  a la  creencia  que 
un  caso  que  manifiesta  sintomas  neuropatologi- 
cos es  un  caso  urgente  pero  tambien  estamos 
convencidisimos  de  que  la  urgencia  no  es  tanta 
como  en  el  caso  de  patologia  renal  con  uremia. 
La  retinopatia  por  lo  general  se  observa  en  casos 
de  patologia  renal  y cerebrovascular  y en  un 
tiempo  creiamos  que  el  enfermo  en  quien  se  ob- 
servaba  la  papiledema,  por  ejemplo,  era  un  caso 
casi  perdido.  Pero  ya  nuestro  concepto  ha  cam- 
biado  en  ese  sentido.  Todos  sabemos  de  muchos, 
pero  muchos  casos  que  han  vivido  por  mas  de 
cinco  anos  despues  de  descubrirseles  la  papile- 
dema. La  papiledema  en  si  es  una  mala  sena  y 
suando  existe  hay  que  tratar  inmediatamente, 
pero  cuando  hay  papiledema  sin  insuficiencia 
cardioca  o renal  y cuando  no  se  observa  nada  de 
importancia  en  el  sistema  nervioso  central  la 
situacion  no  es  tan  alarmante  hoy  dia.  Sabemos 
que  las  cosas  van  a deteriorar  rapidamente  si  no 
se  tratan  pero  usted  las  trata  con  vigor  y con  la 
esperanza  de  que  van  a mejorar. 

Si  el  enfermo  tiene  mas  de  50  anos  de  edad 
hay  dos  formas  de  mirar  el  asunto.  El  enfermo 
ha  llegado  a los  50  anos  y probablemente  la  en- 
fermedad  este  bien  establecida  sobretodo  si  em- 
pezo  cuando  el  paciente  estaba  en  los  treintas. 
No  digo  que  la  situacion  sea  mala  ni  tampoco 
digo  que  es  buena;  pero  si  la  presion  es  alta  y 
el  enfermo  tiene  mas  de  cincuenta  anos  usted 
esta  mas  limitado  en  el  tratamiento.  El  sistema 
vascular  ye  se  he  adaptado  a la  hipertension  y 
ya  existe  la  enfermadad  vascular  organica  y la 
reversibilidad  del  caso  es  menor.  Ya  usted  no 
tiene  que  tratar  con  tanta  urgencia  pero  debe 
hacerlo  sin  titubeos. 

Los  hombres  por  lo  general  no  responden  bien 
al  tratamiento.  Las  mujeres,  aunque  tienen  una 
incidencia  de  la  enfermedad  doble  la  de  los 
hombres,  responden  mucho  mejor  y tienen  me- 
jor  prognostico.  De  manera  que  si  usted  esta 
tratan  do  a un  hombre,  con  historia  familiar  de 
hipertension  y sobretodo  si  es  obeso,  no  anticipe 
buenos  resutados  en  su  empeilo.  El  nivel  de  la 
presion  diastolica  es  mucho  mejor  criterio  que 
el  nivel  sistolico  porque  hay  much  gente  de 
mas  de  50  anos  que  tienen  presiones  sistolicas 
de  mas  de  200  y diastolicas  de  80  y 90  que  casi 
nunca  tienen  complicaciones,  tanto  que  en  mi 
opinion  los  enfermos  con  presiones  de  esa  natura- 


leza  no  son  realmente  hipertensos.  Esto  es  mas 
bien  arterioesclerosis  con  pulso  de  “marron  hi- 
draulico”. 

El  prognostico  tampoco  es  bueno  cuando  la 
presion  no  cede  con  el  descanso  en  cama,  con  o 
sin  los  calmantes.  Si  el  enfermo  tiene  el  pulso 
relativamente  lento  y sin  fallo  el  prognostico  no 
es  tan  favorable  como  el  del  enfermo  que  tiene 
el  pulso  acelerado  aunque  la  presion  alcance  a 
linos  230  sobrel  120  y particularmente  cuando  el 
paciente  es  mujer.  Por  lo  general  yo  consign  bajar 
la  presion  sobretodo  cuando  el  pulso  baja  porque 
en  estos  casos  la  presion  elevada  no  es  mas  que 
una  sena  de  ansiedad  y responden  bien  a los 
tranquilizantes  juntos  con  algun  agente  vasodi- 
latador.  Las  mujeres  responden  bien  con  cual- 
quier  tratamiento,  despues  de  todo  son  mujeres 
y,  repito,  las  mujeras  responden  doblemente  me- 
jor que  los  hombres. 

Vamos  ahora  a discutir  como  evaluar  una  dro- 
go  en  cuanto  a su  efectividad  en  el  tratamiento 
de  la  hipertension.  Esta  pregunta  es  muy  fre- 
cuente  y muy  dificil  de  contestar  porque 
para  evaluar  debidamente  cada  una  de 

estas  drogas  se  necesita  tiempo.  La  hi- 
pertension es  una  enfermedad  cronica.  Se  necesi- 
tan  algunas  semanas  o meses  de  observacion 
para  llegar  a alguna  conclusion  mas  o menos 
justa.  Lo  primero  que  se  debe  hacer,  a menos 
que  sea  una  emergencia,  es  poner  el  enfermo 
bajo  un  placebo  por  espacio  de  10  a 12  semanas. 
Luego  se  le  da  Rauwolfia  por  cinco  o seis  sema- 
nas y luego  se  controla  eso  con  una  dosis  equita- 
tiva  de  fenobarbital  como  placebo.  Despues  de 
eso  substituya  con  reserpina. 

Los  derivados  de  la  Rauwolfia  no  producen 
efectos  rapidos.  El  pulso  tiende  a bajar  con  la 
Rauwolfia  y subir  con  el  fenobarbital.  Esta  evi- 
dencia  se  acumula  muy  lentamente  y tienfe  a 
indicar  que  la  Rauwolfia  es  una  droga  de  efecto 
hipotensivo  pero  muy  benigno  a menos  que  se 
administre  por  via  parenteral.  Quiero  recalcar 
aqui  que  la  reserpina  administrada  por  la  via 
parenteral  es  una  droga  muy  potente  en  su  efec- 
to hipotensivo  pero  cuando  se  adminstra  por  la 
via  oral  es  una  droga  de  efecto  lento,  que  pro- 
duce bradicardia  y congestion  nasal  y de  efecto 
hipotensivo  moderado.  El  enfermo  puede  acos- 
tumbrarse  a tolerar  la  congestion  nasal  sobretodo 
en  un  clima  como  el  de  Arizona  y con  el  uso  de 
alguna  droga  de  vasoconstriccion. 
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De  vez  en  cuando  algun  enfermo  se  queja  de 
pesadillas  con  el  uso  de  la  Rauwolfia.  Ese  efeeto 
casi  siempre  se  debe  a un  exceso  de  la  droga. 
Otros  enfermos  se  quejan  de  debilidad  y sueno 
durante  el  dia.  En  estos  easos  lo  mejor  es  sus- 
pender la  droga  por  una  semana  y volver  a em- 
pezar  con  la  mitad  de  la  dosis. 

La  mayoria  de  nuestros  casos  son  complicados. 
Casi  todos  los  easos  ban  sido  referidos  por  algun 
medico  que  no  ha  obtenido  los  resultados  que 
el  haya  deseado.  Por  ejemplo,  a menudo  nos  en- 
contramos  con  un  paciente  hipertenso  maligno 
con  patologia  ocular  de  grado  4 a punto  de  un 
ataque  convulsive.  En  este  caso  es  donde  se  in- 
dica  la  reserpina  por  la  via  intramuscular  en 
una  dosis  de  2V2  a 5 mgm.  A la  vez,  si  se  necesita, 
se  le  da  el  enfermo  alguna  droga  de  efeeto  “blo- 
queador,”  comon  hexametonium,  en  una  dosis  de 
2V2  a 5 mgm.  por  la  via  intravenosa.  No  olvide 
que  el  enfermo  con  encefalopatia  es  muy  sensi- 
tive al  uso  de  estas  drogas.  Las  drogas  “bloquea- 
doras”  ya  no  se  usan  tanto:  preferimos  el  uso  de 
la  reserpina  por  via  intramuseular  y si  el  enfermo 
no  puede  tomar  nada  por  via  oral  se  le  puede 
dar  una  dosis  de  clorotiazida  por  la  via  paren- 
teral. Queremos  bajar  la  presion  sin  perida  de 
tiempo  en  el  paciente  con  esta  complicacion. 
Mas  tarde  podemos  administrar  las  drogas  por 
la  via  oral  y sostenerlos  con  la  terapia  oral  cron- 
ica  por  un  periodo  indefinido. 

Ahora  quisiera  entrar  en  la  discusion  de  los 
agentes  “bloqueadores”  adrenergicos.  Las  compa- 
nias  Ciba  y Burroughs  Welcome  tienen  nuevas 
drogas  de  este  tipo.  La  de  Burroughs- Welcome 
se  llama  “Darenthin”  y se  usa  en  Inglaterra  Aqui 
se  esta  usando  hasta  la  fecha  solo  en  el  campo 
experimental.  La  droga  de  Ciba  se  llama  “Isme- 
lin”  o guanetidina.  Estes  drogas  son  muy  inter- 
esantes.  Nosotros  creemos  que  la  Ismelina  es  de 
mas  facil  manejo,  quizas  porque  la  conocemos 
mejor.  El  margen  de  dosis  es  mas  estrecho  con 
la  Ismelina  que  con  la  Darentina.  En  eso  la  dar- 
entina  se  parece  a la  hexametonio:  puede  variar 
25  veces  en  un  mismo  enfermo.  Por  eso  preferi- 
mos la  ismelina  pero  la  darentina  tien  de  venta- 
ja  de  que  no  irrita  tanto  el  intestine.  Ambas  dro- 
gas son  solamente  simpatoliticas  y por  consigui- 
ente  ambas  tienden  a producir  un  exceso  colin- 
ergico  como  la  sialorrea.  Ademas  los  enfermos 
se  quejan  do  que  la  droga  produce  diarrea, 
pero  en  la  mayor  parte  de  los  casos  todo  lo 
que  se : produce  es  una  evacuacion  explosiva 


quizas  una  vez  o a lo  sumo  dos  veces  diarias. 
Esto  en  si  no  es  un  problema  y hasta  cierto  pun- 
to es  una  ventaja  porque  muchos  de  estos  enfer- 
mos se  fijan  mucho  en  la  condicion  de  sus  intes- 
tines y temen  al  estrenimiento.  Por  lo  general 
los  enfermos  se  adaptan  a esa  reaccion  eon  la 
Ismelina  sin  dificultad.  En  resumen,  las  drogas 
bloqueadoras  son  buenas  y necesarias  pero  se 
deben  usar  solamente  eomo  un  ultimo  recurso 
porque  tienen  muehas  desventajas,  particular- 
mente  en  su  efeeto  de  hipotension  postural.  Sin 
embargo,  cuando  se  trata  de  patologia  renal 
avanzada  las  dos  drogas  son  valiosisimas.  Antes 
de  deseubrir  estos  dos  medicamentos  los  urolo- 
gos  hacian  la  nefrectomia  cuando  se  eonsideraba 
que  uno  de  los  dos  rinones  era  de  poeo  uso  al 
enfermo.  Pero  aim  estos  especialalistas  solian 
decir:  “No  el  extraiga  listed  un  rinon  al  enfer- 
mo a menos  que  ese  organo  sea  totalmente  inutil 
porque  esa  operacion,  desde  el  punto  de  vista 
de  estadisticas,  no  beneficica  mucho  al  pacien- 
te”. Ademas  la  masa  renal  es  a veces  muy  neces- 
aria;  de  manera  que  la  nefrectomia  ya  casi  no 
se  hace.  En  lugar  de  la  nefrectomia  se  usa  la 
ismelina  hasta  la  fecha  con  resultados  bastante 
satisfactorios. 

Ahora  respecto  a los  diureticos.  En  mi  opin- 
ion no  hay  duda  de  que  estas  drogas,  la  cloro- 
tiazida, sus  derivados  y otras  drogas  de  esa 
familia,  nos  han  proporcionado  una  nueva  y 
potente  arma  para  combatir  la  hipertension. 
Ademas  de  su  efeeto  hipotensivo  directo  la  clo- 
rotiazida y sus  derivados  refuerzan  el  efeeto  de 
otras  drogas  que  se  usan  en  el  tratamiento  de 
esta  enfermedad.  En  particular  el  efeeto  refor- 
zante  es  mas  pronunciado  en  el  caso  de  de  las 
“bloqueadoras.”  De  modo  que  lo  que  nosotros 
hacemos  en  el  tipo  de  casos  a que  me  referia 
anteriormente  es  poner  el  enfermo  primeramente 
con  la  clorotiazida  y no  con  ismelina.  Es  cierto 
que  por  lo  general  no  damos  la  clorotiazida  sola, 
casi  siempre  la  damos  en  combinacion  con  otras 
drogas  empezando  primeramente  con  una  dc 
las  mas  benignas  como  la  reserpina.  La  reserpina 
es  muy  valiosa  en  aqucllos  casos  con  taquicardia 
por  su  efeeto  bradicardico.  Si  la  reserpina  no 
trabaja  entonces  le  damos  apresolina  u ofra  dro- 
ga vasodilatadora  de  la  circulacion  renal.  Diclto 
sea  de  paso,  las  drogas  niicx  as  sc  presentau  cada 
dia  con  rapidez  asoiubrosa  >•  cuando  ya  couocc' 
uno  alguna  droga  con  svis  puutos  bucuos  y lualos 
sc  prcscuta  otra  (nu'  muclias  \ a\  ('utaja  s su 
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antecesora.  La  apresolina  por  ejemplo,  a pesar  de 
ser  ima  buena  droga  tiene,  ente  otras,  la  desven- 
taja  de  prodiicir  dolor  anginoso  y taquicardia. 
Pero  ya  tenemos  a niiestra  disposicion  nuevas 
drogas  sin  las  desventajas  de  la  apreslina.  Hasta 
la  fecha  lo  mejor  es  preceder  uso  de  la  apresolina 
con  la  reserpina  y el  veratrum  y al  cabo  de  unas 
senianas  dar  la  apresolina  en  dosis  de  50  mgm. 
cuatro  veces  al  dia  y si  arm  con  esta  dosis  se 
produce  angina  la  suspendemos. 

Muchas  veces  me  preguntan  si  hacemos  sim- 
patectomias.  El  doctor  Smith  wick  de  nuestro 
hospital  en  1948  estaba  haciendo  simpatectomi- 
as  a razon  de  una  diaria.  Segun  se  fueron  descu- 
briendo  drogas  hipotensivas  nuevas  el  numero 
de  simpatectomias  ha  ido  disminuyendo  al  pun- 
to  en  que  en  el  ano  pasado  apenas  se  hicieron  10 
y estas  en  el  transcurso  de  algun  procedimiento 
exploratorio  en  casos  de  hipertension  severos  en 
los  que  se  sospechaba  la  existencia  de  algun  tu- 
mor adrenal,  patologia  renal  avanzada  o alguna 
anomalia  circulatoria  del  rinon.  Cuando  el  doc- 
tor Smithwick,  que  es  un  experto  en  ese  campo, 
no  encontraba  alguna  causa  organica  optaba  por 
hacer  una  esplanicectomia  limitada  ya  que  tenia 
el  campo  expuesto.  La  esplanicectomia  limitada 
no  hace  dano  y a menudo  produce  una  baja 
permanente  de  la  presion  arterial.  A veces  los 
resultados  son  brillantes  pero  por  lo  general  los 
resultados  no  son  del  todo  satisfactorios.  Yo  no 
la  recomiendo.  Sin  embargo,  un  fracaso  en  el 
en  una  esplanicectomia  se  puede  facilmente  con- 
vertir  en  un  exito  rotundo  mediante  el  uso  de  la 
clorotiazida  en  dosis  pequehas,  digamos  de  unos 
250  mgm.  diarios.  Algunos  enfermos  responden 
bien  hasta  con  unos  62V2  mgms.  de  la  droga. 

Con  esta  informacion  basica  vamos  a hablar 
un  poco  sobre  el  modo  de  accion  de  estas  drogas. 
No  hay  que  enganarse:  no  tenemos  drogas  espe- 
cificas  cuando  se  trata  de  las  drogas  hipotensivas 
con  la  posible  excepcion  de  la  clorotiazida.  Esta 
droga  no  baja  la  presion  en  personas  con  presion 
normal.  Hasta  donde  yo  se  esta  es  la  unica  med- 
icina  que  tiene  esa  propiedad.  Todas  las  demas 
bajan  la  presion  en  los  normotensos  como  en  los 
hipertensos;  Cual  es  pues  el  mecanismo  de  ac- 
cion de  la  clorotiazida?  Mucha  gente  creia  que 
esta  droga  trabajaba  extrayendo  la  sal  del  cuer- 
po  y reduciendo  el  volumen  de  sangre,  pero  esta 
teoria  se  ha  comprobado  que  es  un  error.  Ya 
casi  todos  estamos  de  acuerdo  en  que  estas  dro- 
gas surten  otro  efecto  en  los  hipertensos  y solo 


en  los  hipertensos.  El  mecanismo  exacto  se  des- 
conoce.  La  sal  tiene  algo  que  ver  en  el  asunto 
pero  no  creemos  que  ese  es  el  linico  mecanismo 
de  accion  de  la  droga. 

Para  tener  exito  en  el  uso  de  las  drogas  hipo- 
tensivas me  parece  a mi  que  es  indispensable 
que  listed  de  veras  crea  que  bajar  la  presion  es 
de  beneficio  para  el  enfermo.  Si  listed  no  tiene 
esa  filosofia  basia  me  parece  a mi  que  usted  es- 
tara  haciendo  uso  de  las  drogas  innecesariamen- 
te.  Sin  embargo,  yo  creo  que  usted  no  puede 
usar  estas  drogas  por  mucho  tiempo  en  un  en- 
fermo sin  convencerse  de  que  de  veras  lo  esta 
ayudando.  El  mismo  enfermo  muchas  veces 
le  clemara  la  atencion  a usted  al  hecho  de  que 
ya  se  siente  mucho  mejor.  A mi  me  parece  que 
lo  que  mas  los  hace  sentir  mejor  a ellos  es  que 
al  bajar  la  presion  el  corazon  trabaja  menos  y por 
consiguiente  se  sienten  menos  fatigados.  Pero 
si  a pesar  de  esto  usted  todavia  no  confia  en 
las  drogas  no  las  use  o uselas  solamente  con 
fines  experimentales  como  para  probar  si  de 
veras  sirven  para  algo. 

Una  combinacion  de  drogas  es  casi  siempre 
mas  efectiva  que  una  droga  sola.  Tenga  flexi- 
bilidad  en  el  uso  de  las  medicinas.  Si  una  droga 
o una  combinacion  de  ellas  no  le  da  buen  re- 
sultado  cambielas  hasta  que  encuentre  la  droga 
o drogas  que  le  surtan  mejor  efecto  al  caso 
particular. 

Nunca  piense  que  la  hipertension  se  cura.  Bien 
sabemos  que  tan  pronto  como  el  paciente  sus- 
pende  sus  medicinas  la  presion  sube  otra  vez 
al  nivel  de  antes  de  empezar  el  tratamiento  y 
muchas  veces  hasta  un  nivel  mas  also.  Cuando  la 
presion  sabe  despues  de  un  periodo  de  tratie- 
mento  siempre  hay  el  raisgo  de  un  posible 
acidente  cerebrovascular,  sobretodo  cuando  se 
ban  estado  usando  las  drogas  “bloqueadoras.” 
De  modo  que  siempre  impresione  en  el  enfermo 
la  necesidad  de  tener  las  drogas  a la  mano 
dondequiera  que  estuvieren. 

Una  de  las  cosas  que  mas  me  satisface  en  el 
tratamiento  de  esta  enfermedad  es  el  hecho 
de  que  una  vez  la  presion  ha  bajado  es  mucho 
mas  facil  mantenerla  baja  que  rebajarla  en  un 
principio.  La  cantidad  de  la  droga  que  se  re- 
quiere  diariamente  disminuye  en  las  mayoria 
de  casos.  Esto  representa  economia  de  dinero 
para  el  enfermo  y a la  vez  les  da  ese  efecto 
psicologico  saludable  que  les  causa  el  hecho 
de  que  no  tienen  que  estar  tomando  tanta- 
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medicina  como  cuando  empezaron  a tratarse. 

Otra  cosa  que  hay  que  recordar  es  que  el 
calor  tiene  un  efecto  sinergistico  con  las  drogas 
hipotensivas.  Por  eso  durante  el  verano  es  bueno 
observarlos  cuidadosamnete  y reducir  la  dosis 
de  acuerdo  con  la  necesidad.  Tambien  es  bueno 
advertirle  al  enfermo  que  se  cnide  de  no  pararse 
miiy  rapidamente  en  la  tina  cuando  este  to- 
mando  un  bano  caliente.  Las  drogas  “bloquea- 
doras”  son  la  mas  susceptibles  en  ese  particular. 
Si  el  calor  surte  ese  efecto  reforzante  el  frio 
surte  el  efecto  contario.  De  manera  que  en 
el  otono  la  dosis  hay  que  aumentarla  en  muchos 
casos. 

En  el  tratamiento  con  estas  drogas  hay  que 
preseverar.  Si  listed  va  a desistir  del  uso  de  las 
medicinas  en  un  plazo  corto  es  mejor  que  ni 
siquiera  comience  a usarlas.  Este  es  un  problema 
que  requiere  tratamiento  prolongado  y es  bueno 
hacerle  saber  esto  al  enfermo  desde  un  prin- 
cippio. 

Ahora  bien;  A quienes  va  usted  a brindarles 
el  tratamiento?  La  respeuesta  a esa  pregunta 
es  que  el  tratamiento  se  le  debe  ofrecer  a todo 
aquel  enfermo  que  en  su  opinion  va  a tener 
inalos  resultados  a consecuencia  de  su  en- 
fermedad  si  no  se  trata;  y esto  presupone  que 
usted  conoce  bien  al  enfermo.  Cada  enfermo 
con  hipertension  es  distinto.  Cuando  me 
pregun  tan;  cual  es  el  tratamiento  preferido  par 
a uno  enfermo  que  tiene  una  presion  de  190 
sobre  114?  mi  respuesta  es:  todo  depende.  De- 
pende  del  sexo,  de  la  edad,  de  la  duracion  de 
la  enfermedad,  de  la  historia  de  la  familia,  de 
la  condicion  de  los  rinones,  del  curso  de  la  en- 
fermedad y de  otros  factores.  Yo  no  puedo  hacer 
una  recomendacion  a base  de  la  presion  nada 
mas.  Por  ejemplo  una  ancianita  con  una  presion 
de  210  sobre  80  no  requiere  tratamiento,  en  mi 
opinion. 

Hay  que  individualizar  cada  caso  y hay  que 
tomar  tiempo,  bastante  tiempo  para  estudiar  y 
evaluar  debidamente  el  curso  de  la  enfermedad. 
Usted  de  dara  cuenta  de  que  el  enfermo  tiende 
a proseguir  mas  o menos  el  mismo  curso  en 
su  enfermedad  que  ha  seguido  hasta  el  memento 
en  que  usted  empieza  a tratarlo.  Hay  que  tratarlo 
sintomaticamente  y con  psicoterapia  para  re- 
ducir las  irritaciones  a que  ese  enfermo  se 
somete  diariamente.  Naturalmente  que  yo  rec- 
omiendo  el  uso  de  las  drogas  hipotensivas. 


Cuando  usted  empiece  el  tratamiento  use  una 
droga  de  efecto  benigno  primero  estando  siempre 
pendiente  de  los  efectos  acumulativos  de  droga 
para  rebajar  la  dosis  a un  nivel  efectivo  pero 
libre  de  los  efectos  secundarios  indeseables  de  la 
medicina.  Si  despues  de  todo  la  reserpina  no 
la  da  el  resultado  que  usted  desea  no  la  sus- 
penda,  retengala  y anada  otra  al  plan.  Las  com- 
binacione  son  siempre  mejores.  Cualesquiera  que 
sea  su  plan  terapeutico  no  pierda  de  vista  un 
principio  basico:  digale  al  enfermo  pero  con 
conviccion  “Nosotros  vamos  a bajarle  la  presion 
a usted.” 

En  conclusion  yo  quisiera  platicarles  de  un 
caso  que  ilustra  claramente  todos  estos  puntos. 
A esta  senora  le  hemos  hecho  todas  la  pruebas 
diagnosticas  y terapeuticas  con  que  contamos 
hoy  dia.  Es  una  mujer  relativamente  joven.  En 
su  ultimo  embarzo  sufrio  una  toxemia  pero  la 
hipertension  no  se  manifesto  en  forma  perma- 
nente  com  hasta  los  44  ahos  de  edad,  mas  o menos 
cuando  entro  en  la  menopausa.  La  presion  era 
excesivamente  alta;  de  unos  260  sobre  160. 
Cuando  nina  habia  sufrido  una  fractura  en  la 
nariz  y desde  entonces  habia  consumido  can- 
tidades  enormes  de  drogas  vasoconstrictoras.  No 
creo  que  esas  drogas  tuvieran  nada  que  ver  con 
su  hipertension,  sin  embargo.  La  internamos  en 
el  hospital  y yo  empece  a tratarla.  Le  dimos 
todas  las  drogas  a nuestra  disposicion  y la 
sometimos  a todas  las  pruebas  a nuestro  alcance. 
Investigamos  la  posibilidad  de  la  existencia  de 
aldoesteronismo  primario  y naturalmente  de 
patologia  renal,  pero  todo  fue  en  vano.  Yo 
estaba  convencido  de  que  no  se  trataba  de  un 
caso  de  hipertension  esencial.  Nuestra  sospecha 
era  tal  que  la  sometimos  a una  laparotomia 
exploratoria  en  las  manos  de  un  experto  como 
el  doctor  Smithwick.  Despues  de  la  exploracion 
el  doctor  Smithwick,  nos  aseguro  que  no  habia 
encontrado  patologia  renal  ni  adrenal  en  forma 
alguna,  pero  que  opto  por  hacer  una  esplacicec- 
tomia. 

Despues  de  la  operacidn  la  enferma  contimiaba 
siendo  tan  dificil  de  tratar  como  antes.  Toda\ia 
no  respondia  a las  comliinacioncs  corricntc's  (,mi 
dosis  bastante  fuertes.  En  esc  ticmjio  cstabamos 
experimentando  con  las  drogas  “blocpu'adoras"  y 
la  pnsimos  a clla  con  (\stas  drogas.  Mic'iitras 
tanto  la  schora  cmpc/,6  a (pu'jarsi'  dt'  dolor  (mi 
las  pierans  mas  o menos  tipico  dc'  claudicacion 
inti'rmitcntc,  a pesar  dc'  su  r('lali\a  jmi'iitnd. 
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Al  examinarla  yo  ni  siqiiiera  le  encontraba  los 
pulsos  en  los  pies  aunque  si  tenia  buen  pulso 
femoral  en  un  lado.  Esto  me  hizo  sospechar  que 
esta  seiiora  por  alguna  razon  tenia  enfermaeclad 
vasular,  probablemente  arterioesclerotica,  y yo 
deduje  que  si  tenia  la  enfermedad  tan  pro- 
nunciada  en  las  piernas  probablemente  tambien 
la  tenia  en  los  rinones.  Pero  ya  habiamos  in- 
vestigado  la  condicion  renal  y el  doctor  Smith- 
v/ick  un  ano  anterior  habia  hasta  palpado  los 
rinones.  De  todos  modos  le  hicimos  un  pielo- 
grama  y ya  esta  vez  un  rinon  se  viea  anterior. 
Entonces  la  dimos  ismelina,  (aunque  yo  creo 
que  la  darentinas  hubiera  surtido  el  mismo 
efecto)  en  combinacion  con  otras  drogas.  La 
senora  ahora  tiene  la  presion  completamente 
normal.  Todavia  tiene  sus  dos  rinones  aunque 
uno  no  funciona  tan  bien  como  el  otro  y prob- 
ablemente tiene  pielonefritis.  Su  funcion  renal 
total,  sin  embargo,  se  mantiene  intacta. 

Este  caso  ilustra  la  irnportancia  de  la  per- 
severancia.  Nuestra  filosofia  en  el  ti'atamiento 
de  la  hiptertension  ha  cambiado  radicalmente 
con  el  adventimiento  de  las  nuevas  drogas. 
Hace  linos  ahos  que  nos  colmabamos  de  gloria 
y .satisfaccion  cuando  le  damabos  alivio  a un 
desventurado  que  sufria  de  hipertension  severa. 
Hoy  dia  el  caso  que  resalta  no  es  el  que  responde 
favorablemente  al  tratamiento  sino  mas  bien  el 
que  no  responde,  pero  con  la  perseverancia  en  la 
investigacion  para  el  diagnostico  aim  el  caso 
mas  recalcitrante  respondera  bien  la  tratamiento 
si  sabemos  la  causa  de  la  hipertension.  Tambien 
hay  cases  que  de  un  memento  a oti'o,  despues 
de  dos  o tres  ailos  de  tratamiento,  mejoran 
notablemente  sin  que  se  les  cambie  ni  en  un 
tilde  el  plan  terapeutico.  En  fin:  nunca  se  da 
listed  por  vencido  cuando  del  tratamiento  de 
la  hipertension  se  trata. 


En  resumen,  el  tratamiento  de  la  hipertension 
es  en  fin  de  cuentas  una  batalla  entre  el  medico 
y las  fuerazas  homeoestaticas  del  organismo  que 
tienden  a mantener  un  nivel  de  presion  arterial 
alto  a pesar  de  los  eambios  a que  se  someta 
el  enfermo  con  medicamentos  u otros  pro- 
cedimientos  terapeuticos.  Este  mecanismo  tra- 
baja  tambien  afortunadamente  cuando  la 
presion  se  ha  estabilizado  en  un  nivel  mas 
bajo  por  cualquier  razon  o razones  y la  presion 
tiende  a mantenerse  baja  aim  sin  el  uso  de 
medicinas  por  varios  meses.  Sin  embargo,  nunca 
debemos  decaer  en  nuestra  vigilia  porque  si 
nos  deseuidamos  la  tendencia  hereditaria  o 
familial  del  paciente  vuelve  a imponerse  y la 
presion  no  tardara  en  subir  otra  zez  a su  nivel 
original  o quizas  hasta  un  nivel  mas  alto.  Nunca 
pare  el  tratamiento  por  completo:  reduzca  la 
dosis  si  lo  cree  prudente  pero  no  elimine  las 
drogas  por  eompleto.  Ahorita  mismo  tengo  yo 
un  caso  de  un  jovencito  de  apenas  18  anos  de 
edad  a quien  mantengo  constantemente  con  una 
dosis  minima  de  reserpina,  unos  0.05  mgms. 
diarios.  Para  experimentar  yo  le  he  dado  a este 
muchacho  placebos  por  espacio  de  unos  seis 
meses  y aunque  el  dice  que  se  siente  bien  la 
presion  le  va  subiendo  paulatinamente  y euando 
viene  usted  a ver  ya  la  presion  anda  por  los  160. 
De  modo  que  una  dosis  aunque  sea  minima  de 
una  droga  eontarestante  de  esta  tendencia  here- 
ditaria es  indispensable  en  el  tratamiento  de  esta 
enfermedad  que  en  mi  opinion  no  deja  de  ser 
una  enfermedad  mala. 

Editors  Note:  This  artiele  was  published  in 
English  in  Volume  17,  No.  10,  October  issue  of 
Arizona  Medieine.  Our  grateful  appreciation  is 
extended  to  Augusto  Ortiz,  M.D.,  Phoenix,  Ari- 
zona, for  his  preparation  of  the  Spanish  transla- 
tion. 
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Indications  for  Office  Gynecological 
Procedures  of  a Surgical  Nature* 

William  J.  Dignam,  M.D. 

Associate  Professor  Obstetrics  and  Gynecology 
University  of  California  School  of  Medicine 
Los  Angeles,  California 


The  office  treatment  of  cervical  erosions  with  cauterization,  the  investigation 
of  the  patient  having  Class  III  smears,  the  use  of  Schillers  solution,  cervical 
biopsy  and  hospital  conization  of  the  cervix  are  discussed.  Vulvar  lesions  of  a 
surgical  nature  are  mentioned  and  office  treatment  under  local  anethesia  is 
described.  ( RRL ) 


T 

1 HERE  are  many  indications  for  outpatient 
surgical  procedures  for  gynecologic  patients  but 
time  will  not  permit  an  adequate  discussion  of 
all  of  them.  Therefore,  I have  chosen  to  discuss 
some  of  the  more  common  lesions  of  the  cervix 
and  of  the  vulva. 

Cervical  Lesions:  One  of  the  commonest  gyne- 
cologic lesions  is  the  so-called  erosion  of  the 
cervix.  Some  of  these  erosions  show  the  presence 
of  carcinoma  when  they  are  biopsied.  It  is  rather 
generally  accepted  that  erosions  should  be  treat- 
ed in  order  to  prevent  the  future  development 
of  carcinoma  of  the  cervix.  Therefore,  the  man- 
agement of  these  reddened  areas  on  the  cervix 
is  a major  problem  for  all  of  us,  both  because 
of  their  frequency  and  because  of  their  poten- 
tially serious  nature. 

There  are  certain  gross  characteristics  of  these 
lesions  which  suggest  the  presence  of  malig- 
nancy. A lesion  which  has  a granular  surface, 
which  bleeds  easily  on  wiping  with  cotton,  and 
is  a raised  lesion  with  rolled  edges,  is  more  likc- 

“Presented  at  the  annual  nieetinK  of  The  Arizona  Medical 
Association,  Scottsdale,  May  4 to  7,  19(i0. 


ly  to  be  malignant  than  benign.  Pressure  on  the 
center  of  such  a lesion  will  depress  the  entire 
lesion  as  a solid  button  of  tissue,  rather  than 
dimpling  the  center  of  the  lesion,  if  the  lesion 
is  hard  and  therefore  more  likely  malignant. 

It  has  been  amply  proven,  however,  that  one 
cannot  rely  on  the  gross  characteristics  to  de- 
termine whether  or  not  a cervical  lesion  is  ma- 
lignant. With  the  widespread  use  of  vaginal 
smears  for  cytologic  examination  it  has  been  re- 
peatedly demonstrated  that  carcinoma  may  exist 
in  a cervix  witliout  producing  any  obscixablc 
changes  whatsoever  on  gross  examination.  E\en 
after  having  the  information  that  a patient  has 
positive  vaginal  smears  and  returning  to  inspect 
the  cervix  carefully  we  have  been  unable  to  de- 
tect any  gross  changes  whatsoexcr,  c\cu  where 
carcinoma  was  later  proven  to  be  present.  There- 
fore, it  is  eminently  clear  that  in  order  to  be 
certain  of  the  nature  of  any  lesion  obscix  c'd  on 
the  cervix,  it  is  absolutely  ncccssarx'  to  obtain  a 
biopsy. 

Eor  biopsy  of  the  cerxix  wc  ha\c  ('iiijiloxcil 
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eitlier  a Thoms-Gaylor  biopsy  punch  or  a Schu- 
bert biopsy  punch.  Both  have  their  staunch  ad- 
vocates and  I find  little  to  choose  between  them. 
Whichever  will  effectively  grasp  the  area  of  the 
cervix  desired  is  the  best  instrument  to  use.  If 
biopsy  is  diffieult,  a single  tooth  tenaculum 
placed  in  the  anterior  lip  of  the  cervix  will  fre- 
quently help  in  steadying  the  cervix  and  provid- 
ing some  counter  pressure  against  which  the  bi- 
opsy can  be  made.  The  most  important  thing 
about  a biopsy  instrument  is  to  keep  it  sharp 
and  this  can  be  done  most  effectively,  I believe, 
by  soaking  it  in  an  antiseptic  solution  for  steri- 
lization and  preventing  well-meaning  nurses 
from  autoclaving  such  instruments.  We  always 
obtain  vaginal  smears  at  the  time  that  the  biopsy 
is  made  and  the  pathologists  are  quite  happy  to 
have  this  additional  material  to  review.  Since 
the  vaginal  smears  are  generally  90-95  per  cent 
accurate  in  detecting  carcinoma  of  the  cervix 
negative  smears  are  of  considerable  reassurance 
before  proceeding  with  the  treatment  of  the 
erosion. 

If  biopsies  of  the  erosion  and  vaginal  smears 
are  both  negative  we  proceed  with  cauterization 
of  the  cervix.  This  is  done  with  a simple  Nation- 
al Cautery  set  with  a pistol  grip  handle.  The 
cauterizing  wire  is  heated  to  a cherry-red  color 
and  ordinarily  the  erosion  is  stroked  in  a radial 
manner  from  the  external  os  of  the  cervix  out 
on  to  the  portio.  The  cervix  is  eauterized  to  a 
depth  of  only  1 or  2 mm.  We  make  an  attempt 
to  keep  from  going  too  far  up  into  the  cervieal 
canal  and  would  prefer  to  do  the  cauterization 
in  several  sittings  rather  than  running  a risk  of 
cervical  stricture  by  cauterizing  too  deeply  or 
too  extensively  at  the  first  visit.  If  the  lesion  is 
an  extensive  one  we  employ  the  broad  cautery 
tip  and  “frost”  the  entire  surface  of  the  erosion 
with  the  cautery. 

The  patient  who  has  suspicious  or  positive 
vaginal  smears  without  any  visible  gross  lesion 
poses  a special  problem.  Here,  the  Schiller  Test 
is  of  some  help.  In  employing  Schiller’s  solution 
it  is  important  to  remember  that  it  must  be  used 
quite  liberally  so  that  all  areas  of  normal  epi- 
thelium will  be  adequately  stained  with  the  so- 
lution. For  this  reason  it  is  helpful  to  pour  a 
small  amount  of  the  solution  into  the  vagina  so 
that  the  cervix  will  be  very  thoroughly  eoated 
with  it.  Then  any  areas  which  do  not  stain  can 
be  easily  identified  and  biopsied. 


In  interpreting  suspicious  vaginal  smears,  one 
must  be  familiar  with  the  feelings  and  results  in 
the  laboratory  where  his  smears  are  being  read. 
In  our  own  laboratory  a Class  III  or  suspicious 
vaginal  smear  means  that  the  patient  has  a 50-50 
chance  of  having  a carcinoma.  That  is,  when  all 
of  the  patients  with  this  type  of  smear  have  been 
thoroughly  investigated  we  find  that  about  half 
of  them  have  a carcinoma  of  the  cervix  and 
about  half  have  some  atypical  changes  in  the 
epithelium  of  the  cervix,  but  not  of  a malignant 
nature.  If  a Class  III  smear  is  obtained  from  a 
patient  then  repeated  smears  should  be  obtained 
at  intervals  of  two  weeks.  If  no  further  suspicious 
smears  are  obtained  she  may  be  followed 
as  any  other  gynecologic  patient.  If,  on  the  other 
hand,  repeated  smears  are  of  a suspicious  na- 
ture, the  cervix  should  be  biopsied  if  any  lesion 
is  present  either  grossly  or  at  the  time  of  a 
Schiller  Test.  If  no  such  area  can  be  located 
then  the  patient  should  be  admitted  to  the  hos- 
pital for  a conization  of  the  cervix. 

Patients  with  repeated  suspicious  or  positive 
vaginal  smears  who  have  no  gross  lesion  of  the 
cervix  and  patients  whose  biopsies  show  carci- 
noma in  situ  should  have  an  adequate  conization 
of  the  cervix  in  the  hospital.  This  cone  should 
completely  exeise  the  squamo-columnar  junction 
around  the  entire  eircumference  of  the  cervix 
and  should  extend  a reasonable  distance  on  ei- 
ther side  of  this  border.  Therefore,  an  adequate 
cone  will  have  a base  which  is  2 cm  in  diameter 
and  an  altitude  of  2 cm.  The  value  of  such  a 
cone  depends  completely  upon  the  manner  in 
which  the  pathologic  examination  of  the  tissue 
is  conducted.  If  it  is  adequately  studied  by  an 
interested  pathologist  it  will  give  us  a very  ade- 
quate idea  of  the  extent  of  any  changes  in  the 
cervical  epithelium. 

In  pregnaney  some  reddening  and  irregularity 
of  the  cervix  is  so  common  that  we  rely  on  the 
smears  to  exelude  the  presence  of  malignancy. 
We  do  obtain  vaginal  smears  on  all  of  our  pre- 
natal patients  and  act  upon  the  results  in  exactly 
the  same  manner  as  outlined  above  in  the  case 
of  non-pregnant  patients.  If  there  are  any  sus- 
picious gross  lesions  or  if  repeated  suspicious 
smears  are  obtained  we  do  not  hesitate  to  biopsy 
the  cervix  during  pregnancy  or  to  perform  a 
conization  of  the  eervix  during  pregnancy. 

Endocervicitis  characterized  by  a profuse 
purulent  discharge  from  the  cervival  canal  may 
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be  a source  of  difficulty  to  a patient  either  be- 
cause of  resultant  infertility  or  just  because  of 
the  presence  of  the  discharge.  In  our  hands,  this 
has  been  treated  by  radial  cauterization  of  the 
cervix.  It  is  frequently  necessary  to  go  a bit 
higher  into  the  endocervical  canal  than  is  the 
case  with  the  cauterization  of  erosions.  It  is  fre- 
quently necessary  also  to  cauterize  the  cervix  a 
bit  more  deeply  in  order  to  cauterize  the  glands 
which  are  responsible  for  the  discharge.  Here 
again,  it  is  probably  wise  to  perform  this  cau- 
terization on  repeated  visits,  cauterizing  only 
one  side  of  the  endocervical  canal  at  a time.  We 
have  found  this  method  to  be  satisfactory  and 
have  not  resorted  to  conization  of  the  cervix 
with  the  cautery.  Neither  have  we  employed 
surgical  conization  of  the  cervix  for  this  lesion 
but  have  found  repeated  cauterization  on  an 
outpatient  basis  to  be  ultimately  satisfactory. 

Vulvar  Lesions:  Pruritis  of  the  vulva  is  such 
a common  symptom  that  its  treatment  is  fre- 
quently relegated  to  a telephone  suggestion  to 
take  vinegar  douches.  We  must  remember,  of 
course,  that  this  may  be  a symptom  of  a serious 
lesion  such  as  a carcinoma  of  the  vulva  and  must 
be  careful  to  examine  all  such  patients  very 
carefully  before  suggesting  any  treatment. 

Many  lesions  of  the  vulva  can  be  removed  in 
toto  under  local  anesthesia  on  an  outpatient  ba- 
sis. Simple  local  infiltration  in  the  subcutaneous 
area  with  I per  cent  Xylocaine  solution  provides 
good  anestheisa  for  such  procedures.  It  is  im- 
portant to  remove  all  such  lesions  with  a suffi- 
ciently wide  border  of  normal  skin  around  them 
to  be  certain  that  the  lesion  has  been  completely 
removed.  This  means  that  a minimum  of  I cm. 
of  normal  skin  should  be  removed  along  with 
the  lesion  on  all  sides. 

If  a lesion  is  so  large  that  removal  on  an  out- 
patient basis  is  not  easily  possible  it  is  best  to 
admit  such  a patient  to  the  hospital  for  an  ex- 
cisional  biopsy  under  general  anesthesia.  It  is 
unwise  to  perform  an  incisional  biopsy  on  a vul- 
var lesion  which  may  be  malignant. 

Lesions  of  the  vulva  which  are  most  apt  to  be 


malignant  are  those  which  are  raised  into  a 
fungating  mass.  The  surface  is  cobbled  in  ap- 
pearance and  may  bleed  easily.  These  lesions 
are  frequently  infected  so  that  the  surface  is 
covered  with  a purulent  exudate.  Melanotic  le- 
sions of  the  vulva  are  also  highly  suspicious. 

A common  lesion  of  the  vulva  which  is  easily 
treated  on  an  outpatient  basis  is  a Bartholin 
cyst.  When  such  cysts  produce  recurring  symp- 
toms they  are  best  excised  or  marsupialized. 
Excision  requires  hospitalization  and  has  been 
attended  by  occasional  comphcations  in  the 
form  of  subcutaneous  hemotomata  and,  there- 
fore, marsupialization  is  gaining  increasing  pop- 
ularity. 

Anesthesia  is  adequately  established  by  local 
infiltration  in  tbe  subcutaneous  area  along  the 
line  of  proposed  incision  of  the  Bartholin  cyst 
with  I per  cent  Xylocaine.  A pudendal  block 
on  the  same  side  of  the  pelvis  is  also  very  helpful. 

The  cyst  should  be  incised  along  tbe  inner 
surface  of  the  labium  minus.  It  is  incised  along 
tbe  entire  length  of  the  cyst.  Two  distinct  lay- 
ers will  be  easily  visualized.  Tbe  inner  layer  is 
the  epithelium  of  the  Bartholin  gland  duct  and 
the  outer  layer  is  the  vulvar  skin.  These  two  lay- 
ers are  approximated  with  a series  of  inter- 
rupted sutures.  Gastrointestinal  suture  of  0000 
chromic  is  quite  satisfactory.  These  sutures  re- 
sult in  some  eversion  of  the  mucosa  of  the  duct 
and  form  a new  ostium  for  the  gland. 

We  have  had  no  difficulties  with  bleeding  or 
other  complications  and  are  very  well  satisfied 
with  the  procedure.  Occasionally  we  have  noted 
that  if  the  ostium  is  placed  out  on  the  surface  of 
the  vulva  or  if  the  ostium  is  too  small  the  pa- 
tient continues  to  have  a purulent  discharge 
from  the  area.  If  these  two  faults  are  avoided, 
however,  the  cyst  remains  colapsed  and  the  pa- 
tient remains  asymptomatic. 

Summary:  I have  discussed  some  of  the  more 
common  lesions  of  the  cervix  and  vulva  and  the 
surgical  procedures  which  may  be  performed 
on  an  outpatient  basis  to  treat  tbem. 


Probably  no  more  than  10%  of  birth  defects  are  caused  by  defective  genes. 


clinically  proven  efficacy 


in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  I.  disorders 


PATHIBAMATE  combines  two  highly  "effective  and 
well-tolerated  therapeutic  agents 

Meprobamate-^'widely  accepted  tranquilizer 


Two  available  dosage  strengths  permit  adjusting  therapy 
to  the  G.K  disorder  and  degree  of  associated  tension. 


and 


PATHILON  trldihexethyl^chloride— antichol- 
inergic noted  for  its  effect  on  motility  andi 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 


Where  a minimal  meprobamate  effect  is  preferred... 

PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate; 
^ 25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobamate; 

25  mg.  of  PATHILON 


Contraindications;  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Dosage:  Average  oral  adult  dose  is  1 tablet 
ti.d.  at  mealtime  and  2 tablets  at  bedtime. 
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meprobamate  with  PATHILON®tridihexethyI  chloride  Lederle 


clinically  proven  safety 


The  efficacy  of  PATHIBAMATE  has  been  confirmed 
clinicaliy  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal 
spasm,  anxiety  neurosis  with  gastrointestinal  symp- 
toms, and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationf  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 
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♦Atwater,  J.  S.,  and  Carson,  J,  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

fPATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
distort  the  results  of  certain  thyroid  function  tests. 
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The  Role  of  Civil  Defense 
In  National  Strategy* 

Rogers  S.  Connell 

Division  of  Economics  Research 
Stanford  Research  Institute 
Menlo  Park,  California 


This  urticle  ei  resume  and  under\tandim:,  of  the  civil  defense  problem 

as  if  has  not  been  presented  before  by  either  the  military  or  the  Office  of  Civil 
and  Defense  Mobilization.  This  is  written  in  undersladable  terms  with  a r 
able  solution  at  a rrasonahle  cost  and  shows  that  this  is  not  an  insunnoh 
problem  but  that  one  cati  take  a praeiieal  and  not  a fatalistic  out  look. uph 
impending  attack  that  may  very  I’kely  come  from  either  Russia  orl  in 


T 

fl  HE  MAJOR  reasons  for  maintaining  a civil 
defense  program  are:  to  deter  aggression,  to 
protect  population,  and  to  ensure  postattack 
recovery.  I want  to  discuss  in  some  detail  now 
how  these  roles  of  civil  defense  can  be  carried 
out  in  our  nuclear  age. 

The  deterrent  role  of  civil  defense  is  the  one 
most  relevant  to  circumstances  facing  us  today. 
How  can  civil  defense  support  our  present  mili- 
tary strategy  of  deterrence,  which  rests  upon 
the  tlireat  of  massive  counterattack?  General 
Pierre  Gallois  has  suggested  that  a policy  of 
deterrence,  to  be  credible,  must  be  backed  simul- 
taneously by  three  conditions:  adequate  material 
forces,  values  clearly  worth  defending,  and  na- 
tional will.  It  is  in  connection  with  this  third 
aspect  of  deterrence  that  civil  defense  has  an 
essential  role  to  play;  for  national  will  can  be 
fortified  by  the  knowledge  that  attack  can  be 
survived,  that  postattack  recovery  can  take  place. 

But  the  deterrent  effectiveness  of  civil  de- 

“Presented  before  the  Ninth  U.  S.  Civil  Defense  Council  Con- 
ference, Medical-Heal'.h  Section,  September  21-22,  1960,  Min- 
neapolis, Minnesota. 


fense  depends  fundamentally,  of  course,  upon 
the  ability  of  civil  defense  programs  to  fulfill 
significantly  their  second  function  — that  of 
protecting  population.  We  will  not  inspire  our 
own  people  with  the  will  to  resist  nor  will  we 
discourage  an  enemy  from  attacking  us  if  we 
really  cannot  guarantee  that  a major  portion  of 
our  population  and  our  resources  can  survive 
the  effects  of  nuclear  attack.  What  are  the  re- 
quirements for  nonmilitary  defense  of  our  popu- 
lation? 

The  first  need  is  for  protection  from  fallout. 
In  many  areas,  existing  structures  are  so  con- 
structed as  to  provide  adequate  fallout  protec- 
tion. While  fallout  intensity  is  difficult  to  pre- 
dict at  any  place,  a shelter  that  would  reduce 
exposure  to  radioactivity  by  a factor  of  250 
would  be  satisfactory  for  the  fallout  levels  we 
would  be  likely  to  have  in  most  areas  after  even 
the  most  comprehensive  attack.  Because  of  the 
nature  of  the  postattack  environment  and  the 
short  length  of  the  actual  shelter  confinement 
period  (a  maximum  of  several  weeks),  only  a 
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very  small  reduction  in  the  total  effective  bio- 
logical dose  of  radiation  is  gained  by  increasing 
the  protection  factor  even  as  high  as  1,000.  Fall- 
out shelter  would  be  required  after  any  ex- 
pected type  of  attack  with  the  exception  of  air 
bursts  over  point  targets,  which  are  considered 
an  unlikely  tactic  against  the  United  States. 
Calculations  for  many  possible  attacks  show  that 
in  the  United  States  over  half  the  population 
lives  in  areas  where  people  would  survive  if 
they  had  fallout  shelter  but  could  die  without  it. 

Fallout  is  not  the  only  hazard.  The  immedi- 
ate weapon  effects  — heat,  fire,  the  force  of  the 
blast,  and  radiation  from  the  fireball  itself  — 
are  the  principal  dangers  in  areas  near  the 
ground  zero.  Blast  shelter  can  reduce  up  to 
200  times  the  area  in  which  blast  effects  of  one 
weapon  would  be  fatal.  Studies  of  many  possible 
attacks  on  the  United  States  indicate  that  a pro- 
gram providing  good  blast  shelters  in  urban 
areas  plus  fallout  shelters  elsewhere  could  hold 
total  casualties  to  10  percent  of  the  population. 

Such  conclusions  are  based  upon  a careful 
appraisal  of  all  the  factors  that  make  up  the 
potential  threat.  This  threat  analysis  involves  a 
number  of  steps.  First,  the  type  and  number  of 
nuclear  weapons  available  to  the  enemy  are 
estimated.  We  then  appraise  the  destructive 
power,  reliability,  and  aiming  error  of  those 
weapons,  and  assess  the  capability  of  U.  S.  air 
defense  to  cope  with  them.  Targeting  studies  of 
the  entire  United  States  are  prepared,  based  on 
the  estimates  of  enemy  capabilities  and  of  U.  S. 
defense  capabilities  and  on  the  geographical 
distribution  of  U.  S.  military  installations,  critical 
industry,  and  population. 

A wide  range  of  possible  attacks  is  considered, 
including  assaults  on  one  or  more  of  the  follow- 
ing: retaliatory  military  bases,  all  military  in- 
stallations including  retaliatory  bases,  critical 
industries,  industry  in  general,  and  population. 
Attacks  using  manned  bombers  or  submarines 
instead  of  or  in  addition  to  missiles  are  also 
examined.  For  each  attack,  we  assume  the 
enemy  to  be  seeking  maximum  results  per 
weapon  expended,  and  we  therefore  assign 
bombs  to  targets  across  the  country  on  a net- 
gain  basis. 

The  framework  for  this  allocation  is  the  Na- 
tional Damage  Assessment  System,  a set  of 
weapon  and  resource  data  and  electronic  com- 


putation procedures  devised  by  Stanford  Re- 
search Institute  for  measuring  the  results  of  a 
nuclear  attack  upon  the  United  States.  Although 
designed  to  provide  a rapid  estimate  of  sur- 
viving population  and  resources  following  an 
actual  assault,  the  Damage  Assessment  System 
is  equally  valuable  for  targeting  purposes,  since 
it  enables  an  analyst  to  predict  the  losses  that 
would  be  incurred  from  the  detonation  of  a 
given  weapon  at  any  spot  in  the  United  States 
under  a variety  of  conditions,  such  as  height 
of  burst,  direction  of  wind,  and  time  of  day. 
Having  estimated  attack  losses  under  a no- 
shelter condition,  we  may  then  test  the  effective- 
ness of  various  types  of  shelter  programs  in 
reducing  population  losses  under  various  types 
of  attack. 

Could  the  nation  bear  the  cost  of  any  civil 
defense  program  that  could  contribute  a sig- 
nificant saving  in  lives?  Studies  at  Stanford  Re- 
search Institute  have  indicated  that  effective 
shelter  systems  can  be  designed  for  costs  that 
are  small  in  comparison  with  our  present  total 
defense  budget.  The  faet  ean  be  illustrated  by 
three  nonmilitary  defense  programs  that  repre- 
sent the  range  between  the  lower  and  upper 
limits  of  complete  programs  for  protection.  The 
minimum  program  involves  maximum  use  of 
existing  facilities  for  fallout  shelter,  the  inter- 
mediate program  involves  construction  of  special 
fallout  shelters  by  the  government,  and  the 
maximum  program  involves  construction  of  spe- 
cial blast  shelters  in  metropolitan  areas  and 
fallout  shelters  in  nonmetropolitan  areas. 

Shelter  is  the  central  feature  of  all  three 
programs  because  it  saves  lives  directly.  Evacu- 
ation can  also  save  lives,  but  it  is  effective  only 
with  sufficient  warning  and  does  not  eliminate 
the  need  for  fallout  shelter.  One-third  to  one-half 
of  the  cost  of  each  program  is  in  shelter;  the 
remainder  is  for  warning,  decontamination, 
monitoring,  stockpiling  of  food,  and  so  on. 

The  minimum  program  requires  the  public 
to  make  maximum  use  of  existing  fallout  shelter 
resources,  to  improve  them  where  necessary,  and 
to  provide  itself  with  survival  supplies.  This 
would  involve  an  average  initial  investment  per 
family  of  about  $100.  In  addition,  the  govern- 
ment would  have  to  act  to  make  the  indi\  iduars 
investment  effective.  The  goNcrnment  would 
have  to  provide  adeipiatc  warning,  sur\c\-  and 
mark  existing  shelter  in  large  buildings,  [iroN  idc' 
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for  monitoring  of  radiation  hazard,  inform  the 
public,  and  so  on.  The  cost  of  these  activities 
to  government  would  be  about  one-half  billion 
dollars  or,  if  the  program  were  completed  in  two 
years,  about  $1.50  per  person  per  year.  This 
contrasts  with  $230  per  person  for  the  present 
U.  S.  military  budget. 

Such  a minimal  civil  defense  program  could 
save  many  potential  victims  of  fallout,  but  it 
would  not  protect  persons  exposed  to  the  impact 
of  blast  within  a few  miles  of  the  ground  zero. 
Furthermore,  existing  facilities  that  offer  enough 
shielding  to  be  useful  in  such  a fallout  shelter 
program  could  serve  only  about  25  percent  of 
our  population.  This  kind  of  protection  would 
save  enough  people  to  ensure  national  recovery 
only  in  the  case  of  an  attack  upon  our  retalitory 
military  bases,  since  in  these  locations  popula- 
tion densities  (and  therefore  blast  casualties) 
would  be  relatively  light.  Of  about  40  million 
persons  who  would  be  victims  of  such  an  attack, 
about  20  to  30  million  people  who  would  other- 
wise be  victims  of  fallout  could  be  saved  by  this 
minimum  program.  The  program  would  not  save 
enough  lives  for  national  recovery  from  attacks 
directed  against  major  population  centers,  how- 
ever, and  it  would  probably  not  be  effective 
against  the  weaponry  in  use  after  the  next  few 
years.  Thus,  while  the  minimum  program  offers 
a significant  saving  of  lives  under  some  cir- 
cumstances and  is  feasible  for  individuals  in 
some  localities,  it  could  not  be  considered  ade- 
quate as  a permanent  national  policy. 

The  intermediate  program  involves  govern- 
ment construction  of  special  fallout  shelters  and 
provisions  of  emergency  supplies  for  them,  in 
addition  to  warning,  monitoring,  and  the  like 
provided  under  the  minimum  program.  Unlike 
the  minimum  plan,  this  program  would  assure 
fallout  protection  for  all  the  population  under 
any  attack  at  least  through  the  1960’s  and  would 
avoid  any  danger  of  individual  misjudgment  as 
to  the  adequacy  of  improvised  shelters.  A na- 
tional fallout  shelter  program  is  particularly  ap- 
propriate for  the  United  States  because  about 
half  the  U.  S.  population  is  in  rural  centers  too 
small  for  direct  targeting  under  any  enemy 
objective  and  therefore  faces  fallout  but  not 
blast  hazard.  For  these  reasons  the  intermediate 
program  could  add  60  to  90  million  survivors 
to  the  number  who  would  survive  with  no  pro- 
gram. Though  the  intermediate  program  could 


not  save  the  millions  of  blast  casualties  who 
would  be  victims  of  an  attack  against  major 
population  centers,  it  could  assure  the  survival  ; 
of  at  least  half  the  U.  S.  population.  The  cost, 
if  the  program  were  completed  in  six  years,  • 
would  be  about  $5  billion  per  year,  or  about  $30  i 
per  person  per  year. 

The  maximum  program  would  provide  shelter 
against  immediate  blast  effects  in  metropolitan 
areas  plus  fallout  shelter  elsewhere.  A question  | 
often  raised  about  such  a program  is  whether,  j 
in  case  of  attack,  enough  warning  time  would  ! 
be  available  for  people  to  reach  blast  shelters.  ! 
By  the  time  a blast  shelter  program  could  be  | 
implemented,  the  answer  could  probably  be 
affirmative  for  most  areas.  The  reason  for  this 
is  that  it  is  extremely  important  to  an  enemy 
to  achieve  simultaneity  in  any  attack  upon 
retaliatory  bases  in  order  to  preclude  a return 
attack  upon  himself.  During  the  several  years 
it  would  take  for  a blast  shelter  program  to  be 
implemented,  there  would  be  a continuing  in- 
crease in  the  numbers  of  retaliatory  bases  situ- 
ated throughout  the  Free  World;  the  larger  the 
number  of  these  targets,  the  more  difficult  it 
would  be  to  strike  them  simultaneously.  It  is 
therefore  unlikely  that  an  enemy  could  afford 
to  include  population  and  industry  targets  as 
well  in  his  first  strike.  Thus  the  fall  of  weapons 
on  retaliatory  bases  would  occur  before  fall  of 
weapons  on  civil  targets  and  could  provide 
warning  in  time  for  the  population  to  reach 
blast  shelters  before  the  second  strike. 

If  the  maximum  blast  and  fallout  shelter  pro- 
gram were  to  be  completed  in  eight  years,  it 
would  cost  about  $5  billion  per  year  for  the 
blast  shelter  portion  of  the  program,  but  the 
fallout  shelter  portion  would  cost  less  than  under 
the  intermediate  plan  because  the  metropolitan 
blast  shelters  would  also  offer  fallout  protec- 
tion. The  total  cost  over  eight  years  would  be 
about  $55  per  person  per  year,  and  ths  maximum 
program  would  assure  survival  of  about  90  per- 
cent of  our  population  under  even  the  most 
comprehensive  type  of  atttack  in  the  late  1960’s 
time  period. 

To  say  that  an  adequate  program  of  fallout 
and  blast  shelter  can  assure  survival  is  not  to 
say  that  a postattack  radioactive  environment 
would  take  no  toll  at  all.  However,  the  toll  can 
be  minimized  and,  even  in  the  worst  case,  would 
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equal  a setback  of  a few  decades  in  medical 
history:  the  proportion  of  stillborn  and  de- 
formed children  would  be  about  what  it  was 
30  years  ago  — 5 in  every  100  births,  according 
to  the  most  pessimistic  of  the  reliable  sources, 
rather  than  4 in  every  100  as  today.  Individuals 
who  have  received  close  to  sickness  dosages  of 
radiation  might  die  10  to  15  years  earlier  than 
they  normally  would,  but  their  life  expectancy 
would  still  be  as  long  as  our  grandfathers’  and 
longer  than  that  of  most  other  peoples  in  the 
world  today.  Even  this  outcome  would  not  be 
inevitable.  Since  radiation-produced  disabilities 
like  leukemia  and  bone  cancer  take  longer  to 
develop  than  the  normal  life  expectancy  of 
people  over  35  or  40  years  of  age,  people  in  this 
age  group  would  have  less  to  fear  from  exposure 
to  radiation  than  would  younger  persons.  Thus 
if  postattack  responsibilities  were  so  arranged 
that  those  over  35  or  40  performed  the  cleanup 
and  other  hazardous  work,  sharing  the  load  so 
that  no  one  person  would  get  disproportionate 
exposure,  it  is  entirely  possible  that  the  radio- 
active postattack  environment  would  have  very 
little  deleterious  influence  on  the  average  life 
span. 

So  much  for  the  major  medical  considerations. 
What  would  the  postattack  social  environment 
be  like?  Should  we  expect  a desperate,  hysterical 
fight  for  the  surviving  resources?  On  the  con- 
trary, the  experience  of  the  Red  Cross  and  other 
disaster  organizations  is  that  people  under  stress 
of  war,  natural  holocaust,  and  similar  situations 
do  act  constructively  and  in  the  common  in- 
terest; they  do  not  act  hysterically,  except  in  a 
very  few  cases.  In  fact,  the  occasional  hysterical 
reaction  encountered  is  one  of  immobility  rather 
than  of  hyperactivity:  an  insistence  upon  staying 
with  remaining  possessions  rather  than  actively 
setting  the  world  to  order  again. 

The  postattack  economic  situation  would  not 
give  cause  for  panic,  in  any  case.  This  statement 
can  be  made  as  a result  of  work  done  in  con- 
nection with  the  third  role  of  civil  defense  — 
that  of  ensuring  recovery.  This  role  involves 
both  a research  and  a planning  aspect.  We  must 
examine  the  vulnerability  to  attack  of  each 
component  of  the  economic  system,  investigate 
the  effect  upon  each  component  of  the  loss  of 
various  other  components,  and  plan  for  stock- 
piling or  other  means  of  compensating  the  de- 


ficiencies that  would  exist.  At  Stanford  Research 
Institute  we  have  been  conducting  studies  along 
these  lines  for  a number  of  years,  and  our  find- 
ings are,  in  general,  encouraging. 

You  may  wonder  whether  we  would  not  at 
some  point  actually  aggravate  rather  than  ease 
postattack  conditions  by  arranging  protection 
from  attack  effects  for  our  citizens  — whether 
at  some  point  a greater  number  of  survivors 
would  not  place  an  excessive  demand  upon  the 
remaining  resources.  It  may  be  useful,  therefore, 
to  consider  the  situation  that  would  arise  from 
a maximum  enemy  attack  — one  directed  against 
both  our  military  and  our  urban  centers  — if 
we  were  protected  by  a complete  fallout  and 
blast  shelter  program.  As  mentioned  earlier,  such 
a program  could  save  up  to  90  percent  of  our 
population. 

Even  a maximum  enemy  attack  would  leave 
these  survivors  enough  food,  fuel,  water,  and 
shelter  to  meet  their  basic  needs  for  some  time. 
Stockpiled  farm  surpluses  alone  could  feed  the 
surviving  population  for  at  least  two  years.  In 
addition,  at  least  30  percent  of  our  cropland 
would  be  sufficiently  radiation-free  to  produce 
foods  safe  for  human  consumption;  this  amount 
of  land  is  enough  to  meet  our  food  requirements 
under  any  shelter  program.  Enough  farm  ma- 
chinery would  be  available  to  meet  the  need 
for  10  to  15  years  after  an  attack.  Most  counties 
have  an  underground  water  supply  that  would 
remain  free  of  radioactive  contamination  for  an 
extended  period.  Even  the  amount  of  strontium- 
90  that  would  reach  this  water  through  percola- 
tion would  not  be  serious.  Surviving  petroleum 
fuel  stocks  and  petroleum  production  capacity 
would  be  sufficient  to  meet  essential  reco\’er\- 
requirements,  including  agricultural  production, 
for  two  postattack  years.  And  the  number  of 
dwelling  units  remaining  after  the  attack  would 
still  provide  more  housing  per  person  than  exists 
in  any  other  nation  of  the  world  today. 

Power  and  transportation  would  also  be  a\ail- 
able.  Electric  power  and  generating  plants 
should  withstand  attack  lic'tter  than  their  con- 
sumers, and  they  are  generally  close  to  (he  de- 
mand. These  plants  normally  ha\e  on  hand  luel 
for  several  months’  operation;  with  opt'rations 
curtailed  to  supply  a reduced  load,  (lu'se  stocks 
shoidd  last  many  months,  finough  transportation 
eciuipment  w'ould  sur\i\e  to  last  man\-  \c'ars. 
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For  movement  of  essential  commodities,  air 
transport  could  be  back  in  operation  immedi- 
ately, railroads  could  be  running  within  at  least 
two  weeks,  and  trucks  could  operate  in  all  local 
areas  within  six  months  after  an  attack. 

The  finding  that  railroads  could  be  in  opera- 
tion within  two  weeks  after  any  attack  is  a 
rather  recent  outcome  of  our  studies  at  the 
Instiute,  and  it  is  important  for  at  least  two 
reasons.  Firs,  it  makes  unnecessary  an  expensive 
preattack  allocation  of  food  stocks  and  other 
essential  resources  (unless  such  a predistribu- 
tion seems  advisable  as  a precaution  against 
regional  hoarding).  Second,  and  more  import- 
ant, by  assuring  a continuing  flow  of  goods 
across  the  nation  and  therefore  the  continuing 
need  for  central  regulatory  bodies,  it  suggests 
that  there  would  be  no  lapse  in  the  functioning 
and  authority  of  central  government.  We  need 
not  visualize  our  country  broken  up  into  in- 
creasingly self-sufficient  little  islands  of  survival 
reluctant  later  to  relinquish  their  authority  and 
mistrustful  of  the  general  interest.  The  nation 
will  be  stronger  for  being  able  to  remain  so 
intact. 

I have  said  that  even  the  maximum  number 
of  people  we  could  save  by  a shelter  program 
would  have  available  to  them  in  the  immediate 
postattack  period  more  than  a minimum  of  the 
basic  essentials  for  survival  and  recovery.  Clear- 
ly, the  fewer  survivors  from  a given  attack,  the 
more  supplies  and  facilities  for  each  person 
surviving.  But  even  with  a maximum  number 
of  survivors,  the  essential  needs  of  the  surviving 
population  could  never  place  such  a burden 
upon  surviving  resources  that  recovery  would 
be  impossible.  On  the  contrary,  the  greater  the 
number  of  people  who  survived  attack,  the  more 
labor  force,  technical  know-how,  and  managerial 
skill  we  would  be  able  to  apply  to  postattack 
problems  and  the  faster  recovery  would  be 
able  to  take  place.  About  a fourth  of  the  nation’s 
industrial  plant,  in  addition  to  the  agricultural 
resources  I have  already  mentioned,  would  sur- 
vive even  the  heaviest  enemy  attack  upon  our 
country.  Maximum  use  of  this  recovery  potential 
would  require  the  maximum  number  of  people 
that  could  be  saved  by  a shelter  program. 

The  postattack  environment  would  not  be 
pointless.  But  the  postattack  environment  would 
certainly  raise  many  problems  it  is  important 


to  anticipate.  We  can  anlicipate  some  of  them 
by  having  an  adequate  shelter  program  — either 
the  medium  or  the  maximum  program  I have 
discussed,  so  that  the  larger  portion  of  our  popu- 
lation would  be  saved  from  even  the  heaviest 
attack  an  enemy  might  launch.  We  can  antici- 
pate other  postattack  problems  with  a continuing 
program  of  research  and  planning  for  the  re- 
covery period.  And  one  of  the  strongest  reasons 
for  taking  both  actions  is  that  the  readier  we 
are  to  receive  attack,  the  less  likely  the  attack 
is  to  occur. 

If  our  studies  at  the  Institute  have  convinced 
us  of  the  strategic  importance  of  civil  defense 
and  of  the  high  degree  of  effectiveness  oftain- 
able  from  certain  civil  defense  measures,  what 
have  we  done  about  survival  planning  for  our- 
selves? The  question  is  appropriate  since  the 
U.  S.  government  currently  supports  a “do  it 
yourself  ” program  of  civil  defense. 

The  Stanford  Research  Institute  civil  defense 
program  consists  of  three  plans  for  survival: 
SRI  basement  shelter,  evacuation,  and  home 
shelter.  The  program  is  designed  to  save  the 
lives  of  families  as  well  as  employees  and  is 
fully  integrated  with  local,  state,  and  federal 
civil  defense  arrangements.  In  line  with  national 
policy,  it  endeavors  to  exploit  the  defense  po- 
tential of  available  structures  and  equipment. 

The  first  step  in  preparing  the  plan  was  to 
make  a detailed  analysis  of  the  effects  upon  our 
Menlo  Park  headquarters  and  the  surrounding 
San  Francisco  Bay  area  of  a wide  range  of  pos- 
sible attacks,  in  the  manner  I described  earlier. 
We  then  computed  and  plotted  on  local  maps 
the  probabilities  of  blast  destruction  and  inten- 
sive fallout  for  the  entire  range  of  assaults. 

The  next  step  in  preparing  the  program  was 
to  locate  on  a map  the  offices  of  the  Institute 
and  the  homes  of  our  1,500  employees.  Although 
this  map  showed  a fairly  heavy  concentration  of 
families  within  two  or  three  miles  of  the  In- 
stitute, it  also  showed  that  some  employees  lived 
as  much  as  40  miles  from  our  offices.  This  map 
was  then  examined  in  conjunction  with  the 
threat  maps  and  other  attack  data  to  determine 
the  probable  effects  of  nuclear  attack  upon  SRI 
staff  members  and  their  families,  if  the  assault 
caught  them  at  home  with  no  warning. 

When  combined  with  the  map  of  home  loca- 
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tions,  the  threat  analysis  clearly  indicated  that 
SRI  families  would  need  protection,  no  matter 
what  kind  of  nuclear  attack  the  enemy  might 
launch.  For  example,  a heavy  assault  that  in- 
cluded bombing  of  the  naval  air  station  at 
nearby  Moffett  Field  would  cause  severe  blast 
damage  to  an  area  in  which  many  staff  members 
live:  23  percent  of  our  employees  could  die  from 
immediate  or  subsequent  effects  of  an  attack 
upon  this  particular  target.  Virtually  all  of  those 
who  survived  the  blast  effects  would  be  killed 
by  fallout  unless  they  took  the  necessary  steps 
to  protect  themselves.  In  fact,  even  the  lightest 
assault  on  the  San  Francisco  Bay  area  would 
almost  certainly  produce  a lethal  rain  of  fallout 
over  our  area  within  about  half  an  hour. 

Our  next  step,  then,  was  to  investigate  avail- 
able means  for  meeting  the  fallout  and  blast 
hazard.  With  respect  to  fallout,  we  knew  that  a 
wood  frame  house  could  protect  its  occupants 
from  about  50  percent  of  outside  radiation,  and 
that  a home  basement  could  cut  the  intensity 
to  about  5 percent.  But  neither  of  these  degrees 
of  protection  would  be  likely  to  suffice  for  cpn- 
ditions  expected  in  our  area.  The  basement  of 
the  main  Stanford  Research  Institute  building, 
however,  was  found  to  offer  adequate  fallout 
protection  from  the  heaviest  possible  attack. 
Since  it  takes  about  half  an  hour  after  surface 
detonation  of  a weapon  for  a dangerous  level  of 
fallout  to  accumulate  on  the  ground,  a great 
number  of  SRI  employees  and  their  families  who 
survived  the  explosion  at  home  would  be  able 
to  reach  the  Institute  in  time  to  avoid  dangerous 
contamination. 

Besides  offering  fallout  protection  for  any  at- 
tack likely  in  the  San  Francisco  Bay  area,  the 
Institute  basement  will  also  provide  five  pounds 
per  square  inch  blast  protection.  This  would  be 
adequate  in  the  event  of  an  attack  on  Moffett 
Field,  which  is  more  than  five  miles  away  from 
the  Institute.  Preattack  warning  would  be  neces- 
sary for  utilization  of  the  basement  as  a blast 
shelter,  but  intelligence  estimates  indicate  the 
possibility  of  some  notice  in  the  Menlo  Park 
vinicity,  at  least  until  the  mid-1960’s.  In  certain 
circumstances,  therefore,  the  basement  shelter 
could  reduce  the  number  of  fatalities  from  blast 
as  well  as  from  fallout. 

For  staff  members  who  live  too  far  from  the 
Institute  to  reach  it  within  a half  hour,  we  in- 


vestigated the  feasibility  of  two  other  courses 
of  action:  evacuation  and  home  shelter.  We 
found  that  those  employees  who  live  on  the 
periphery  of  our  population  basin  would  have 
time  to  evacuate  to  an  area  of  less  fallout  hazard, 
such  as  the  Monterey  Peninsula  (the  prevailing 
winds  on  the  Peninsula  move  from  west  to  east ) . 
The  remainder  of  our  staff  members,  it  ap- 
peared, would  be  well  advised  to  have  previously 
prepared  home  shelter.  One  blast  and  fallout 
shelter  we  designed  at  Stanford  Research  In- 
stitute would  cost  about  $375  to  construct  for  a 
family  of  six;  other  shelters  would  be  more  ex- 
pensive. With  sufficient  warning  time,  both 
the  evacuation  and  the  home  shelter  plans  could 
prevent  blast  as  well  as  fallout  casualties  by 
permitting  people  to  put  distance  or  mass  be- 
tween themselves  and  the  explosion. 

Before  details  of  the  three  survival  plans  could 
be  presented  to  staff  members  and  their  families, 
it  remained  for  us  to  carry  out  the  necessary 
arrangements  and  alterations  that  would  make 
our  Institute  basement  operational  as  a fallout 
and  blast  shelter.  We  did  have  built-in  shielding 
from  outside  radiation.  The  basement  floor  is  an 
average  of  15  feet  below  grade  and  is  shielded 
by  the  surrounding  earth  from  radiation  on  the 
ground.  In  addition,  protection  from  fallout  on 
the  building  roof  is  provided  by  40  feet  of  dis- 
tance between  the  roof  and  basement  floor,  and 
a total  of  13  inches  of  concrete  in  the  roof  and 
two  floors  above  the  basement.  This  shielding 
would  reduce  radiation  to  1/250  the  outside 
levels,  an  adequate  reduction  for  any  fallout 
conditions  we  can  anticipate  for  the  next  several 
years.  But  to  prevent  leakage  of  radiation,  re- 
movable four-inch  thick  concrete  slabs  on  con- 
crete block  supports  had  to  be  placed  above  all 
exterior  ventilation  and  service  wells  opening 
onto  the  basement.  Connections  and  hoses  were 
also  installed  where  necessary  to  permit  the 
slabs  and  surrounding  ground  to  be  washed  free 
of  fallout  following  an  attack.  The  total  cost  for 
these  improvements  was  about  $300.  The  depth 
and  strength  of  the  Institute  basement  also  offer 
adequate  protection  from  blast  effects  of  ain- 
attack  on  local  targets,  with  the  unlikely  excep- 
tion of  direct  attack  on  Palo  Alto  or  Menlo  Park. 

Space  was  the  next  consideration.  Allowing 
10  square  feet  per  person,  our  basement  could 
provide  shelter  for  a maximum  of  3,000  people, 
or  roughly  two-thirds  of  the  staff  members  at 
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our  Menlo  Park  offices  and  their  families.  The 
remainder  of  our  staff  and  their  families  could 
be  accommodated  in  the  basement  of  an  adjoin- 
ing Institute  building,  which  is  currently  under 
construction.  Incidentally,  inclusion  of  a base- 
ment in  the  plans  for  this  new  building  was 
found  to  be  a sound  move  quite  apart  from  civil 
defense  considerations  and  despite  the  local 
building  convention  against  underground  con- 
struction: basement  office  and  storage  space 
proved  more  economical  than  comparable  space 
above  ground. 

Food  for  the  shelter  occupants  did  not  pose 
as  great  a problem  as  you  might  expect.  We 
were  able  to  obtain  a ten-day  supply  of  the 
minimum  diet  dry  ration.  Multipurpose  Food*, 
at  a cost  of  three  cents  per  meal  per  person, 
or  $2,700  for  the  3,000  persons  who  could  be 
sheltered  in  our  present  basement.  Although 
this  product  is  now  distributed  at  a slightly 
higher  cost,  it  is  still  an  extremely  economical 
and  satisfactory  answer  to  the  shelter  food  prob- 
lem. In  many  cases  the  availability  of  such  a 
low-cost,  compact  ration  would  be  the  critical 
factor  making  possible  a shelter  program  for  a 
large  staff.  In  order  to  make  shelter  life  more 
comfortable,  our  staff  members  were  invited 
to  store  in  the  basement  a footlocker  of  sup- 
plemental food  and  other  supplies,  including 
bedding. 

To  insure  a supply  of  radiation-free  water 
during  the  period  of  confinement,  a well  was 
drilled  next  to  the  basement  at  a cost  of  $2,300. 
Although  there  is  little  danger  in  our  particular 
area  of  losing  the  municipal  water  system  in  an 
attack,  water  is  much  more  a necessity  of  life 
than  is  food,  and  the  installation  of  this  well  was 
therefore  considered  essential  to  the  program. 
Actually,  the  well  can  pay  for  itself  over  a 12- 
year  period  by  providing  low-cost  water  for 
irrigating  the  grounds  of  the  Institute. 

Communication  facilities  were  another  neces- 
sity of  the  basement  shelter  program.  First,  we 
needed  some  means  of  conveying  warning  to  our 
staff.  Stanford  Research  Institute  is  tied  into  the 
civil  defense  warning  net  and  will  receive  an 
attack  warning  at  the  same  time  as  the  local 
fire  station.  However,  since  a siren  warning 
might  be  misunderstood  by  many  listeners,  we 
decided  to  communicate  the  alert  to  our  staff 

“Available  from  General  Mills,  Inc.  (Sperry  Operations),  in 
Oakland,  California,  and  other  cities  across  the  country. 


over  a special  high-volume  loudspeaker  de- 
veloped at  the  Institute. 

In  addition  to  the  warning  facilities,  we  need- 
ed short-wave  apparatus  for  sending  and  re- 
ceiving information  about  attack  damage  and 
fallout  conditions.  This  information  would  en- 
able us  to  determine  for  ourselves  as  well  as  for 
others  in  the  community  what  would  be  the 
most  suitable  post-shelter  course  of  action:  de- 
contamination of  our  own  area  or  evacuation  to 
some  less  contaminated  area.  CONELRAD,  of 
course,  is  expected  to  perform  this  function  un- 
der present  civil  defense  plans,  but  CONEL- 
RAD facilities  so  far  are  not  provided  with  pro- 
tection to  assure  the  survival  of  their  broadcast- 
ers. Short-wave  equipment  at  Stanford  Research 
Institute  could  also  be  used  in  conjunction  with 
our  electronic  computer  systems  to  assist  the 
government  with  inventory  of  postattack  re- 
sources and  with  recovery  planning. 

Short-wave  transceivers  were  already  on  hand 
at  the  Institute  to  form  the  core  of  a basement 
communications  center,  and  arrangements  were 
made  for  emergency  communication  with  local 
police  and  sheriffs’  offices,  military  headquar- 
ters, the  Military  Amateur  Radio  System,  civil 
defense  offices,  and  the  Red  Cross.  To  provide 
power  for  communication,  as  well  as  for  the  wa- 
ter pump,  lighting,  ventilation,  and  sewage  dis- 
posal, we  purchased  at  a total  cost  of  about 
$5,000  a motor  generator  and  a 1,000-gallon 
diesel  storage  tank  to  hold  two  weeks’  fuel  sup- 
ply. Interestingly  enough,  we  found  that  the 
generator  would  soon  pay  for  itself  by  providing 
standby  power  during  ordinary  lapses  in  the 
commercial  power  supplied  to  the  Institute. 

A few  other  aspects  of  our  basement  shelter 
program  are  worth  mentioning  briefly  in  order 
to  round  out  your  picture  of  the  plan.  In  order 
that  medical  services  might  be  available,  a num- 
ber of  local  doctors  and  their  families  were  in- 
vited to  participate  in  the  basement  shelter  plan. 
Emergency  medical  supplies  were  stored  in  the 
basement  and  the  Institute’s  medical  office  will 
be  moved  to  the  basement  area.  Sanitation  re- 
quirements involved  no  extra  investment:  toilets 
in  the  basement  were  part  of  the  original  con- 
struction plan,  and  water  and  power  for  their 
operation  can  be  supplied  by  the  emergency  well 
and  motor  generator.  Provision  for  monitoring 
radiation  also  did  not  add  any  cost  to  the  plan. 
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since  monitoring  instruments  and  trained  per- 
sonnel were  already  available  within  the  Insti- 
tute. Equipment  suitable  for  decontamination 
of  the  surrounding  area  was  in  daily  use  by  the 
Institute’s  maintenance  department,  but  showers 
and  other  facilities  for  personal  decontamination 
were  set  up  in  the  basement  so  that  radioactive 
particles  that  became  attached  to  the  skin,  hair, 
and  clothing  of  entering  occupants  might  be  re- 
moved. Arrangements  for  information  and  con- 
trol, plant  shutdown,  fire  protection,  safeguard- 
ing of  records,  and  community  assistance  were 
also  included  in  the  planning. 

Finally,  details  of  the  three  survival  plans  — 
SRI  basement  shelter,  evacuation,  and  home 
shelter  — were  presented  to  staff  members  and 
their  families  in  a brochure  entitled  LIVE: 
Three  Plans  for  Survival  in  a Nuclear  Attack. 

This  booklet  provided  background  on  the 
threat,  described  the  rationale  and  functioning 
of  each  plan,  and  listed  supplies  and  food  that 
would  be  needed  by  those  who  chose  evacua- 
tion or  home  shelter.  Sections  on  sanitation,  first 
aid,  decontamination,  and  shelter  were  also  in- 
cluded. Each  staff  member  then  had  accurate 
information  upon  which  to  base  his  selection  of 
a survival  plan. 

This  informational  phase  of  the  planning  can- 
not be  overemphasized.  Much  of  the  popular 
feeling  of  skepticism  toward  civil  defense  is  the 
result,  I believe,  of  a failure  to  obtain  complete 
information.  Lacking  all  the  facts,  many  people 
have  considered  the  building  of  fallout  and  blast 
shelter  to  be  a neurotic  rather  than  a rational 
act.  In  this  atmosphere,  other  persons  who  did 
have  sufficient  information  to  realize  the  wis- 
dom of  family  or  organizational  civil  defense 
planning  were  nevertheless  a little  hesitant  to 
act  upon  their  convictions. 

Our  LIVE  brochure  not  only  presented  the 
facts  to  the  uninformed,  it  also  presented  an  en- 
couraging precedent  to  those  who  were  in- 
formed. Stanford  Research  Institute,  with  the 
benefit  of  its  years  of  investigation  into  both 
military  and  nonmilitary  defense  problems,  evi- 
dently believed  that  fallout  and  blast  shelter 
programs  of  modest  costs  were  both  feasible  and 
timely.  Once  our  LIVE  brochure  was  in  circula- 
tion and  the  Institute’s  basement  shelter  plan 
had  been  reported  in  the  local  press,  we  began 
to  receive  many  inquiries  from  individuals  and 


firms  anxious  to  initiate  their  own  shelter  pro- 
grams. These  inquiries  continue  to  come  to  us 
from  all  over  the  country  and  even  from  some 
foreign  countries.  In  response  to  this  interest, 
we  have  exhausted  two  printings,  totaling  10,000 
copies,  of  our  LIVE  brochure,  and  the  Office  of 
Civil  and  Defense  Mobilization  is  currently 
printing  35,000  more.  The  public  is  not  apathet- 
ic toward  civil  defense.  The  public  responds  to 
balanced,  accurate  information  on  which  it  can 
base  realistic  action. 

The  Stanford  Research  Institute  basement 
shelter  plan  has  caught  the  public’s  interest  for 
a number  of  reasons.  First,  it  is  simple.  All  the 
staff  member  has  to  do  is  know  the  warning 
signals,  make  an  advance  plan  by  which  to  as- 
semble his  family  at  the  Institute  when  the  ap- 
propriate signal  is  given,  and  move  through  the 
proper  entrance  into  the  basement  area  desig- 
nated for  his  family.  The  Institute’s  basement 
shelter  plan  is  also  relatively  inexpensive.  It 
cost  the  Institute  only  a little  over  $10,500  for 
3,000  persons,  or  about  $3.50  per  life  potentially 
saved.  Compared  with  costs  of  other  employee 
benefits,  the  cost  of  the  civil  defense  plan  was 
negligible.  A third  merit  of  the  Institute’s  base- 
ment shelter  plan  is  that  it  keeps  families  to- 
gether rather  than  providing  only  for  the  indi- 
vidual staff  member;  at  the  same  time,  it  as- 
sures survival  of  an  organized  group  of  people 
accustomed  to  working  together.  Both  of  these 
conditions  will  allow  us  to  make  a more  effective 
contribution  in  the  recovery  period.  Finally,  the 
basement  shelter  plan  is  effective;  it  does  offer 
life-saving  protection  from  local  fallout  and 
blast  effects  of  any  nuclear  attack  we  may  an- 
ticipate for  the  next  several  years. 

This  program  is  Stanford  Research  Institute’s 
response  to  our  government’s  current  civil  de- 
fense policy.  Through  similar  planning  — with 
some  modifications  appropriate  to  local  condi- 
tions — other  individuals  and  organizations  can 
substantially  improve  their  chances  of  survival 
and  the  nation’s  prospects  of  postattack  rcco\- 
ery.  You  can  help  by  letting  others  know  that 
effective  civil  defense  programs  are  within  their 
reach  and  by  initiating  family,  institutional,  or 
community  plans  where  you  work  or  li\e.  You 
may  in  this  way  help  harden  our  national  largc'l 
system  to  the  point  that  no  ciu'nn-  will  iind  it 
profitable  to  attack,  regardless  of  his  fc'ars  ol 
instant  and  devastating  retaliation. 
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Clinical  Experience  With  Medrol  Medules: 
A New  Long  Acting  Oral  Corticosteroid 
Preparation 

Henry  T.  Friedman,  M.D. 

Assistant  Clinical  Professor  of  Medicine  (Allergy) 

University  of  California 
Los  Angeles,  California 


A new  s)}ecially  coated  preparation  of  methylprednisolone  has  been  si\ 
clinically  in  a group  of  21  patients  with  various  allergic  disorders.  ■ ■ j 

The  majority  of  the  patients  were  controlled  on  a once  or  twice  daily  dose'.,  ' i 
In  the  group  of  chronic  asthmatics  it  was  possible  to  maintain  equal  (ontriA: 
with  a decrease  in  the  total  amount  of  steroid  needed  in  a majority  of  the  patients:^' 
Side  effects  were  minimal  in  the  entire  group.  One  patient  had  to  discon^fiue.  ' ! 

therapy  because  of  a side  effect.  r | 

: H.T.F.\  \ 


T HE  aim  of  therapy,  in  general,  is  to  relieve 
symptoms  and  prevent  recurrenee  through  etio- 
logical management.  In  the  field  of  allergy  such 
a program  is  possible  in  the  majority  of  patients. 

Symptomatic  management  with  drugs,  hor- 
mones and  supportive  measures  are  essential  in 
most  phases  of  clinical  medicine.  This  becomes 
more  important  when  etiology  escapes  detection. 

Many  allergic  patients  require  symptomatic 
management  on  either  a short  term  or  chronic 
basis.  Some  of  these  patients  can  be  placed  on 
drug  therapy  such  as  antihistamines  or  broncho- 
dilators  but  a significant  number  require  the 
use  of  adrenal  corticosteroids  for  better  man- 
agement. Since  the  introduction  of  cortisone  in 
1950,  many  new  derivatives  have  been  synthe- 
sized. Among  these  is  methylprednisolone** 
which  was  synthesized  in  1956(1).  Early  clin- 
ical experience  with  methylprednisolone  was  re- 

“®Medrol(^ 


ported  by  Brown  and  Seideman,(2)  Nierman 
and  Van  Metre,(3)  Feinberg(4)  and  Grater(5). 
These  workers  found  that  this  drug  was  some- 
what more  potent  than  prednisolone  and  that 
the  fluid  and  electrolyte  disturbances  that  had 
been  associated  with  cortisone,  hydrocortisone, 
and  ACTH  therapy  were  not  observed(3). 
Brown  and  Seidman  observed  less  side  effects 
with  methylprednisolone  than  with  prednisolone 
in  a double  blind  study  during  the  ragweed,  hay 
fever  season  in  1957. 

As  has  been  true  with  all  of  the  newer  deriva- 
tives, methylprednisolone  has  been  observed  to 
be  somewhat  superior  to  other  steroids  in  large 
groups  while  in  isolated  patients  it  may  not  be 
effective.  Such  observations  are  unexplainable 
on  the  basis  of  our  present  knowledge.  Ideally, 
steroids  are  useful  in  allergic  diseases  in  the 
highly  symptomatic  patients  for  short  term  use 
during  diagnostic  work-up.  It  may  be  necessary 
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to  continue  them  for  the  first  month  or  two  of 
speeific  immunological  therapy.  In  acute  drug 
reactions  and  in  a small  percentage  (less  than 
1 per  cent)  of  chronic  bronchial  asthmatics  with 
marked  irreversible  emphysematous  changes 
and  in  severe  atopic  dermatoses,  they  are  also 
indicated.  The  aim  of  all  non-specific  therapy 
has  been  to  maintain  adequate  blood  or  tissue 
levels  at  a constant  concentration  throughout  the 
24  hour  period.  This  is  not  usually  possible  with 
the  average  oral  corticosteroid  because  of  the 
relatively  short  half-life  that  is  observed  with 
these  eompounds.  This  shorter  half-life  means 
that  the  compounds  have  to  be  given  relatively 
frequently  in  order  to  maintain  smooth  blood 
levels.  One  of  the  other  facets  of  oral  corticos- 
teroid therapy  has  been  the  incidence  of  gastro- 
intestinal side  effects  observed  with  these  com- 
pounds. A great  deal  of  variation  has  been  re- 
ported and  it  is  thought  by  some  investigators 
that  there  may  be  a local  effect  on  the  gastric 
mucosa  from  the  steroids  which  may  in  part  ex- 
plain some  of  the  symptoms  ( 6 ) . 

Keeping  the  above  points  in  mind,  recently 
there  has  been  developed  a new,  more  prolonged 
form  of  methylprednisolone.*  This  is  a capsule 
eontaining  the  dose  of  methylprednisolone  as 
many  evenly  coated  granules  of  the  drug.  The 
granules  are  coated  with  an  inert  plastie  mate- 
rial which  is  insoluble  in  highly  acid  media. 
Blood  level  studies  comparing  the  plasma  17- 
hydroxy  corticosteroid  concentration  following 
the  oral  administration  of  methylprednisolone 
as  tablets  or  as  the  new  coated  granules  of 
Medrol  is  demonstrated  in  Figure  1.  These  stud- 
ies were  carried  out  in  20  normal,  healthy  sub- 
jects who  received  a dose  of  40  mg.  of  methyl- 
prednisolone (as  tablets  or  modules ) after  a 
fasting  plasma  level  of  17-hydroxy  corticoster- 
oids was  obtained.  They  had  repeated  plasma 
steroid  levels  run  at  2,  4,  6,  9,  12,  15,  and  24 
hours.  The  plasma  coneentration  curves  indicate 
that  the  absorption  from  the  tablets  was  prac- 
tically complete  in  4 hours  and  that  there  was 
a straight  line  fall-off  of  plasma  steroid  level 
from  that  time  on.  In  contrast,  the  methylpred- 
nisolone coated  granules  demonstrated  contin- 
ued absorption  up  until  approximately  nine 
hours  at  which  time  there  was  a straight  line 
fall-off  of  plasma  levels.  Thus,  it  can  be  seen 
that  a smoother  and  more  prolonged  plasma  lev- 

*  Medrol  Modules,  4 mg.  (Furnished  through  the  courtesy  of 
Hubert  C.  Peltier,  M.D.,  The  Upjohn  Company,  Kalamazoo, 
Michigan) 


el  of  steroid  can  be  obtained  with  the  use  of 
this  material.*^ 


FIGURE  I 


Materials  and  Methods: 

Clinical  trial  was  carried  out  in  21  allergic 
subjects  fitting  all  or  some  of  the  criteria  men- 
tioned above.  Methylprednisolone  coated  gran- 
ules were  administered  as  4 mg.  capsules  on  a 
twice  daily  dose  in  almost  all  patients.  This  study 
has  been  conducted  over  the  past  nine  months. 
Comparisons  to  other  shorter  acting  steroids  in 
essentially  the  same  phase  of  each  patient’s  dis- 
ease process  were  made  by  the  author  on  all 
patients. 

The  21  patients  in  this  series  were  made  up 
of  a group  of  15  females  and  six  males  with  an 
age  range  from  9 to  73  years. 

TABLE  I 

Diagnosis 


\>r  ijTinv_^  Number 

Dronchial  Asthma  1 5 

Atopic  Dermatitis  2 

Allergic  Rhinitis  1 

Rheumatoid  Arthritis  1 


Periarteritis  Nodosum 


Secondary*  Number 

Pulmonary  Bmphysema  b 

Allergic  Rhinitis 
Rronchinl  Asthma  2 

Gout  1 

Virus  Pneumonia  I 

hronclUectasis  1 

Atopic  Dermatitis  2 


d i 

pulmonale 
dlahet  I 


Acute  l.aryngitis 


*Aclunlly  scvL'i-:il  patii-iits  had  mura  tl\aii  ona  sciomlavv 
I'urLliar  pro^',rt;ssion  ol  pulmonai'v  amphysemn  such  as  . >*i 
is  not  listed  - nor  aic  other  comlltions  InthidluK  one 
mulHtus. 


“This  diita  \v;is  ohtuiued  llu'ouglt  the  com  test'  of  Dr.  ll.irohl 
L.  Oster  of  Jaeksou,  Miehigau.  I’lasma  sleiiotl  le\-els  wi'iv  tloue 
at  Ifio-Seieueo  I .alioiatorios  m 1 .os  Augoles.  (adilomi.i. 
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The  diagnosis  as  seen  in  Table  1 was  broken 
down  in  primary  and  secondary  diagnosis.  The 
table  only  shows  the  total  of  each  primary  diag- 
nosis and  of  each  secondary  diagnosis.  Because 
of  the  author’s  long  experience  with  the  therapy 


of  the  chronic  bronchial  asthmatic  patients, 
many  of  whom  had  complicating  irreversible 
pulmonary  changes,  this  group  of  patients  is 
broken  down  separately. 


TABLE  II 

Fifteen  Patients  with  Bronchial  Asthma 


Patient 

Number 

Pr imary 
Diagnosis 

Secondary 

Diagnosis 

Age 

Sex 

Results 

Side 

Effects 

Superior 

Same 

Failure 

L 

Bronchial  Asthma 

Pulmonary  Emphysema 

55 

F 

X 

None 

2 

Bronchial  Asthma 

Allergic  Rhinitis 
Gout 

53 

F 

X 

None 

3 

Bronchial  Asthma 

Virus  Pneumonia 

73 

F 

X 

None 

4 

Allergic  Rhinitis 
Pulmonary  Emphysema 

55 

F 

X 

None 

5 

Bronchiectas is 

31 

F 

X 

None 

7 

Pulmonary  Emphysema 
Cor  pulmonale 

70 

M 

X 

None 

8 

None 

9 

M 

X 

None 

9 

Pu Imonar y Emphysema 
Atopic  Dermatitis 

22 

M 

X 

Gastric  Distress 

10 

Pulmonary  Emphysema 

49 

F 

X 

Wakefulness , occi - 
pital  headache 

11 

Pulmonary  Emphysema 

49 

M 

X 

None 

12 

Pulmonary  Emphysema 

44 

F 

X 

None 

15 

None 

50 

F 

X 

Cushingnoid 

18 

Pulmonary  Emphysema 
Cor  pulmonale 

64 

M 

X 

None 

19 

Atopic  Dermatitis 

30 

F 

X 

None 

20 

Allergic  Rhinitis 

52 

F 

X 

None 

Clinical  Results: 

It  is  of  interest  to  note  (Table  2)  that  10  of 
these  15  patients  rated  the  longer  acting  prep- 
aration as  superior  to  their  prior  steroid  medica- 
tion. However,  in  the  five  patients  who  consid- 
ered the  medication  to  be  inferior  to  their  prior 
steroid  therapy,  three  of  these  cases  (numbers 
2,  9,  and  19 ) had  other  complicating  allergic  dis- 
orders. Two  of  them  (numbers  9 and  19)  had 
atopic  dermatitis  and  one  of  them  (number  2) 
had  allergic  rhinitis.  In  the  group  with  primary 
pulmonary  disease,  10  of  the  remaining  12  rated 
the  preparation  as  superior  (one  of  whom  also 
had  allergic  rhinitis ) . 

The  remaining  six  patients  are  broken  down 
in  Table  3 and  help  to  emphasize  the  response 
in  tliose  with  complex  diseases. 

We  were  particularly  interested  in  our  asth- 
matic patients  in  determining  three  things. 

1 ) . Is  it  possible  to  decrease  the  total  amount 
of  steroid  required  by  the  use  of  a longer  acting 


lireparation? 

2. )  Is  it  possible  to  decrease  the  frequency 
of  dose  and  maintain  good  control? 

3. )  Is  it  possible  to  decrease  the  side  effects 
seen  with  other  preparations  when  the  patient 
is  placed  on  the  new  long-acting  preparation? 

In  Table  4 we  have  compared  the  frequency 
of  administration  and  the  total  amount  of  steroid 
required  to  maintain  control  in  the  15  patients 
with  a primary  diagnosis  of  bronchial  asthma. 
In  order  to  simplify  the  over-all  comparison,  we 
converted  other  steroids  to  equivalence  of 
methylprednisolone.  The  commonly  accepted 
standard  is  that  29  mgm.  of  hydrocortisone  is 
equivalent  to  5 mgm.  of  prednisone  or  predniso- 
lone, 4 mgm.  of  methylprednisolone  or  trianci- 
nolone  or  to  .75  mgm.  of  dexamethasone.  In  one 
patient  the  new  drug  was  not  compared  and  in 
one  patient  prior  steroid  dose  was  not  known. 

In  the  other  13  patients  it  was  possible  to  de- 
crease the  frequency  of  dose  in  eight  patients. 
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TABLE  III 


Six  Patients  with  Varying  Primary  Diagnoses 


Patient 

Primary 

Secondary 

Results 

Side 

Number 

Diagnosis 

Diagnosis 

Sex 

super ior 

Same 

Failure 

Effects 

6 

Atopic  Dermatitis 

Hay  Fever 

28 

M 

X 

None 

13 

Atopic  Dermatitis 

None 

9 

F 

X 

None 

14 

Periarteritis 

Nodosum 

Bronchial  Asthma 
Diabetes  Mellitus 

38 

F 

X 

None 

16 

Rheumatoid  Arthritis 

Allergic  Rhinitis 

62 

F 

X 

Cushingnoid 
appearance  after  9 
months . 

17 

Acute  Laryngitis 

Allergic  Rhinitis 

34 

F 

X 

None 

21 

Allergic  Rhinitis 

Bronchial  Asthma 

33 

F 

X 

None 

It  was  given  at  the  same  interval  in  four  pa- 
tients and  given  more  frequently  in  one  patient. 
The  four  patients  who  were  given  the  medica- 
tion on  the  same  schedule  were  all  on  a 12-hour 
dose  schedule  with  both  the  old  and  new  medi- 
cation. Thus,  12  of  the  13  patients  were  main- 
tained with  a single  or  twice  daily  dose  of  the 
medication. 

A comparison  of  the  total  amount  of  steroid 
necessary  was  obtained  in  the  13  patients  men- 
tioned. The  amount  of  steroid  (as  methylpred- 
nisolone  equivalents)  was  the  same  in  three  pa- 


tients, more  in  one  patient  and  less  in  nine  pa- 
tients. 

A few  representative  case  histories  are  includ- 
ed to  demonstrate  the  response  to  the  medica- 
tion. Two  of  these  are  from  the  bronchial  asthma 
group  and  one  from  the  miscellaneous  group. 

Case  4 — M.S.,  55  yr.  old  white  female,  sec- 
retary, unwed.  A lifetime  history  of  bronchial 
asthma  and  allergic  rhinitis  with  a marked  de- 
gree of  irreversible  pulmonary  emphysema. 
Lives  and  works  in  a heavy  smog  belt.  Does  not 
require  steroids  except  in  dense  smog  as  other- 


TABLE  IV 


Comparison  of  Frequency  and  Amount  of  Medication 


(15  asthmatic 

patients) 

Patient 

Mo. 

Prior  Corticosteroid  Therapy 

Amount  (expressed  as  raethylprednisolone 

equivalents) 

Methy Iprednisolone  Medules 

4 mgms . Capsules 

Amount  in  milligrams  per  day 

Results 

Superior  Inferior 

1 

4-8  mgm.  h.s.  and  prn.  during  day. 

One  capsule  h.s.  occasionally 
one  capsule  in  a.m.  if  smoggy. 

X 

2 

4 mgm . 

b . i . d . 

One  capsule  b.i.d. 

X 

3 

None 

One  capsule  b.i.d. 

X 

4 

4 mgm . 

q , 4 h . 

4 mgm . 

q.  12  hrs. 

X 

5 

4 mgm . 

q , i . d . 

4 mgm . 

b.i.d. 

X 

7 

4 mgm. 

q . i . d . 

4 mgm . 

b.i.d. 

X 

8 

4 mgm. 

b.i.d.  (p.c.  supper  & 3 a.m.) 

4 mgm. 

p.c.  supper 

X 

9 

4 mgm . 

daily  p.c.  supper 

4 mgm . 

b.i.d.  or  more 

X 

10 

4 mgm. 

at  intervals 

4 mgm. 

h.s.  or  b.i.d. 

X* 

11 

4 mgm. 

1 to  4 times  daily 

4 mgm. 

a.m.  or  b.i.d. 

X 

12 

Not  snecified 

4 mgm. 

p.c.  supper 

X 

15 

b.i.d. 

4 mgm . 

b.i.d. 

X 

18 

4 mgm. 

q . i .d . 

4 mgm . 

b.i.d. 

X 

19 

4 mgm. 

b.i.d. 

4 mgm . 

b.i.d. 

X 

20 

4 mgm. 

t.i.d.  or  q.i.d. 

4 mgm. 

ll  . s . 

X 

*This  patient  got  relief  but  had  headaches  - this  experience  was  also  true  with  prednisone  and 
prednisolone . 
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wise  responsive  to  routine  immunologic  care.  A 
4 mgm.  Medrol  Medule  lasts  12  hours  as  com- 
pared to  5 mgm.  of  prednisolone  given  at  a four- 
hour  interval  for  the  same  total  relief  of  dyspnea 
and  cough. 

Case  5 — F.N.,  31  yr.  old  white  female  office 
worker  with  a 15-year  history  of  uncontrolled 
bronchial  asthma,  peripheral  segmental  and  bi- 
lateral bronchiectasis  with  recurrent  infection  of 
anerobic  organisms.  Routine  anti-allergic  man- 
agement gives  relief  in  the  absence  of  infection 
without  any  symptomatic  medication.  When  in- 
fections appear  or  smog  is  dense  in  working 
area  extreme  dyspnea  occurs.  Patient  is  exqui- 
sitely sensitive  to  iodides  and  routine  broncho- 
dilators  are  of  little  value.  Response  is  good  to 
all  steroids  tried  at  these  intervals  but  predniso- 
lone must  be  given  in  5 mgm.  doses  four  times  a 
day  or  dexamethasone  0.75  mgm.  four  times  a 
day  for  adequate  relief.  Medrol  Modules  4 mgm. 
P.C.  breakfast  and  supper  give  better  results  on 
a much  lower  steroid  intake  and  without  the 
rounding  of  facial  contours  obtained  with  pred- 
nisolone and  dexamethasone  in  the  doses  re- 
quired. The  Medrol  is  rarely  used  for  more  than 
four  weeks  at  a time  and  usually  only  for  a week 
or  two  until  antibiotics  cure  the  infection  or  for 
a day  or  two  during  severe  smog  conditions. 

Case  16  — M.G.,  63-year-old  white  female 
housewife  with  crippling  rheumatoid  arthritis 
and  allergic  rhinitis  who  lives  in  the  middle- 
western  section  of  the  U.S.  Had  been  on  pred- 
nisone and  prednisolone  for  three  years  by  her 


rheumatologist  and  developed  a great  deal  of 
water  retention,  joint  fluid  and  marked  spontan- 
eous subcutaneous  hemorrhages.  She  was 
switched  to  dexamethasone  with  less  relief  and 
equal  amount  of  hemorrhage.  For  nine  months 
she  has  been  on  Medrol  Medules  4 mgm.  q a.m. 
and  4 mgm.  H.S.  except  in  very  cold  weather 
when  an  additional  4 mgm.  are  required  P.C. 
lunch.  Relief  is  excellent,  water  retention  is  less, 
little  subcutaneous  hemorrhage  has  occurred 
and  only  in  the  past  three  months  but  there  is  a 
marked  buffalo  appearance  of  the  head  and 
shoulders.  The  patient  herself  prefers  the  Medule 
to  all  prior  steroids.  Without  steroids  she  be- 
comes a total  invalid  as  all  spinal,  all  major  and 
minor  extremity  articulations  are  involved  in  her 
disease.  Fluid  still  develops  in  the  knees  but  to  a 
lesser  extent  than  on  the  other  steroids. 
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Editorial  Comment:  A well-written  paper  with 
essentially  one  major  point  established,  i.e.,  pa- 
tient relief  can  be  obtained  with  lower  dosage 
of  steroid  when  used  in  the  coated  granule  form. 


In  rising  hospital  costs,  the  major  factor  is  increased  payroll.  The  higher 
payroll  results  from  the  increased  number  of  personnel,  the  increased  skills  of 
the  personnel,  and  improved  personnel  policies  such  as  shortened  workweek, 
higher  salary  levels,  and  health  and  retirement  benefits. 

Payroll  accounts  for  two-thirds  of  total  hospital  costs,  compared  to  one-third 
for  industry.  Rut  unlike  industry,  the  hospital  must  be  ready  to  function  24 
hours  a day,  365  days  a year.  And  the  hospital  cannot  automate,  except  behind 
the  scenes.  Direct  patient  care  is  a personal  service,  to  meet  the  individual 
human  need. 


(American  Hospital  Association ) 
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The  Arizona  Physician  And  An 
Arizona  Medical  School 


Lindsay  E.  Beaton,  M.D. 


The  Chinese  impart 
character  to  each  new 
year  by  giving  it  a 
zoological  name.  Per- 
haps the  doctors  of 
Arizona  could  simil- 
arly designate  1960. 
In  spite  of  the  temp- 
tation raised  by  the 
political  season,  it 
might  be  scurrilous  to 
call  this,  “The  Year  of 
the  Chameleon.”  An 
acceptable  analogue, 

however,  would  be 

Undsay  E.  Beaton,  M.D.  ..^he  Year  of  the 

School,”  for  we  may  well  remember  it  for 
whatever  decision  is  made  about  a medical 
college  for  our  State.  By  the  summer  of  1961, 
the  Arizona  Medical  School  Study,  authorized 
by  the  Board  of  Regents  of  the  university  system 
and  supported  by  the  Commonwealth  Fund, 
will  give  the  citizenry  a recommendation  for 
the  prospect  of  medical  education  in  the  state. 
As  the  rumors  inevitably  propagate  and  the  de- 
cree is  impatiently  anticipated  this  may  seem 
like  another  fifteen  month  “Year  of  Confusion,” 


repeating  46  B.C.,  when  Caesar  juggled  time  in 
introducing  the  Julian  calendar.  But  by  the  end 
of  it  one  can  with  confidence  expect  a definite 
resolution  of  doubt  and  a final  answer  to  a 
question  vital  both  to  education  and  to  medi- 
cine. 

Arizona  physicians  are  not  alone  in  their 
travail  of  speculation  and  waiting;  men  in  other 
states  are  sharing  the  experience.  New  medical 
institutions  are  appearing  at  an  accelerating 
rate.  Twelve  four-year  schools  have  been  organ- 
ized since  1943,  seven  of  them  entirely  new.  A 
four-year  school  is  being  activated  at  the  Uni- 
versity of  Kentucky,  and  the  West  Virginia  Uni- 
versity School  of  Medicine  is  in  the  process  of 
conversion  from  a two-year  to  a four-year  col- 
lege. The  Kellogg  Foundation  has  given  Ne\\- 
Mexico  funds  for  a two-year  school,  and  others 
may  well  be  in  the  offing.  In  addition  to  Arizona, 
eight  other  states  are  currentK'  considering 
schools  to  meet  coming  shortages  ol  plusicians 
in  their  regions.  Calilornia,  New  Mexico,  Texas, 
and  the  twin  cit>'  area  in  Minnesota,  ha\  e ahead) 
completed  preliminary  studies  ol  medical  needs 
and  havx'  taken  the  first  stejis  toward  implenuMi- 
tation  ol  plans  made  in  consixpienee.  Idaho, 
Hawaii,  Montana,  and  the  Long  Island  area  ol 
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New  York,  like  our  State,  are  broaching  investi- 
gations of  the  advisability  of  medical  institu- 
tions. To  maintain  the  present  ratio  of  one  phy- 
sician to  750  individuals  of  population,  it  is 
variously  estimated  that  from  20  to  31  additional 
schools  must  be  created  by  1970.  If  this  is  a 
race  against  time,  others  are  in  it  with  us. 

This  year  is  also  a twofold  opportunity  for 
the  physicians  of  Arizona.  First  of  all,  as  will 
be  deseribed,  they  will  play  a contributing  role 
in  the  medical  school  evaluation  and  will  enjoy 
a ehance  to  leave  their  mark  on  its  determina- 
tions. Equally  they  have  an  oceasion  for  learning 
a great  deal  about  modern  medical  pedagogy, 
partieularly  through  contact  with  the  study’s 
national  advisory  eommittee.  As  a thorough  and 
comprehensive  text  to  aeeompany  the  course, 
no  better  ean  be  reeommended  than  the  Pro- 
ceedings of  the  56th  Annual  Congress  on  Medi- 
cal Education  and  Licensure.  This  meeting  was 
held  in  Chieago,  February  7 through  February 
9,  1960,  under  the  auspices  of  The  Couneil  on 
Medieal  Education  and  Hospitals  of  The  Ameri- 
ean  Medical  Association  and  has  been  published 
in  the  July  23  and  July  30,  1960,  issues  of  Tlie 
Journal  of  the  American  Medical  Association. 

The  Arizona  Medical  Association  (ARMA)  is 
proud  of  its  part  in  launching  the  eurrent  in- 
quiry into  the  praetieability  of  an  Arizona  medi- 
eal college.  In  1958,  the  Association,  during  the 
administration  of  President  W.  R.  Manning,  was 
the  first  to  insist  on  the  indispensability  of  an 
independent  evaluation  of  the  need  for  and  feas- 
ibility of  a school  in  this  State.  ARMA  called  for 
the  suspension  of  judgment  on  the  type  and 
site  of  a school  until  an  objective  examination 
had  been  put  on  the  record,  and  it  demanded 
that  the  verdict  come  from  experts  in  the  field 
of  medical  education  and  not  rest  on  the  testi- 
mony of  loeal  persuasiveness  and  pressure.  Last 
year  under  the  leadership  of  President  Dermont 
W.  Melick,  ARMA  sponsored  at  its  annual 
meeting  a conferenee  that  featured  some  of  the 
leading  authorities  in  the  country.  The  pub- 
lished symposium  was  widely  distributed  and 
elieited  gratifying  eompliment  from  quarters  of 
knowledgeable  opinion.  In  view  of  this  past 
activity  of  the  Association,  it  is  obvious  that 
we  will  wish  to  continue  our  sponsorship  of 
independent  investigation,  our  impartial  posture 
with  regard  to  decision  as  to  type  or  place  of 
school,  and  our  wholehearted  eooperation  with 
the  speeialists  chosen  to  carry  out  the  projeet. 


The  Arizona  Medical  School  Study,  which  is 
the  official  title,  has  been  instituted  by  the 
Roard  of  Regents  of  the  university  system  and 
most  generously  underwritten  by  the  Common- 
wealth Fund.  A brief  introduction  to  the  person- 
nel of  the  Study  and  a description  of  its  program 
should  be  informative  to  every  member. 

The  director  is  Dr.  Joseph  F.  Volker,  who 
is  on  leave  from  the  University  of  Alabama 
Medical  Center,  where  he  is  Director  of  Re- 
search and  Graduate  Studies.  Dr.  Volker  is  a 
dentist  and  a chemist.  He  received  his  dental 
degree  from  Indiana  University  and  his  M.S. 
and  Ph.D.  in  bio-chemistry  from  the  University 
of  Rochester.  The  list  of  honors  in  his  eurrieulum 
vitae  is  too  long  for  recapitulation,  but  it  gives 
some  eomforting  idea  of  his  experience  to  know 
that  he  has  been  Dean  of  the  Dental  School  at 
Tufts  College,  Dean  of  the  Dental  School  at 
the  University  of  Alabama,  a special  advisor  to 
UNRA,  to  the  State  Department,  and  to  the 
Jamaican  Government,  and  Consultant  to  the 
Roard  of  Regents  of  the  University  of  Colorado 
in  planning  the  dental  school  at  that  institution. 
He  has  been  President  of  the  International  As- 
soeiation  for  Dental  Researeh,  Chairman  of  the 
Training  Grants  Committee  of  the  National  In- 
stitutes of  Health,  a member  of  the  Board  of 
Overseers  of  Harvard  College,  and  a member 
of  the  Dental  Advisory  Committee  of  the  W.  K. 
Kellogg  Foundation.  His  credentials  are  im- 
peecable,  and  those  of  us  who  have  already  had 
the  pleasure  of  working  eontact  with  him  are 
convinced  that  the  man  himself  even  surpasses 
this  impressive  advance  billing.  We  are  pleased 
with  Dr.  Volker ’s  patent  wish  to  keep  the  Ari- 
zona Medical  Association  informed  of  the  phase 
progress  of  the  study  and  with  his  equal  desire 
to  work  in  elose  liaison  with  the  physicians  of 
the  state.  There  is  every  reason  to  believe  that 
our  voiee  will  be  heard  and  heeded.  Further- 
more, Dr.  Volker  is  well  aware  of  the  technieal 
and  praetieal  problems  of  sueh  an  investigation, 
ineluding  the  aspeet  of  legislative  indorsement, 
and  the  proficiency  gained  in  eonducting  pre- 
vious inquiries  is  going  to  stand  the  State  of 
Arizona  in  good  stead. 

Dr.  Volker’s  first  assistant  is  Dr.  John  B. 
Dunbar,  also  a dentist,  with  an  intriguing  brace 
of  degrees  in  philosophy  and  in  public  health. 
He  is  trained  in  the  area  of  professional  edu- 
cation and  was  consultant  to  the  University  of 
Kentucky  Medical  School  in  the  organization  of 
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its  dental  school.  From  first  hand  observation, 
Dr.  Dunbar  is  an  effective  and  competent  in- 
dividual, whom  we  are  happy  to  have  involved 
in  our  affairs. 

The  staff  of  the  Arizona  Medical  School  Study 
will  additionally  include  a statistician,  an  econ- 
omist and  other  professional  persons.  Dr.  Volker 
has  already  obtained  through  the  Presidents  of 
the  two  Arizona  universities  the  collaboration 
of  their  Business  Bureaus,  and  graduate  students 
are  being  employed  for  the  collection  and  analy- 
sis of  data.  Contact  has  likewise  been  made  with 
major  local  banks  to  enlist  the  assistance  of  their 
economic  departments. 

Finally,  three  major  committees  are  nuclear 
in  the  study.  The  first  of  these  is  a national 
advisory  committee  made  up  of  university  ad- 
ministrators, medical  school  deans,  leaders  in 
allied  scientific  fields,  and  men  with  familiarity 
with  the  great  foundations.  The  members  of 
this  group  have  already  been  announced  in  the 
press,  and  the  roster  includes  some  of  the  most 
distinguished  names  in  the  field  of  professional 
education  in  this  country.  The  citizens  and  doc- 
tors of  Arizona  can  be  assured  that  they  will  get 
seasoned  and  matchless  counsel  from  men  of 
this  caliber.  The  second  committee  is  a citizens 
delegation,  which  will  be  appointed  by  the 
Board  of  Regents.  It  presumably  will  include 
legislators,  public  school  educators,  professionals 
from  the  allied  health  fields  and  health  agencies, 
and  representatives  of  Chambers  of  Commerce, 
labor  unions,  key  industries,  civic  clubs, 
churches,  ethnic  groups,  social  agencies,  volun- 
tary hospitals,  etc.  It  will  constitute  a general 
forum  through  which  the  public  can  be  kept 
accurately  informed  and  can  make  known  its 
expectations  and  preferences.  Third,  there  is 
the  Arizona  Medical  Association’s  Medical 
School  Committee,  appointed  by  our  Board 
of  Directors  and  then  ratified  by  the  Board  of 
Regents.  The  committee  consists  of  the  Presi- 
dent and  Drs.  W.  Albert  Brewer,  W.  R.  Manning, 
Dermont  W.  Melick,  and  Clarence  L.  Robbins, 
with  Drs.  Leslie  B.  Smith  and  L.  A.  Stapley 
members  ex-officio  as  the  President-Elect  and 
Secretary  respectively  of  the  Association.  Dr. 
Volker  promises  that  the  ARMA  committee  will 
have  intimate  and  regular  contract  with  the 
national  advisory  group,  and  by  the  time  this 
article  has  appeared,  the  first  joint  meeting  of 
the  two  will  have  been  held.  Our  committee  has 
already  had  a preliminary  conference  for  orien- 


tation with  Dr.  Volker  and  Dr.  Dunbar.  It  is 
clear  that  through  this  representation  organized 
medicine  in  Arizona  will  have  an  appropriately 
substantial  influence  on  the  Medical  School 
Study. 

The  doctors  of  this  State  cannot,  of  course, 
buy  a pig  in  a poke,  no  matter  how  hungrily 
they  may  await  the  pig,  and  no  matter  how 
elegant  the  poke.  However,  they  have  fathered 
this  project,  and  it  would  have  directly  to  con- 
travene their  desires  to  elicit  their  disapproval. 
The  physicians  and  the  citizens  of  Arizona  can 
be  assured,  I think  without  question,  that  Dr. 
Volker  and  his  associates  will  come  up  with  a 
definite  recommendation,  and  there  is  every 
likelihood  that  it  will  be  one  that  the  Association 
can  second.  It  is  also  fair  to  predict  that  the 
formal  proposal  will  be  at  once  practical  and 
forward-looking  and  that  it  will  serve  well  the 
needs  of  health  in  Arizona.  All  this  is  said  with- 
out any  presumption  of  trying  to  forecast  the 
results  of  the  evaluation;  its  concrete  injunc- 
tions are  locked  in  the  future.  I only  offer  as- 
surance that  the  organization  of  the  study  and 
the  people  who  are  conducting  it  guarantee  a 
superior  job  and  a thoughtful  result. 

A quick  survey  of  the  quandary  of  medical 
education  in  our  country  today  may  be  helpful 
in  setting  the  stage  for  discussion  in  the  months 
ahead  of  Arizona’s  medical  school  problem.  That 
the  rapidly  mounting  population  of  the  United 
States  entails  a need  for  an  increasing  number 
of  qualified  physicians  is  not  open  to  serious 
argument,  no  matter  what  dispute  there  may 
be  about  the  numbers  that  will  be  required.  A 
generally  accepted  estimate  is  that  in  the  next 
ten  to  twenty  years  the  annual  output  of  doctors 
must  be  augmented  by  35  to  40  per  cent.  This 
would  mean  that  some  1(),()()0  physicians  would 
have  to  be  graduated  each  year  as  opposed  to 
the  7,000  now  being  graduated.  The  report  of 
the  Surgeon  General’s  Consultant  Group  on 
Medical  Education  (Public  Health  Service,  Oc- 
tober 1959)  indicates  that  not  all  of  these  gradu- 
ates can  be  provided  by  existing  schools.  It 
calculates  that  by  1975  this  rate  of  growth  in 
the  physician  population,  which  it  believes  is  a 
conservative  figure,  would  demand  the  yield  of 
20  to  24  new  two  year  and  four  year  medical 
colleges.  If  present  institutions  cannot  expand 
their  classes  without  impairing  training,  the 
necessary  reinforcement  will  amount  to  soim' 
30  new  schools.  To  compound  the  jiredicanu'ut. 
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it  takes  at  least  three  years  to  conceive,  build, 
and  inaugurate  a medical  college,  and  there  is 
a lag  of  five  more  years  before  the  first  graduates 
start  practice.  Finally,  while  this  is  not  the  place 
to  discuss  the  economics  of  the  emergency,  a 
medical  school  costs  ten  to  fifty  million  dollars, 
and,  with  new  installations  being  almost  entirely 
State-supported,  legislatures  are  understandably 
placed  on  the  hottest  of  political  seats. 

At  the  same  time  that  the  need  for  physicians 
is  growing,  applications  to  medical  schools  are 
shrinking.  The  number  of  students  applying  to 
the  nation  s medical  colleges  has  dropped  for 
the  third  consecutive  year,  although  acceptances 
have  increased  slightly  during  the  same  period. 
In  1959,  14,951  young  men  and  women  applied, 
compared  to  15,170  in  1958  and  15,791  in  1957. 
The  number  accepted  has  risen  by  some  three 
per  cent  since  1956,  according  to  statistics  com- 
piled by  the  Basic  Research  Division  of  the 
Association  of  American  Medical  Colleges.  At 
the  present  time  about  one-half  of  all  applicants 
are  admitted,  although  there  is  great  variation 
in  this  ratio  from  school  to  school.  The  recreas- 
ing interest  in  the  profession  inevitably  occasions 
a lowered  caliber  of  those  admitted  to  the 
freshman  class.  The  deans  of  medical  schools 
are  at  least  privately  well  aware  that  the  old  days 
of  taking  only  the  straight  “A”  student  are  over. 
Any  graduate  of  an  acceptable  college  with  a 
“B”  average  can  now  be  sure  of  admission. 
Diminution  in  the  academic  quality  of  the  stu- 
dents comes  at  a time  when  the  volume  and  the 
intellectual  content  of  the  medical  school  cur- 
riculum are  multiplying  in  almost  geometric 
progression.  One  cannot  help  but  commiserate 
with  today’s  medical  postulant. 

Speculation  is  always  irresistible,  and  there 
would  seem  to  be  a number  of  imaginable  rea- 
sons for  the  decline  in  applications  to  medical 
schools  and  the  more  moderate  average  capacity 
of  the  applicants.  It  seems  clear,  first  of  all,  that 
medicine  no  longer  enjoys  the  exclusive  “glam- 
our” status  it  once  shared  only  with  the  law. 
Other  scientific  groups,  such  as  the  nuclear 
physicists,  the  missile  engineers,  the  industrial 
chemists,  have  become  the  heroes  of  our  culture. 
An  even  darker  part  of  this  picture  is  the  fact 
that  the  physician’s  image  in  the  eyes  of  his 
fellow  citizens  has  deteriorated  for  reasons  that 
the  author  has  discussed  in  the  June  issue  of 
this  journal,  and  he  is  therefore  a less  compelling 
model  for  the  young.  A second  factor  in  the 


ebbing  attractiveness  of  medicine  may  be  the 
relative  decline  in  the  doctor’s  economic  posi- 
tion. Men  in  other  fields  can  earn  as  much 
with  far  shorter  education  and  become  financial- 
ly productive  at  an  earlier  phase  in  their  pro- 
fessional lives.  Scholarships  and  fellowships  in 
the  physical  and  biological  sciences  are  readily 
available  from  the  great  philanthropic  funds, 
from  the  Federal  Government,  and  from  such 
institutions  as  the  National  Science  Foundation. 
Support  is  given  throughout  the  Ph.D.  program 
and  is  quite  adequate,  in  contrast  to  the  plight 
of  the  medical  student,  who  gets  no  stipend 
during  his  four  years  of  medical  education. 
When  the  Ph.D.  finishes  his  preparation,  his 
opportunities  are  as  challenging  as  those  of  the 
M.D.,  his  pay  and  security  are  as  satisfactory, 
and  community  respect  for  his  discipline  is  as 
high  or  higher.  The  end  of  the  G.I.  Bill  may 
contribute  to  the  problem,  by  making  fewer 
young  men  able  to  sustain  the  expense  of  the 
long  years  of  medical  study.  Finally,  the  threat 
of  bureaucratic  control  of  practice  may  dis- 
courage some  from  entering  a vocation  that  has 
been  thought  exceptional  in  being  governed 
only  by  professional  standards  and  individual 
merit.  Under  these  present  conditions  medicine 
cannot  compete  for  a majority  of  the  top  young 
brains  of  the  country,  and  it  is  manifest  that 
prompt  alterations  must  be  made  in  the  entire 
medical  stage  if  the  public  health  is  to  be  sus- 
tained at  a high  level. 

Both  of  the  major  political  parties  in  their 
platforms  in  this  election  year  recognized  the 
need  for  assistance  to  medical  education,  though 
they  varied  in  their  approach.  The  Republican 
platform  pledged  “continued  Federal  support 
for  a sound  research  program  aimed  at  both  the 
prevention  and  cure  of  diseases  and  intensified 
efforts  to  secure  prompt  and  effective  appfica- 
tion  of  the  results  of  research.”  It  further 
promised  “federal  help  in  new  programs  to 
build  schools  of  medicine,  dentistry,  public 
health  and  nursing  and  to  provide  financial  aid 
to  students  in  those  fields.”  The  Democratic 
platform  stated,  “To  ease  the  growing  stortage 
of  doctors  and  other  medical  personnel  we  pro- 
pose federal  aid  for  constructing,  expanding  and 
modernizing  schools  of  medicine,  nursing  and 
public  health.  We  are  deeply  concerned  at  the 
high  cost  of  medical  education  in  putting  this 
profession  beyond  the  means  of  most  American 
families.  We  will  provide  scholarships  and  other 
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assistance  to  break  through  the  financial  barriers 
to  medical  education.” 

In  addition  to  the  real  enigma  of  recruitment 
of  the  proper  kind  and  number  of  students,  the 
whole  sphere  of  medical  education  is  in  ferment. 
When  Arizona’s  doctors  come  to  judge  the 
Arizona  Medical  School  Study,  they  must  realize 
that  there  have  been  changes  in  the  techniques 
and  format  of  medical  pedagogy  since  most  of 
us  were  in  medical  school.  Understanding  of 
these  innovations  will  advance  the  adjustments 
and  reconciliations  that  will  be  necessary  in  our 
thinking.  The  foremost  difference  is  the  strength- 
ening of  the  tie  of  medical  education  to  general 
university  education.  There  is  nothing  new,  of 
course,  about  the  location  of  medical  colleges 
in  universities;  the  professional  faculties  were 
integral  parts  of  medieval  European  universi- 
ties. In  modern  times,  however,  medical  schools 
have  often  been  relatively  autonomous.  There 
is  now  a definite  return  to  the  former  intimate 
relationship  between  general  and  professional 
education,  which  has  effectually  put  control  of 
medical  teaching  in  the  hands  of  universities. 
Along  with  this  evolution  has  gone  a transfer 
of  general  superintendence  over  medical  edu- 
cation from  the  American  Medical  Association 
to  the  medical  schools,  which  essentially  now 
means  direction  by  the  universities.  As  one  reads 
the  Proceedings  of  the  56th  Annual  Congress  on 
Medical  Education  and  Licensure,  this  fact  is 
taken  for  granted  throughout.  In  that  report.  Dr. 
H.  Stanley  Bennett,  Chairman  of  the  Depart- 
ment of  Anatomy  at  the  University  of  Washing- 
ton School  of  Medicine  says,  “We  can  look  with 
pride  at  the  past  and  with  sober  determination 
at  the  future  of  medical  sciences  as  university 
disciplines.”  And  that  puts  it  in  an  academic 
nutshell. 

The  enormous  expansion  of  American  uni- 
versities in  response  to  the  educational  needs  of 
an  increasing  population,  the  G.  I.  Bill,  and 
other  economic  factors  probably  account  partly 
for  this  academic  preemption  of  the  field  of 
medical  teaching.  The  mounting  cost  of  medical 
education  and  research  has  made  the  university 
the  only  feasible  cost  of  medical  education  and 
research  has  made  the  university  the  only  feas- 
ible place  to  undertake  these  functions,  but  in 
addition  to  economic  explanations  there  are  in- 
tellectual and  instructional  reasons.  The  deepen- 
ing significance  of  the  basic  sciences  both  in  the 


practical  indoctrination  of  the  physician  and  in 
the  development  of  medical  knowledge  has  ne- 
cessitated the  supplementation  of  the  therapeutic 
team  by  many  non-medical  professionals,  from 
mathematicians  to  social  workers.  These  people 
can  work  effectively  only  in  a university  setting, 
where  they  have  access  to  university  facilities 
and  where  they  can  meet  their  need  for  con- 
sultation with  other  university  scientists,  the 
professors  of  the  physical  and  biological  science 
departments,  and  the  men  in  the  departments 
of  sociology,  psychology,  and  cultural  anthro- 
pology. It  must  be  recognized  that  not  only 
is  contact  needed  with  the  natural  scientists  but 
equally  with  the  social  scientists,  who  have  a 
seminal  office  in  the  deciphering  of  mental  dis- 
ease and  in  the  broad  area  of  human  ecology, 
aspects  of  medical  understanding  that  are  prob- 
ably just  as  vital  as  of  increased  biophysical 
knowledge. 

Equal  in  degree  have  been  the  shifts  in  the 
medical  curriculum.  There  has  been  less  and 
less  time  spent  on  the  venerable  pillars  of  medi- 
cal education  of  twenty-five  years  ago,  such  as 
anatomy  and  embryology.  These  traditional 
courses  have  had  to  be  curtailed  to  make  place 
for  new  scientific  learning,  particularly  that  of 
a biophysical  and  biochemical  nature.  Nuclear 
medicine,  medical  physics,  and  newly  sophisti- 
cated medical  biological  knowledge  have 
shouldered  out  some  of  the  old  observational 
disciplines.  So  salient  is  the  importance  of  bio- 
physics in  today’s  medical  comprehension  that 
it  has  been  said  that  modern  medicine  is  basic- 
ally electronics.  At  the  same  time  there  is 
spreading  insight  into  functional  disease,  so 
that  a place  must  be  made  in  the  curriculum 
for  the  mental  health  sciences,  rehabilitation, 
behavioral  studies,  geriatric  medicine,  and  soci- 
ological medicine.  The  educator  faces  a paradox, 
the  need  to  train  the  medical  student  on  one 
hand  to  be  an  adept  biological  psysicist  and 
chemist  and  on  the  other  to  liavc  a breadth  ot 
cultural  and  psychological  perception  that  will 
enable  him  to  penetrate  all  aspects  of  psycho- 
logical illness.  Along  w'ith  electronics  goes  an 
awareness  of  patients  as  individual  human 
beings,  and  the  medical  colleges  are  reacting  by 
various  types  of  the  so-called  “\ertical  curricu- 
lum,” as  opposed  to  the  horizontally  stratified 
subjects  of  medical  education  thirty  >'ears  ago. 
Students  begin  their  clinical  studies  as  fresh- 
men and  carry  them  throughout  tlu'  four  yaxus 
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in  company  with  the  basic  sciences.  The  vertical 
curriculum  is  by  no  means  as  yet  endorsed  all 
over  the  country,  but  it  is  an  experiment  that 
must  be  taken  into  serious  account  by  anyone 
thinking  of  eurricular  system  for  a new  medical 
school.  At  the  very  least  it  is  a coneept  that  is 
enriching  medical  pedagogy,  no  matter  how 
much  individual  institutions  may  remain  to  some 
extent  loyal  to  the  conformation  of  medical  edu- 
cation made  authoritative  by  the  recommenda- 
tions of  the  Flexner  report  in  1910.  There  are 
other  new  approaches,  like  the  five-year  com- 
bined medical  school  course,  which  selected 
students  may  enter  after  only  two  years  of 
undergraduate  work  as  in  varying  schemes  being 
tried  at  Stanford,  Northwestern,  Vermont,  and 
Johns  Hopkins,  or  the  many  types  of  integrated 
teaching  programs  utilizing  multidisciplinary 
liaison. 

Finally,  a change  in  the  design  of  medical 
education  has  been  brought  about  by  the  medical 
center  pattern.  It  has  become  evident  that  the 
only  efficient  way  to  teach  young  doctors  is  in 
a concentrated  and  inclusive  physical  plant. 
One  has  only  to  visit  such  facilities  to  recog- 
nize how  complex  they  are,  how  large  they  are, 
and  how  expensive  they  are.  In  fact,  the  actual 
amount  of  space  required  becomes  a matter  of 
practical  importance.  The  University  of  Alabama 
Medical  Center  very  quickly  expanded  from  a 
single  square  city  block  to  fifteen  square  city 
blocks.  An  institution  of  this  intricacy  must  have 
a large  staff.  Perhaps  the  most  critical  deficiency 
facing  medical  education  today  is  the  shortage 
of  teachers,  particularly  in  the  basic  sciences. 
The  concensus  is  that  scientific  medical  instruc- 
tion must  primarily  be  managed  by  a full-time 
faculty,  even  in  the  clinical  departments,  al- 
though the  part  time  practitioner-teacher  will  al- 
ways have  his  place.  The  medical  center  also  de- 
mands specialized  hospital  construction,  and  the 
community  that  has  accepted  an  existing  hos- 
pital as  the  nucleus  for  a medical  school  has  usu- 
ally lamented  the  decision.  The  ordinary  com- 
munity hospital  does  not  have  the  classrooms, 
the  examination  cubicles,  or  the  clinic  demon- 
stration amphitheaters  needed  for  teaching,  nor 
does  it  possess  investigative  laboratories  in  close 
proximity  to  patients.  A modern  medical  center 
must  contain  areas  for  student  research.  There 
has  been  rapid  increase  in  student  participation 
in  research;  in  some  medical  schools  as  high  as 
fifty  per  cent  of  the  undergraduate  body  may  be 


involved.  This  emphasis  on  investigative  train- 
ing for  the  future  physician  obviously  implies  a 
hospital  of  very  special  arrangement. 

There  are  a number  of  challenges  to  under- 
standing that  face  the  physicians  of  Arizona  as 
they  consider  the  possible  introduction  of  a 
medical  school.  One  is  the  altering  status  of  the 
academic  scientist,  be  he  a medical  scientist, 
social  scientist,  or  physical  scientst.  There  are  at 
present  some  10,350  full  time  teachers  in  medical 
schools,  approximately  one-ninth  of  the  teachers 
of  science  in  this  country  in  universities,  colleges, 
and  junior  colleges,  and  approximately  one- 
twenty-fifth  of  all  of  the  teachers  in  this  country 
in  higher  education.  The  academic  medical 
scientist  is  fairing  well  economically,  consider- 
ably better  than  his  colleagues  in  the  humanities 
and  social  studies,  for  reasons  that  need  not  be 
here  discussed.  Particularly,  the  salaries  of  the 
professors  in  the  clinical  subjects  in  medical  col- 
leges have  been  raised  until  they  are  substan- 
tially higher  than  those  of  the  other  university 
faculties,  even  those  of  the  faculties  of  the 
natural  sciences.  In  a few  schools,  such  as  Johns 
Hopkins,  strenuous  efforts  have  been  made  to 
correct  the  inequity  between  the  income  of  the 
professor  in  the  basic  sciences  and  that  of  the 
professor  of  clinical  subjects.  In  addition  to  an 
enhanced  economic  position  the  academic 
scientist  is  now  often  presiding  over  departments 
of  considerable  scope  and  importance,  which 
enjoy  the  standing  that  inevitably  accompanies 
the  expenditure  of  large  amounts  of  money. 
Thirdly,  the  university  scientist,  medical  or 
other wis,  is  no  longer  an  ivory  tower  dweller 
but  a man  commanding  definite  connections 
with  the  outside  world  of  government  and  com- 
merce, with  the  distinction  and  rank  conferred 
by  his  professorial  title  and  public  deference 
for  the  originator  of  research.  The  academic 
medical  scientist  is  more  likely  than  his  brother 
in  private  practice  to  be  involved  in  political 
concerns  at  a level  that  gives  his  individual 
opinion  significant  weight.  The  practicing  phy- 
sician must  realize  that  the  medical  school  pro- 
fessor has  a new  autonomy  and  independence, 
with  at  least  equal  influence  and  eminence. 

There  are  certain  definite  areas  of  conflict  be- 
tween physicians  who  work  in  a medical  school 
and  those  who  are  in  private  practice,  and  not 
the  least  of  these  is  a difference  in  socio-eco- 
nomic outlook.  Political  scientists  tell  us  that 
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there  has  been  a recent  tendency  for  the  white 
collar,  professional,  and  well-to-do  classes  gen- 
erally to  become  more  clearly  identified  with 
a conservative  political  allegiance,  while  organ- 
ized labor,  various  minorities,  and  certain  in- 
tellectual groups  are  more  likely  to  be  “liberal.” 
These  intellectual  groups,  observers  agree,  in- 
clude the  academic  scientists,  among  them  many 
medical  academic  scientists.  This  contrast  in  poli- 
ticio-economic  orientation  becomes  potentially 
divisive  at  a time  when  organized  medicine  be- 
lieves that  it  must  fight  for  its  continued  ex- 
istence against  social  schemes  advanced  by  ad- 
mittedly responsible  national  bodies,  and  toler- 
ance is  needed  on  both  sides.  Finally,  the  aca- 
demic medical  scientist  has  become  the  expert 
in  medical  education,  and  he  will  not  lightly 
accept  challenge  to  his  views  on  the  subject  by 
men  in  practice.  Little  will  be  gained  by  quixotic 
jousting  with  our  brethren  who  have  devoted 
themselves  to  this  aspect  of  our  common  pro- 
fession, an  aspect  where  we  have  little  current 
expertise. 

One  of  the  acknowledged  crises  that  has  often 
arisen  in  cities  where  new  medical  schools  have 
been  established  has  been  that  of  the  private 
practice  of  the  full  time  medical  teacher.  The 
problem  centers  on  whether  he  should  be  al- 
lowed to  compete  with  the  practitioner  in  town 
by  maintaining  a private  practice  in  addition 
to  teaching  duties.  Often  the  competition  seems 
unfair  because  of  the  reputation  lent  by  pro- 
fessional prestige.  Communities  where  medical 
schools  become  located  may  regard  the  pro- 
fessor of  surgery  or  medicine  as  the  Olympian 
souree  of  final  opinion,  to  the  detriment  of  the 
private  man.  Attempts  to  solve  this  real  dilemma 
have  not  been  entirely  satisfactory.  No  one  can 
deny  the  necessity  for  patient  treatment  in  medi- 
cal schools.  As  Arthur  Richardson,  Dean  of  the 
Emory  University  School  of  Medicine  succinctly 
put  it  in  his  address  before  the  56th  Annual 
Congress  on  Medical  education  and  Licensure, 
“Medical  service  in  the  form  of  taking  responsi- 
bility for  the  care  of  patients  is  a necessary  func- 
tion of  the  modern  school  in  order  to  create  the 
proper  environment  for  the  teaching  of  clinical 
medicine.”  Throughout  the  speeches  before  that 
Congress  one  detects  the  implicit  belief  that  the 
university  hospital  is  the  best  and  must  be  the 
best  that  medicine  has  to  offer.  There  is  prob- 
ably room  for  dissent,  but  this  is  the  faith  of 
our  colleagues  in  education.  One  can  only  ap- 


plaud their  insistence  that  the  medical  man- 
agement afforded  as  an  example  for  doctors  in 
embryo  should  unequalled,  even  though  phy- 
sicians outside  of  university  circles  have  an  equal 
desire  for  the  highest  quality  of  medical  service. 

Another  very  important  question  that  becomes 
posed  with  new  bearing  when  one  seriously  con- 
templates instituting  a medical  school  is  federal 
aid  to  education.  The  current  stand  of  the  Ameri- 
can Medical  Association  may  briefly  be  stated 
as  an  acknowledgement  of  a need  for  assistance 
in  the  expansion,  construction,  and  remodeling 
of  the  physical  facilities  of  medical  schools  suf- 
ficient to  justify  a one-time  expenditure  of  fed- 
eral funds  on  a matching  basis.  The  AMA 
further  exacts  a program  so  structured  as  to 
insure  the  maximum  freedom  of  the  recipient 
schools  from  control  by  Washington.  The  House 
of  Delegates  of  the  AMA  in  1951  passed  a 
resolution  that  no  part  of  funds  provided  by 
the  Government  should  be  used  in  any  manner 
for  operational  expenses  or  salaries,  and  this 
stand  is  still  the  official  policy  of  the  AMA. 
With  all  due  respect  to  our  national  leadership, 
one  may  dispute  the  realism  of  this  stand.  It  is 
ironically  clear  that  much  of  medical  education 
today  rests  on  federal  support,  even  though  that 
support  is  not  straightforward  but  rather  arrives 
in  an  indirect  fashion  through  the  channel  of 
research.  Both  the  AMA  and  the  Congress 
piously  object  to  any  frank  aid  to  medical  edu- 
cation, but  no  one  dares  oppose  any  grant  made 
in  the  name  of  investigation.  Governmental  re- 
search appropriations  have  without  question 
helped  to  meet  academic  salaries  in  spite  of 
the  sanctimonious  refusal  even  to  admit  the 
need.  In  a recent  publication,  Herbert  H.  Rosen- 
berg of  the  National  Institutes  of  Health,  points 
out  that  the  grants  of  that  agency  nov'  comprise' 
almost  thirty  per  cent  of  all  federal  research 
exjienditures  in  academic  institutions.  Through 
the  use  alone  of  support  of  basic  science  re- 
search fellowships  and  traineeships  medical  edu- 
cation is  substantially  underwritten  by  \A'ash- 
ington,  and  recently  similar  assistance  has  been 
extended  to  the  clinical  side.  ProbabK'  if  Icdcral 
aid  were  suddenK’  withdrawn  toda\-  about  si\t\ 
per  cent  of  the  actix  itics  of  the  nation’s  mc'dical 
schools  would  come  to  an  immediate'  and  com- 
plete halt.  The  uni\crsiti('s  cannot  bc'  I'xpi'clc'd 
to  rebuff  such  succor,  and  their  utter  dc'in'iuU'uce' 
for  research  development  on  goNcnmu'utal  aid  is 
now  firmly  ('stablislu'd.  In  comjiarisou,  the' 
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money  given  the  medical  college,  by  AMEF  is 
hardly  more  than  a helpful  drop  in  the  bucket. 
This  constitutes  a substantial  divergence  from 
what  most  practicing  physicians  think  about  the 
question  of  federal  aid  to  education,  and  the 
disagreement  is  another  illustration  of  the  way 
in  which  medical  education  has  become  so  firm- 
ly a university  responsibility  and  has  been  so 
largely  removed  from  the  effective  guidance  of 
the  American  Medical  Association.  If  the  mem- 
bers of  ARMA  are  to  participate  in  medical 
education  in  our  state,  they  must  face  modern 
reality  and  not  pine  to  restore  the  school  of 
thirty  years  ago. 

This  is  certainly  not  to  deny  the  dangers  in 
federal  dominion  over  medical  investigation  and 
m.edical  education.  The  AMA  has  very  properly 
and  very  strongly  pointed  out  the  necessity  of 
institutions  controlling  their  own  research  desti- 
nies, with  the  right  to  pursue  projects  which  may 
not  possess  public  appeal.  The  AMA  proposes 
that  the  use  of  project  grants  has  already  limited 
the  discretion  of  medical  schools  to  follow  new 
avenues  of  investigation.  As  in  other  fields  of 
research,  government  support  is  often  earmarked 
for  programs  that  will  be  of  immediate  “prac- 
tical” use,  while  more  significant  basic  work  is 
starved. 

A most  provocative  analysis  of  the  perils  that 
accompany  government  patronage  has  been  pub- 
lished in  a recent  report  of  the  Academic  Free- 
dom Committee  of  the  American  Civil  Liberties 
Union,  which  posed  itself  the  question:  “Is  it  in 
the  interest  of  society  to  permit  the  universities 
to  lose  a large  measure  of  their  authority  in 
shaping  the  development  of  their  own  affairs?” 
The  ACLU  Committee  found  itself  concerned 
with  the  limitation  of  freedom  of  investigation 
through  the  application  of  government  security 
procedures,  the  unequal  distribution  of  funds  so 
that  important  areas  of  scholarship  were  over- 
looked, the  neglect  of  individualistic  nondirected 
research  in  favor  of  so-called  programmatic  re- 
search, and  the  fact  that  the  bulk  of  grants  is 
alloted  to  institutions  with  outstanding  names. 
This  last  works  to  the  detriment  of  new  schools 
who  are  coming  up  the  scholastic  ladder  and  thus 
curtails  the  opportunities  of  younger  and  less 
well-known  scientists  who  may  actually  be  more 
likely  to  be  fruitfully  original.  The  committee 
says,  “It  must  be  clearly  recognized  that  if  out- 
side financing  of  university  research  and  gradu- 


ate education,  particularly  in  the  natural 
sciences,  continues  to  follow  present  patterns,  it 
will  inevitably  lead  to  a very  serious  erosion 
of  university  control  of  university  activities.  We 
should  face  squarely  the  question  as  to  whether 
we  are  prepared  to  break  with  the  long-estab- 
lished tradition  which  entrusts  to  universities  the 
large  measure  of  automony  in  their  proper  func- 
tions of  educational  research  — whether  we  are 
prepared  to  replace  a significant  fraction  of  this 
automony  by  a patchwork  control  exerted  by 
a variety  of  bureaus  with  widely  differing  aims 
and  interests.” 

There  is  also  the  threat  that  research  people 
in  the  universities  become  so  encumbered  with 
specific  project  work  that  they  neglect  both  their 
teaching  responsibilties  and  imaginative  inquiries 
of  their  own.  This  consequence  might  in  the 
long  run  be  a real  injury  to  the  national  interest. 
Probably  the  entire  enigma  should  be  pondered 
by  some  outside  authority,  perhaps  through  one 
of  the  major  foundations. 

Whatever  our  doubts,  for  the  moment  the 
reality  of  federal  sustenance  of  medical  research 
confronts  us,  and  while  we  battle  to  hold  bureau- 
cratic control  of  medical  education  at  a mini- 
mum, we  would  not  wish  to  see  the  volume  and 
quality  of  that  training  reduced  by  the  with- 
drawal of  federal  funds  for  scholarly  investiga- 
tion. The  issue  ahead  is  the  advisability  of  the 
extension  of  such  aid  in  the  shape  of  student 
stipends,  faculty  salaries,  and  funds  for  operat- 
ing expenses.  It  must  be  conceded  that  medical 
education  and  medical  research  are  national  mis- 
sions and  that  they  must  be  nutured  through  a 
national  effort.  This  has  been  put  forcefully  by 
John  C.  Weaver,  Dean  of  the  Graduate  College 
and  Research  Administrator  of  the  University 
of  Nebraska  in  a recent  publication  where  he 
says,  “The  costs  of  achieving  a healthy  and  a 
necessarily  massive  growth  of  the  facilities  of 
higher  education  transcend  both  the  available 
resources  and  interests  of  any  single  state  or 
local  community.”  And  he  goes  on  with  what 
may  seem  like  heresy  to  some,  “Federal  aid 
to  education  is  here,  and  clearly  here  to  stay. 
Neither  theoretically  nor  practically  is  there  any- 
thing wrong  with  the  basic  concept  of  federal 
aid  to  higher  education;  indeed,  it  has  become 
prerequisite  to  the  future  growth  and  attainment 
of  higher  education.  It  is  providing  the  direct 
support  for  a major  proportion  of  research  of  the 
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faculty.  Federal  funds  also  provide  much  of  the 
expensive  equipment  and  some  of  the  physical 
facilities  which  the  university  would  presumably 
have  no  other  way  of  obtaining.” 

This  panorama  of  modern  medical  education 
may  make  the  praetieing  physician  feel  that  he 
no  longer  can  have  much  part  in  it.  We  hope 
he  is  wrong.  Ideally  medicine  is  one  house,  in 
which  there  is  work  for  men  of  many  talents 
and  specialties,  of  which  the  practicing  phy- 
sician and  the  medical  educator  are  merely  two. 
The  private  doctor  will  not  serve  the  profession 
well  by  blind  opposition  or  by  abdieation  from 
the  responsibility  of  training  his  suecessors.  If 
he  will  acknowledge  the  changes  in  the  medical 
education  and  go  half  the  way  in  generous 
cooperation,  he  will  probably  find  that  he  retains 
the  position  of  practical  mentor  for  the  appren- 
tice. This  is  one  of  the  joys  of  medicine,  and 
part  of  our  eounsel  to  the  Arizona  Medical 
Society  Study  will  be  to  offer  the  service  and 
elaim  the  privilege. 

First  of  all,  one  trusts  that  an  honored  place 
will  remain  for  volunteer  teaching  by  private 
physicians  in  the  medical  school.  It  is  substan- 
tially agreed  that  the  educational  staff  must  be 
largely  full-time.  There  is  still  an  indispensable 
place  for  the  man  in  private  medicine.  Unless 
there  is  to  be  some  enormous  and  unforseeable 
mutation  in  the  nature  of  practice  in  this  country, 
most  of  the  graduates  of  our  medical  schools  are 
going  out  into  private  practice.  In  schools  staffed 
only  by  full-time  men,  students  are  very  likely 
to  see  only  hospital  patients.  Any  private  doctor, 
with  the  possible  exeeption  of  the  surgical  spe- 
cialists, knows  that  the  major  portion  of  his  care 
of  patients  is  not  earried  out  in  the  hospital.  The 
volunteer  physieian  teacher  can  serve  to  correct 
the  misapprehensions  raised  by  pure  hospital 
training  under  men  with  only  hospital  practices. 
Furthermore,  he  can  instruct  the  novice  in  those 
psychological  elements  of  therapy  that  govern 
the  patient-physician  relationship.  Efforts  are 
being  pushed  in  medical  schools  to  meet  these 
concrete  problems,  but  the  man  with  the  indis- 
pensable experience  with  people  is  the  private 
practitioner. 

It  is  of  considerable  interest  that  there  is 
some  expression  of  dissatisfaetion,  both  by  stu- 
dents and  by  graduate  doctors,  with  certain  as- 
pects of  modern  medical  education.  Some  large 
hospitals  are  again  dreaming  of  founding  their 


own  schools.  By  all  portents  this  would  seem  to 
be  a minor  counter-tendency,  but  it  is  one  that 
eannot  be  totally  shrugged  off.  More  signifieant 
perhaps  are  the  hospital  residency  programs, 
which  at  least  in  some  parts  of  the  country  have 
lured  personnel  away  from  the  university  medi- 
cal school  residency  programs,  presumably  by 
the  practieal  tutorship  offered  or  by  certain  out- 
standing physicians  who  are  associated  with 
hospitals  and  not  with  universities.  The  medical 
colleges  are  demanding,  as  heads  of  their  de- 
partments, men  of  amazing  qualifications.  They 
must  be  very  young  and  enormously  experi- 
enced, unsurpassed  clinicians  and  the  authors  of 
countless  papers,  willing  members  of  the  team 
and  complete  individuals,  mature  and  able  to 
“grow  up  with  the  school.”  These  requirements 
rule  out  some  of  the  most  capable  men  in  Ameri- 
can medicine;  it  is  comprehensible  that  young 
doctors  will  leave  the  universities  to  go  under 
physicians  of  peerless  competence  who  may  not 
be  of  an  age  to  grow  up  with  the  school.  Ameri- 
ca is  a pluralistic  society,  and  pluralism  in  all 
educational  fields  has  always  been  considered 
desirable.  There  is  no  reason  why  pluralism  in 
medical  education  should  not  also  be  advantage- 
ous. But  the  major  burden  of  medical  teaching 
in  the  future  will  be  carried  in  the  universities 
under  plans  which  are  largely  dictated  by  aca- 
demic thinking.  This  is  the  fact  that  we  must 
bear  in  mind  as  we  attempt  to  contribute  our 
bit  to  the  study  now  under  way  in  Arizona. 

There  are  other  avenues  by  which  the  prac- 
ticing physicians  of  Arizona  can  promote  medical 
education.  The  recruitment  of  young  men  into 
the  profession,  for  instance,  probably  largely 
depends  on  the  example  and  influence  of  the 
private  doctor.  This  Association  through  its 
Benevolent  and  Loan  Fund  will  help  young  per- 
sons to  finance  a medical  education.  Through  its 
careers  program  it  intends  actively  to  enlist  dis- 
ciples for  what  is  to  us  the  most  rewarding  wa\’ 
of  life  that  a man  can  have.  I w'ould  genth’ 
suggest  that  this  is  not  to  be  done  by  extending 
reassurances  of  economic  success  and  social 
standing  but  rather  by  emphasizing  the  intel- 
lectual delights  and  emotional  gratifications  of 
being  a physician.  Above  all  it  is  In-  precept 
that  the  physician  will  coin  iucc  \'ouug  men  and 
women.  As  1 have  said  in  another  place,  llu' 
physician  must  again  become  a rc'spcctcd  model 
to  be  copied  and  cmiilati'd  and  must  annul  his 
jiresent  false  public  image  as  a mone\-miuded 
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business  man. 

There  are  other  chores  for  us.  We  can  insist 
that  the  payment  of  house  officers  in  our  hos- 
pitals be  more  reasonable.  We  can  always  be  on 
the  alert  to  fight  the  detractors  of  medicine. 
We  should  do  everything  that  we  can  to  insure 
that  when  a medical  school  is  established  there 
is  no  destructive  antagonism  between  medical 
teachers  and  private  medical  practitioners.  We 
must  defend  the  great  body  of  medicine  against 
private  medical  practitioners.  We  must  defend 
the  great  body  of  medicine  against  those  who 
picture  educators  as  socialists  and  who  scorn 
the  scientific  medicine  they  are  trying  to  teach. 
We  must  champion  a strong  medical  faculty 
and  not  denigrate  it.  And  finally  we  can  exert 
our  great  leverage  to  avoid  state  chauvinism 
in  medical  education.  Virtually  all  state  sup- 
ported schools  enroll  90%  of  their  classes  from 
state  residents.  If  Arizona  is  to  have  a great 
medical  school,  it  must  not  be  one  that  insists 
that  only  Arizonans  will  be  taught  in  it. 

One  can  conjecture  that  die  has  probably 
been  cast  for  the  real  option  about  a medical 
school  in  Arizona.  The  question  is  probably  not 
whether  we  will  have  a school  but  when  and 
where  and  of  what  kind.  This  is  the  only  State 
with  a population  of  a million  or  over  without 
a four  year  medical  school.  It  is  a State  that 
is  growing  rapidly  in  all  dimensions.  It  will  in- 
evitably some  day  require  a medical  school.  So 
far  as  the  doctors  of  Arizona  are  concerned,  the 
decision  about  a medical  school  is  like  the  de- 
cision about  any  other  medical  matter:  it  is  to 
be  reached  on  the  single  ground  of  the  health  of 
the  public.  A determination  about  a medical  col- 
lege should  not  be  made  because  of  the  ambi- 
tions of  university  presidents,  university  faculties, 
or  university  boards  for  expansion  and  the  status 
that  goes  with  a professional  school.  It  should 
not  be  settled  on  the  grounds  of  civic  pride, 
and  it  should  not  result  from  the  desires  of  the 
great  foundations  to  spend  their  funds  in  spec- 
tacular fashion.  On  the  other  hand,  the  decision 
must  not  rest  with  the  vested  interests  of  the 
physicians  of  a given  locality  or  with  the  aspira- 
tions of  specific  educational  institutions  or  with 
the  resistances  of  large  taxpayers.  So  far  as  we 
are  concerned  only  one  thing  is  relevant:  what 
will  enhance  the  health  of  the  citizens  of  Ari- 
zona. 

The  members  of  this  Association  have  a chance 


to  set  a real  example  of  cooperation,  of  unity  of 
purpose  and  action  between  medical  education 
and  practicing  physicians.  There  is  no  time  for 
this  cooperation  to  start  like  now,  and  it  will 
first  consist  of  understanding  of  the  problems  of 
the  Arizona  Medical  School  Study,  as  outlined 
in  these  pages.  Our  profession  depends  for  its 
future  on  constantly  progressive  medical  educa- 
tion, and  it  is  therefore  properly  our  concern. 
No  profession  can  divorce  itself  from  account- 
ability for  the  system  and  content  of  the  train- 
ing of  its  members.  Ward  Darley,  head  of  the 
Association  of  American  Medical  Colleges  has 
called  the  current  crisis  in  medical  education 
“the  most  serious  that  medical  education  has 
faced  since  the  Flexner  report”  fifty  years  ago. 
It  is  a crisis  that  we  in  Arizona  can  do  our 
full  part  to  dispel. 


PROFESSIONAL  COMMITTEE 


Meeting  of  the  Professional  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held 
Sunday,  August  28,  I960,  John  R.  Schwartzmann, 
M.D.,  Chairman,  presiding. 

SUBCOMMITTEE  REPORTS 

Aging 

Written  report  of  Samuel  J.  Grauman,  M.D., 
was  presented  with  summation  for  the  Profes- 
sional Committee’s  information  on  the  health 
of  the  aged  as  it  becomes  a national,  state  and 
local  problem.  This  report  is  in  complete  detail 
at  the  present  time  and  is  being  forwarded  to 
the  Board  of  Directors  of  this  Association  for 
its  consideration,  and  essentially  reiterates  the 
stand  that  has  been  recommended  many  times 
by  this  Committee.  Considerable  support  for  the 
Professional  Committee’s  position  and  recom- 
mendations in  the  past  are  tabulated  in  this 
report. 

It  is  the  resolution  of  the  Professional  Com- 
mittee that  the  essence  and  substance  of  this 
report  be  referred  on  to  the  public  Relations 
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Committee,  through  the  Board  of  Directors,  for 
information  both  to  the  members  of  this  As- 
sociation, through  the  State  Journal,  as  well 
as  such  portions  of  the  report  as  are  deemed 
suitable  by  the  Public  Relations  Committee  to 
be  brought  out  as  the  State  Association’s  opinions 
and  stand  for  publication  in  newspapers  and 
lay  periodicals  throughout  the  State,  as  an  edu- 
cational program  to  eventually  aid  in  attempting 
to  administer,  from  the  medical  standpoint,  the 
recently  passed  bill  of  Congress  dealing  with 
the  health  care  of  the  aged,  as  it  will  eventually 
apply  to  the  state  groups.  It  is  the  further 
recommendation  of  the  Committee  that  the 
Board  of  Directors  consider  apprising  the  Gov- 
ernor of  the  State  and  his  Committee  on  the 
Problems  of  the  Aging  of  this  Association’s 
philosophy  and  feelings  with  respect  to  the 
medical  care  of  the  aged  and  medical  problems 
of  the  aging  so  that  political  administration 
thereof  can  be  tempered  by  such  information 
as  we  are  able  to  offer. 

It  is  to  be  noted  that  at  the  last  meeting,  a 
request  for  medical  service  in  Youngtown,  Ari- 
zona, was  presented  to  this  Committee.  A re- 
quest was  made  through  liaison  groups  in  the 
Maricopa  County  area  to  obtain  information 
from  the  representatives  of  the  Youngtown, 
Arizona,  group.  This  investigation  apparently 
has  been  withheld  because  of  the  vacation  sched- 
ules of  the  members  requested  to  undertake 
same  and  it  is  anticipated  a report  will  be 
forthcoming  for  the  next  meeting  of  this  Com- 
mittee. A recommendation  will  then  be  made. 
It  is  to  be  noted  again  that  in  the  future,  when 
either  inactivity  on  the  part  of  appointees  for 
such  information  or  vacations  interfere  with 
obtaining  such  information,  as  was  requested, 
the  chairman  of  the  Professional  Committee  re- 
quests that  he  be  notified  so  that  new  appointees 
can  be  contacted  and  such  information  gained 
so  that  continuity  of  dispensing  with  working 
problems  can  be  carried  out  at  the  subsequent 
meeting. 

Cancer  and  Medical  Education 

Robert  C.  Leonard,  M.D.,  for  general  informa- 
tion to  the  state  Association,  reported  on  the 
coming  Cancer  Seminar  scheduled  to  be  held 
in  Tucson  in  January  of  1961. 

Attention  was  again  directed  to  the  defeat, 
about  two  years  ago,  by  the  Arizona  State  Legis- 


lature, of  the  recommendation  for  a state-wide 
cancer  registry.  This  recommendation  had  been 
previously  approved  by  the  Professional  Com- 
mittee and  by  the  Board  of  Directors.  It  is  again 
directed  that  this  be  brought  to  the  attention 
of  the  Board  of  Directors  for  consideration  of 
this  particular  recommendation,  if  it  so  desires. 

Regarding  medical  education  problems.  Doc- 
tor Leonard  discussed  one  with  respect  to  intern- 
resident  services  in  the  larger  hospitals  in  the 
state.  They  face  the  problem  of  deficiencies  in 
filling  assignments  on  the  house  staffs  with  the 
requirement  of  ECFMG  certification  of  all  for- 
eign medical  school  graduates.  Doctor  Leonard 
was  directed  by  the  Committee  to  detail  an 
announcement  to  be  forwarded  to  the  hospitals 
involved  in  intern-resident  appointments,  re- 
ferrable  to  the  potential  problem  that  will  pre- 
sent itself  in  another  few  months  if  significant 
numbers  of  the  foreign  medical  students  fail  to 
pass  the  examination  scheduled  for  September 
next.  This  matter  of  information  and  warning 
might  also  be  brought  to  the  attention  of  the 
membership  of  the  Association  through  its 
Journal  or  possibly  it  could  best  be  pursued 
through  direct  communication  with  the  county 
medical  societies. 

Civil  Defense  and  Safety 

Doctor  Howard  W.  Kimball  had  no  report. 
General  Medicine 

Doctor  Orin  J.  Farness  was  not  present  at  this 
particular  meeting.  Doctor  Lowell  C.  Wormley, 
a co-member  on  the  General  Aledicine  Gom- 
mittee,  reports  a communication  from  the  Ari- 
zona Radiological  Society  referable  to  skin  test- 
ing and  preliminary  determination  of  tolerance 
on  the  part  of  patients  to  many  of  the  radio 
opaque  contrast  media  used  in  diagnostic  ro- 
entgenology. It  was  the  conclusion  of  the  Com- 
mittee that  Doctor  Wormley  refer  this  letter  to 
the  Research  Council  of  AMA  to  gain  adequate 
scientific  information  to  justify  this  Committee's 
making  any  recommendation  and  answer  to  it 
as  presented.  This  will  be  done  by  the  time  of 
the  next  meeting. 

In  addition  to  this,  the  Arizona  State  Board 
of  Pharmacy  has  circulated  all  members  of  the 
medical  profession  with  a statc'inent  of  poIic\ 
referable  to  permanency  of  non-nareotie  pri'- 
scriptions.  This  was  gone  o\('r  in  some'  de'tail. 
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The  national  board  recommends  strongly  ap- 
proval of  the  statement  of  policy  by  the  Arizona 
State  Board  of  Pharmacy  and  recommends  that 
the  State  Board  of  Pharmacy  be  apprised  of  the 
medical  society’s  approval,  urging  that  this  be- 
come a permanent  policy  on  the  part  of  the 
Arizona  State  Board  of  Pharmacy. 

Hospitals  — Nursing 

There  was  no  report  requiring  action  at  this 
time. 

Maternal  and  Child  Health 

In  keeping  with  the  item  appearing  in  the 
last  meeting  minutes  of  this  Committee,  which 
was  considered  at  the  time  by  the  Committee 
members  to  be  relatively  unimportant,  the  prob- 
lem of  “Enzylac”  was  again  brought  up.  Doctor 
John  S.  Kruglick  of  Phoenix  was  present,  along 
with  Mr.  Kenneth  R.  Mason,  representing  the 
American  Seal-Kap  Corporation,  producers  of 
the  product  “Enzylac.”  The  entire  problem 
brought  to  our  attention  by  the  AMA  Division 
of  Scientific  Activities,  Department  of  Eoods 
and  Drugs,  pointing  out  the  inaccurate  adver- 
tising on  the  part  of  the  “Enzylac”  Company, 
was  gone  into  in  some  detail.  Doctor  Kruglick 
presented  a summary  on  “Enzylac,”  which  he 
himself  states  he  plans  on  publishing.  A copy 
of  this  summary  is  on  file  and  should  be  for- 
warded to  the  Board  of  Directors  for  its  con- 
sideration; however,  throughout  the  basic  dis- 
cussion at  this  meeting,  it  was  the  feeling  of 
this  Committee  that  it  could  only  be  entirely 
objective  and,  since  information  from  the  AMA 
was  not  adequate  to  either  agree  or  disagree 
with  Doctor  Kruglick’s  presentation,  the  subcom- 
mittee chairman  was  instructed  to  contact  the 
Department  of  Eoods  and  Drugs  of  the  AMA 
to  gain  factual  information  rebutting  the  alleged 
inaccurate  advertising  on  the  part  of  “Enzylae.” 
This  will  be  obtained  by  the  time  this  Committee 
next  meets  and  a specific  recommendation  in 
keeping  with  the  memorandum  from  AMA  will 
then  be  presented  to  the  Board  of  Directors. 

Doctor  Johns  stated  that  the  Maternal  and 
Child  Health  Committee  has  been  furnished  with 
a request  by  the  AMA  for  maternal  and  child 
health  statistics  and  studies  in  the  matter  of 
infant  mortality.  No  such  statistical  study  is 
adequately  kept  in  this  state  and  none  that  can 
be  adequately  evaluated  is  of  record  at  this 


time.  On  the  basis  of  Doctor  Johns’  report  and 
his  investigation,  it  is  the  recommendation  of 
this  Committee  that  the  Board  of  Directors  con- 
sider favorably  action  for  instituting  and  aiding 
in  the  establishment  of  a survey  on  infant  mor- 
tality for  proper  analytic  studies  by  the  State 
Medical  Association.  This  study  is  to  be  carried 
out  by  the  State  Department  of  Health. 

The  following  resolution  was  adopted: 

WHEREAS,  the  infant  mortality  in  Arizona 
leads  the  nation,  and 

WHEREAS,  previous  studies  have  helped  re- 
duce infant  mortality,  therefore 

BE  IT  RESOLVED,  that  The  Arizona  Medical 
Association,  Inc.  set  up  a state-wide  maternal 
and  infant  mortality  committee  to  study  each 
death  within  the  State. 

Doctor  Johns  offered  to  develop  the  format 
for  such  a program,  with  the  assistance  of  the 
State  Pediatric  Society,  State  Obstetrics  Society 
and  State  Department  of  Health,  closely  follow- 
ing the  New  Mexico  plan,  if  the  Board  of  Di- 
rectors so  desire. 

Mental  Health 

Doctor  Otto  L.  Bendheim  discussed  the  prob- 
lem presented  by  the  Tucson  Sunday  Evening 
Forum  referable  to  meeting  scheduled  to  be 
held  October  30,  I960,  the  speaker:  Milton  H. 
Erickson,  M.D.  (Phoenix);  the  subject:  “Hyp- 
nosis.” Following  is  the  resolution  of  the  sub- 
committee on  Mental  Health  of  this  Professional 
Committee: 

WHEREAS,  the  subject  of  hynosis  has  re- 
ceived increasing  interest  and  publicity,  and 

WHEREAS,  lay  groups  and  organizations  are 
seeking  out  informed  opinions  on  the  subject 
of  hypnosis,  and 

WHEREAS,  numerous  unqualified  speakers 
and  self-styled  experts  have  spread  potentially 
dangerous  and  damaging  misinformation  on  the 
subject,  and 

WHEREAS,  such  misinformation  has  led  to 
misuse  of  hypnosis  by  professional  and  lay  peo- 
ple, therefore, 

LET  IT  BE  RESOLVED,  that  the  subcom- 
mittee on  Mental  Health  of  the  Professional 
Committee  of  The  Arizona  Medical  Association 
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be  directed  to  act  in  a consulting  capacity  to 
those  professional  and  lay  groups  seeking  advice 
in  the  selection  of  qualified  experts  as  speakers 
and/'or  instructors  in  the  field  of  hypnosis,  when 
requested. 

It  is  directed  that  the  content  of  this  resolu- 
tion be  forwarded  to  the  Board  of  Directors 
with  the  recommendation  that  it  he  approved; 
further,  that  the  Pima  County  Medical  Society 
be  appraised  of  action  recommended  by  this 
Committee  with  respect  to  its  relationship  to 
the  Sunday  Evening  Forum  in  sponsoring  and 
publicizing  Doctor  Erickson’s  performance  there. 

Rehabilitation  — Industrial  Health 

There  was  no  report  requiring  action  by  this 
Committee  at  this  time.  However,  rehabilitation 
facilities,  activities  and  services  are  being  studied 
further  by  the  subcommittee  and  information  re- 
ferable to  the  interest  in  vocational  and  indus- 
trial rehabilitation  is  being  taken  up  by  it  for 
a subsequent  report  and  recommendation  to  be 
indicated  to  the  Board  of  Directors  in  the  future. 

Venereal  Diseases 

There  was  no  report  made.  Doctor  Paul  J. 
Slosser  not  being  present  at  this  meeting. 

COMMUNICATIONS 
1960  Physicians  Award 

The  only  communication  requiring  considera- 
tion at  this  time  was  the  memorandum  from 
Doctor  Lindsay  E.  Beaton,  referable  to  The 
President’s  Committee  on  Employment  of  the 
Physically  Handicapped  — “1960  Physician’s 
Award.”  It  was  the  concensus  of  the  Committee 
that  there  is  no  reasonable  recommendation  to 
be  made  in  naming  individuals  from  the  State 
of  Arizona  for  competing  in  this  award  at  this 
time. 

Medical  Practice  Acts 

This  completed  the  meeting.  The  members 
are  directed  to  acquaint  themselves  with  the 
Arizona  State  Medical  Practice  Act  as  well  as 
with  the  Washington  Medical  Practice  Act,  all 
members  of  this  Committee  having  copies  there- 
of. This  will  be  the  major  topic  of  discussion  at 
the  next  meeting  of  this  Committee. 

Respectfully  submitted, 
Lorel  A.  Stapley,  M.D. 

Secretary 


PUBLIC  RELATIONS 
COMMITTEE 


Meeting  of  the  Public  Relations  Committee 
of  The  Arizona  Medical  Association,  Inc.,  held 
September  11,  1960. 

AMA  PUBLIC  RELATIONS  INSTITUTE 
REPORT 

A report  of  the  Public  Relations  Institute  held 
September  I and  2,  I960,  in  the  Drake  Hotel, 
Chicago,  Illinois,  attended  by  Roy  O.  Young, 
M.D.,  Chairman  and  Paul  R.  Boykin,  Assistant 
Executive  Secretary,  was  reviewed  in  detail  for 
the  benefit  of  the  members  in  attendance.  The 
conclusions  noted  were  that  public  relations  are 
best  originated,  followed  and  completed  by  the 
doctor  of  medicine  in  his  office  with  his  patient. 
These  suppositions  are  based  upon  fact  that  if 
the  patient  is  completely  satisfied  with  services 
rendered,  for  fees  assigned  thereto,  that  the 
dictates  of  his  family  physician  will  be  followed 
through  the  psychological  reasoning  of  personal 
satisfaction.  Major  problems  confronting  medi- 
cine today  are  thought  to  be  based  upon  the 
rare  unfortunate  circumstances  wlvereby  a pa- 
tient is  dissatisfied  with  services  rendered  and 
fees  charged  associated  therewith,  where  the 
lackadaisical  attitude  of  the  jihysicians’  coufreres 
in  hearing  the  cause  of  the  unhapp\'  patient,  and 
attempting  to  make  available  to  him,  without 
further  cost,  a satisfactory  rc-evaluation  of  his 
medical  problem  aud  his  financial  probk-m. 

It  was  the  further  consensus  that  uu’dicinc 
should  take  an  extremch’  acti\  e part  in  all  local 
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functions,  civic,  fraternal,  religious,  political, 
etc.,  carrying  the  weight  of  experience,  guiding 
the  program  during  publicity,  and  letting  the 
plaudits  follow  where  they  may. 

Lengthy  discussion  ensued  reviewing  in  detail 
the  many  facets  of  public  relations  both  within 
and  without  the  doctors’  offices.  Inasmuch  as  a 
quorum  was  not  in  attendance,  it  was  agreed 
that  Doctor  Hileman  (Southern  District  Direc- 
tor) would  present  to  the  Board  of  Directors 
at  its  next  meeting  the  following  conclusions 
reached  for  its  further  consideration: 

1.  Expore  the  possibilities  of  offering  a “new- 
comer service”  similar  to  that  recently  introduced 
by  the  First  National  Bank  of  Arizona,  or  pos- 
sibly participate  therein,  or  through  the  press- 
radio-television  media  to  introduce  Arizona 

2.  Develop  a realistic  “placement  service” 
Medicine  to  the  newly  arrived  people  and  assist 
them  in  the  location  of  a doctor  of  medicine  to 
serve  family  needs. 

through  this  Committee  to  assist  and  encourage 
doctors  of  medicine  to  select  a location  of  prac- 


tice with  emphasis  on  communities  of  need, 
arranging  meetings  with  community  representa- 
tives to  explore  and  better  understand  their 
needs,  displaying  Medicine’s  interest  and  willing- 
ness to  assist  in  their  problems  and  be  the 
medium  of  introducing  a potential  doctor  of 
medicine  and  his  wife  interested  in  locating  in 
the  locality. 

3.  Initiate  public  relations  programs  wherever 
possible  and  through  whatever  media  keeping 
the  public  informed  of  problems  associated  with 
the  practice  of  medicine. 

4.  Keeping  abreast  of  publicity  as  appears 
through  whatever  media  and,  in  cooperation 
with  such  media  sources,  be  prepared  to  im- 
mediately provide  facts  on  a local  or  state  level, 
if  need  be,  endeavoring  to  set  straight  in  the 
minds  of  the  public  the  true  “image  of  the 
doctor  of  medicine.” 

Bespectfully  submitted, 
Lorel  A.  Stapley,  M.D. 

Secretary 


MUrray  1-2301 


SYcamore  5-9901 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
/ located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S 
ETHEL  FANSON,  M.D.,  F.A.C.P. 

DOUGLAS  R.  DODGE,  M.D. 

HERBERT  A.  DUNCAN,  M.D. 


;GS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D. 

iGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

ICAN,  M.D.  JOHN  W.  LITTLE,  M.D. 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


Ill  active  people  ivho  is^on’t  take  time  to  eat  properly,  myadec  can  help  prevent  deficiencies  by 
providing  comprehensive  vitamin-mineral  support.  Just  one  capsule  a day  supplies  therapeutic 
doses  of  9 important  vitamins  plus  significant  (quantities  ol  11  essential  minerals  and  trace 
elements,  myadec  is  also  valuable  in  vitamin  depletion  and  stress  states,  in  convalescence,  in 
chronic  disorders,  in  jiatients  on  salt-restricted  diets,  or  ivherever  therapeutic  vitamin-mineral 
supplementation  is  indicated. 

Each  MYADEC  Capsule  contains:  vitamins:  Vitamin  B12  crystalline— 5 meg.;  Vitamin  B2  (riboflavin)  — 10  mg.; 
Vitamin  Be  (pyridoxine  hydrochloride)  — 2 mg.;  Vitamin  Bi  mononitrate— 10  mg.;  Nicotinamide  (niacinamide)  — 
100  mg.;  Vitamin  C (ascorbic  acid)  — 150  mg.;  Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.)  1,000 
units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate)  — 5 I.U.  minerals:  (as  inorganic  salts)  Iodine  — 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.; 
Zinc— 1.5  mg.;  Magnesium— 6 mg.;  Calcium— 105  mg.;  Phosphorus— 80  mg.  Bottles  of  30,  100  and  250. 


a quick  bite”... 
then  back 
to  the  grind  ? 
nutritional 
deficiency’s 
not  far  behind, 
prescribe . . . 


high  potency  vitamin-mineral  supplement 


PARKE,  DAVIS  & COMPANY 
Detroit  32,  Michigan 


PARKE- DAVIS 


You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a fetv  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression.. .as  it  calms  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  enei'gizers  may 
stimulate  the  patient  — i/ie?/  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — i/iey 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage;  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


^Deprol 
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WALLACE  LABORATORIES / Cranhury,  N.  J. 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet,  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

* * trademark 


New  York  18.  N.  Y. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Are  Your  Books  Like  An  Iceberg? 

Because  nine-tenths  of  an  iceberg  is  under  water,  a ship’s  captain 
can  never  underestimate  its  size. 

Your  books  may  look  like  an  iceberg,  too!  The  money  comes  in 
' every  month  for  those  patients  who  pay  within  30  to  60  days. 
But,  Doctor,  do  you  realize  how  many  past  due  accounts  you  ,, 
have  and  even  more  important,  how  much  money  you  have  tied  ' 

^ up  in  such  accounts? 

Past  due  accounts  are  like  the  bottom  of  an  iceberg  . . . the  part 
you  don’t  see.  You  can’t  estimate  their  size,  you’ve  really  got  to 
take  a close  look. 

Doctor,  you’ll  be  amazed  how  much  money  you  have  tied  up  in 
past  due  accounts.  In  dollars  and  cents  you  can’t  afford  to 
carry  an  account!  We  talk  with  doctors  every  day  who  have 
j suddenly  discovered  they  have  thousands  of  dollars  tied  up  in 
i such  accounts.  They’re  even  more  amazed  when  we  remind 
them  that  an  account  six  months  old  is  worth  67c  on  the  dollar; 
a year  old,  45c;  and  one  that  is  three  years  old  is  only  worth 
15c  on  the  dollar.  Can  you  afford  this  kind  of  shrinkage? 

I By  suggesting  the  Budget  Plan  for  Health,  you  eliminate  shrink- 
i age  as  well  as  past  due  accounts.  You’ll  get  your  money  quickly 
i and  your  patient  will  like  paying  on  easy  monthly  payments  at 
sj  bank  rate  of  interest.  He’ll  appreciate  your  thoughtfulness  in 
' helping  him  meet  his  financial  obligation  to  you. 

I Look  at  your  books  today!  Eliminate  shrinkage  by  suggesting 
I the  Budget  Plan  for  Health.  You’ll  be  very  glad  you  did. 

% t:- 


First  Street  at  Willetta  • Phoenix  • AL  8-7758 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421  | 

456  North  Country  Club  Drive  • Mesa  • WO  4-5668  < 
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MEDICAL  DETECTIVES  ACT  TO  CUT  INFANT  DEATHS 


A recent  release  from  the  American  Medical 
Association  outlines  a campaign  to  mobilize  state 
health  departments,  hospitals,  obstetricians, 
pediatricians  and  general  practitioners  of  the 
Rocky  Mountain  area  in  a nationwide  program 
to  reduce  infant  mortality.  This  medium  was 
launched  by  the  American  Medical  Association 
at  a meeting  in  Denver’s  Hilton  Hotel.  The 
purpose  of  this  meeting  was  to  review  and  to 
put  into  working  form  ||he  new  A.M.A.  “Guide 
for  the  Study  of  Perinatal  Mortahty  and  Mor- 
bidity” well  in  advance  of  the  next  baby  boom. 


which  is  exp(3Cted  in  the  early  1970’s  when  the 
large  number  of  babies  bom  during  World  War 
II  reach  maturity.  Perinatal  mortality  is  defined 
as  “those  deaths  of  fetuses  and  newborn  infants 
occurring  before,  during,  and  soon  after  birth,” 
while  perinatal  morbidity  is  defined  as  a patho- 
logical condition  or  conditions  observed  in  the 
fetus  or  infant  during  the  perinatal  period. 

The  A.M.A.  perinatal  code  sheet  to  be  used 
is  designed  to  be  as  simple  to  fill  out  as  possible 
and  still  lend  itself  to  modern  statistical  analytic 
methods.  This  form,  as  it  is  conceived  and 
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“The  material  In  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  ndes  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors; 

1.  Follow  the  general  ndes  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  ndes  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorotigh  and  eouuilete.. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to 
correct  it,  c.sireeially  for  spelling  and  puneluation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for  pub- 
lication on  condition  that  they  are  contrib\ded  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unu.sed  manuscripts. 

7.  Reprints  will  be  supplied  to  the  avdhor  at  printing  cost. 


(The  oirinions  expressed  in  the  original  contribntions  rlo  not 
necessarily  express  the  opinion  of  the  Editorial  Board.) 


Frank  MiUoy,  M.D, 
R.  L.  Foster,  M.D. 
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designed,  would  require  very  little  effort  on  the 
part  of  the  attending  or  delivering  physieian,  and 
the  attending  physician  or  pediatrician  of  the 
baby.  However,  it  will  provide  a wealth  of 
material  that  is  of  extreme  importance  in  the 
assessment  of  perinatal  mortality  and  morbidity, 
a subject  that  has  too  long  been  neglected,  par- 
ticularly in  the  Southwest  area.  Some  interest 
has  been  developed  in  the  State  of  Arizona  in 
this  problem;  and  at  one  of  the  larger  hospitals 
in  Phoenix  during  the  past  three  years,  we  have 
held  annual  conferences  on  the  subject  of 
perinatal  mortality  and  morbidity,  a joint  meet- 
ing held  with  obstetricians  and  pediatricians  in 
attendance.  All  of  us  interested  in  this  problem 
have  been,  to  put  it  mildly,  shocked  by  the  lack 
of  information  that  is  available  to  us  in  the 
assessment  of  causes  of  prenatal  and  neonatal 
deaths.  I feel  sure  that  every  conscientious  prac- 
titioner, obstetrician  and  pediatrician  who  has  to 
do  with  the  delivery  and  care  of  newborn  infants 
will  give  this  new  program  of  the  American 
Medical  Association  the  utmost  consideration 
and  take  the  little  time  that  is  necessary  to  fill 
out  the  perinatal  code  sheet.  This  information 
will  then  be  assessed  at  a later  date  at  a 
regional  center,  and  it  is  hoped  that  the  tabulated 
data  will  serve  to  promote  further  study  and 
research  into  problem  areas  that  will  become 
apparent  to  local  committees  utilizing  the  serv- 
ice. 

R.F.W. 


ARIZONA  CLINICAL 
CONFERENCE 


The  clinicians  of  Arizona  have  an  excellent 
opportunity  to  develop  a mid-year  clinical  con- 
ference. 

Elsewhere  in  this  issue  are  carried  the  pro- 
grams and  faculties  of  two  excellent  meetings  to 
be  held  in  this  state  during  January.  The  Heart 
Association  and  the  Cancer  Society  are  to  be 
commended  for  the  quality  of  programs  they  are 
producing. 


There  should  be  a coordination  of  these  pro- 
grams so  that  this  excellent  clinical  material 
could  be  covered  by  all  who  desire.  A single 
conferenee  would  eliminate  the  necessity  for 
taking  off  from  praetice  two  long  weekends 
within  a period  of  a month. 

D.W.N. 


PROMOTE  THE  STUDY 
OF  MEDICINE 


As  the  years  have  passed  since  the  termina- 
tion of  World  War  II,  the  number  of  students 
applying  for  vacancies  in  our  medical  schools 
has  decreased.  And  in  many  instances  the 
quality  of  the  applicants  is  not  of  the  desired 
level. 

The  Arizona  Medical  Association  is  sponsoring 
medical  student  programs  in  both  Phoenix  and 
Tucson  to  encourage  more  and  capable  students 
to  enter  the  profession  of  medicine.  The  mem- 
bers of  ARMA  should  attend  and  assist  in  these 
sessions  to  be  held  on  the  campus  of  both  the 
U.  of  A.  and  A.  S.  U. 

It  would  seem  that  this  could  be  done  with 
very  little  difficulty,  for  medicine  certainly  has 
the  four  prime  requisites  for  a desirable  profes- 
sion: A well-qualified  physieian  can  contribute 
much  to  society;  his  work  can  be  enjoyed;  it 
receives  professional  recognition;  and  there  is  an 
adequate  financial  return. 

D.W.N. 


FALL-OUT  SHELTERS  — 
YES  OR  NO 


Your  attention  is  drawn  to  the  report  pub- 
lished by  the  Stanford  Research  Institute  and 
the  reprint  by  Robert  B.  Meyner.  These  two 
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viewpoints  are  in  marked  contrast. 

Mr.  Meyner’s  ideal  goal  would  be  the  de- 
sirable one.  However,  the  statements  that  he 
quotes  as  fact  must  either  be  in  error  or  the 
Stanford  Research  Institute  has  not  correctly 
compiled  its  statistics. 

We  would  like  to  see  Mr.  Meyner’s  goal  suc- 
ceed. But  living  in  a world  where  the  prime 
forces  opposing  us  are  led  by  Khrushchev  and 
Mao  Tze-tung,  we  can  only  encourage  that  until 
that  ideal  day  comes  we  will  be  forced  to  rely 
to  a great  degree  upon  SAC,  to  quote  Mr. 
Meyner,  “an  organization  strong  enough  to  pre- 
vent aggression,”  and  to  obtain  our  ray  of  hope 
from  the  analysis  of  the  problem  as  given  by 
the  Stanford  Research  Institute.  (Editors  Note). 


KREBIOZEN 


With  some  regularity  a brochure  advocating 
the  great  merits  of  Krebiozen  is  thrust  upon  the 
desk  of  each  of  us.  The  Cancer  Society  becomes 
alarmed  and  our  own  cancer  committee  dis- 
turbed by  this  promotional  activity. 

No  untoward  effects  have  been  proven,  and 
maybe  this  drug  has  a place  in  the  “psycho- 
therapy” of  cancer.  No  unprejudiced  investigator 
has  been  permitted  to  do  a satisfactory  control 
study  of  it. 

D.W.N. 


THE  HORNErS  NEST 


The  Editorial  pages  of  the  September  issue 
of  “ARIZONA  MEDICINE”  contained  a pe- 
culiar hodge-podge  of  emotionalism  and  incom- 


pletely evaluated  opinions,  but  with  an  under- 
current of  good  intentions. 

“Desire  it  or  not,  there  is  a gradual  social- 
ization of  the  U.  S.,”  reads  one  editorial.  Being 
convinced  of  what  he  writes,  the  opinion  is  then 
expressed  that  medicine  can  go  it  alone  — 
“This  can  be  prevented  in  medicine  by  govern- 
ing ourselves.”  Two  pages  back  we  were  reading 
an  extract  from  the  1959  president  of  the  New 
York  County  Medical  Society: 

“It  is  too  late  for  mere  delaying  tactics. 
American  doctors  may  find  themselves  help- 
less by-standers  in  a course  of  events  they 
have  done  nothing  to  shape  unless  they  are 
willing  to  accept  the  true  dimension  of  the 
nation’s  health  needs  and  dissatisfactions.” 

We  cannot  “prevent”  the  trend  of  events  any- 
more than  King  Canute  could  stop  the  tides. 
Another  editorial  in  the  same  issue  of  our  jour- 
nal urges  “We  must  find  a way  to  educate  the 
public  as  to  our  purpose  as  based  on  historical 
facts.”  This  reference  to  “historical  facts”  be- 
trays a somewhat  limited  view  of  our  purpose  as 
a profession.  The  entire  history  of  medicine  is  a 
gradual  adjustment  of  our  profession  to  social 
trends.  A quotation  from  “THE  MIRAGE  OF 
HEALTH”  by  Rene  J.  Dubos  may  give  a little 
needed  perspective: 

“Elements  of  direct  fear  also  contributed  to 
the  development  of  social  medicine.  The  out- 
breaks of  cholera  had  a prodigious  effect.  Eu- 
gene Sue’s  novel  The  Wandering  Jew  (1844- 
1845)  and  Victor  Hugo’s  poem  Chastisements 
( 1853 ) gave  hair-raising  accounts  of  the  panic 
that  they  caused.  In  America  cholera  and, 
particularly,  yellow  fever  in  1878  stimulated 
the  creation  of  a national  board  of  health  and 
then  of  special  laboratories  supported  by  pub- 
lic funds  for  the  control  of  water  supplies. 
This  step  led  to  the  granting  of  ever-increas- 
ing power  to  health  departments  for  the  regu- 
lation of  community  life.  Another  phase  of 
the  socialization  of  medicine  was  ushered  in 
by  fear  of  tuberculosis.  It  was  a short  step 
from  the  demonstration  that  the  tuberculous 
individual  could  infect  his  fellow'  men,  and 
that  tuberculosis  wais  therefore  a social  dis- 
ease, to  the  use  of  public  funds  lor  the  con- 
trol of  the  disease  and  even  for  the  care  ol 
the  patient.  The  trend  towaird  socialization  ol 
medicine  is  still  continuing,  although  there  is 
reluctance  in  designating  the  proce.ss  by  this 
name.  In  one  form  or  another,  main'  aspects 
of  communal  activity  are  regulated,  ri'strictc'd, 
or  ]irevented  because  ol  tlu'ir  ('llc'cts  on  pub- 
lic health.  Strict  regulations  will  certainK  ex- 
tend to  tlu'  control  of  industrial  smoki’s  ami 
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exhausts  of  motorcars,  as  soon  as  the  public 
becomes  emotionally  convinced  that  these 
nuisances  constitute  health  hazards.  All  mod- 
ern states,  whatever  their  political  complex- 
ion, recognize  that  the  maintenance  of  health 
is  as  much  a government  responsibility  as  is 
education.”* 

It  is  not  enlightened  thinking  to  attempt  to 
“prevent”  these  major  historical  steps.  However, 
when  we  see  that  conditions  over  which  we,  at 
the  moment,  have  little  control,  are  causing  the 
river  to  overflow  its  banks  and  to  cut  new  stream 
beds,  we  can  plan  and  encourage  the  flow  into 
productive  channels.  If  we  are  proud  of  our 
freedom  and  proud  of  the  capabilities  of  our 
progressive  capitalistic  society,  we  must  build 
the  future  with  an  enlightened  evaluation  of  the 
present  and  an  intelligent  knowledge  of  the 
past.  If  Great  Britain’s  medical  program  has 
jumped  the  gun  on  history,  it  is  up  to  us  to  eval- 
uate their  errors,  not  in  a spirit  of  glee  or  rancor, 
but  in  a spirit  of  constructive  effort. 

Our  Editor  is  therefore  to  be  complimented 
on  urging  the  Arizona  Medical  Association  to 

*Cited  by  permission  of  the  author  and  of  the  publisher,  from 
•‘THE  MIRAGE  OF  HEALTH”  bv  Rene  Dubos,  Harper  & 
Brothers,  1959  ($4.00). 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


evaluate  such  plans  as  the  Pennsylvania  Medical 
Society  Program  or  the  Kern  County  Medical 
Society  Program  in  California. 

It  is  a strange  anachronism,  this  cry  against 
Federal  “interference”  in  our  medical  life.  We 
drive  on  Federal  highways,  we  use  the  Federal 
mails,  we  rely  on  our  Federal  (National)  armed 
forces,  we  are  proud  of  our  Federal  parks.  Let  us 
not  forget  that,  in  matters  of  our  citizens’  health 
and  welfare,  if  Federal  aid  were  to  be  suddenly 
withdrawn,  our  nation’s  physical  welfare  would 
collapse  almost  overnight.  And,  if  the  cry  for 
old  age  welfare  is  taken  up  by  political  groups, 
let  us  not  risk  our  name  by  apparently  dubious 
propaganda  gimmicks  such  as  a recently  re- 
leased A.M.A.  survey  which  “emphatically 
proves  that  the  majority  of  Americans  over  65 
are  capably  financing  their  own  health  care  and 
prefer  to  do  it  on  their  own,  without  government 
intervention.”*  It  would  behoove  us  to  avoid 
the  cheap  tricks  if  we  are  genuinely  concerned 
with  the  integrity  of  our  profession. 

A.J.B. 

“See  Section  on  Reprints:  “Science  and  Politics;  A.M.A.  At- 
tacked for  Use  of  Disputed  Survey  in  ‘Medicare’  Lobbying,”  from 
“SCIENCE,”  Sept.  2nd,  1960. 


(FORTIFIED  TRIPLE  STRENGTH) 

Buffered  to  control  a normal  vaginal  pH. 
The  new,  improved  P.A.F.  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 


G.  M.  Case  Laboratories 
San  Diego,  California 
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I‘.. extraordinarily  effective  diuretic..'!' 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


Naturetin  Naturetin^K  £ 


Squibb  Benzydroflumethiazide  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 
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Arizona  Poisoning  Control 
Information  Center 

RENAL  ALKALINIZATION  IN  THE  TREATMENT 

OF  CERTAIN  POISONINGS 


Salicylate  Poisoning:  Use  of  Sodium  Bicarbo^iate 

Accidental  poisoning  in  children  involving  as- 
pirin and  other  sahcylates  is  very  common.  For 
example,  during  the  nineteen-month  period  from 
January,  1959  to  August,  1960,  443  cases  of  poi- 
soning from  aspirin  were  reported  by  the  19 
Arizona  Poisoning  Control  Treatment  Centers. 
Most  of  these  cases  involved  children  in  the  one- 
to-four-y ear-old  age  group. 

No  specific  antidote  is  available  for  treating 
salicylate  poisoning.  Following  ingestion  of  sali- 
cylates, only  20  per  cent  of  the  salicyl  radical  is 
degraded  in  the  body  and  no  means  of  accel- 
erating this  process  is  known(l).  As  a result, 
there  has  been  a search  for  a simple  and  ef- 
fective method  of  enhancing  removal  of  salicy- 
late from  the  blood  in  the  treatment  of  salicyl- 
ism.  Although  it  has  long  been  known  that 
urinary  salicylate  excretion  is  enhanced  in  the 
presence  of  an  alkaline  urine(2),  until  recently. 


there  has  been  a reluctance  to  apply  this  phe- 
nomenon therapeutically  in  the  treatment  of 
salicylate  poisoning.  The  use  of  an  agent  such 
as  sodium  bicarbonate  to  produce  an  alkaline 
urine  has  been  condemned  because  of  the  po- 
tential danger  of  aggravating  the  alkalosis  some- 
times associated  with  salicylism.  It  is  known  that 
a profound  alkalosis  could  result  in  tetany,  en- 
cephalopathy, or  death(3).  However,  several 
reports  ( 1,3-6)  in  the  literature  indicate  that  the 
infant  or  young  child  poisoned  with  salicylate 
usually  displays  a metabolic  acidosis  at  the  time 
of  treatment  and  that  the  serum  pH  usually  is 
normal  or  actually  decreased  within  a few  hours 
following  ingestion  of  salicylate.  On  this  basis, 
recently,  a number  of  investigators  ( 1,3,7,8 ) 
have  used  or  recommended  the  use  of  sodium 
bicarbonate  in  the  early  management  of  salicyl- 
ism occurring  in  young  children. 

Two  gi'oups  of  investigators,  Whitten  et  fl/.(  1 ) 
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and  Oliver  and  Dyer (2),  have  reported  the  re- 
sults of  this  therapy  in  39  young  children  with 
acute  salicylism  resulting  from  the  accidental 
ingestion  of  salicylates.  These  workers  found 
that,  following  intravenous  administration  of  so- 
dium bicarbonate  in  their  patients,  the  rate  of 
elimination  of  salicylate  from  the  body  and  the 
coincident  decrease  in  plasma  salicylate  levels 
achieved  by  this  therapy  compared  favorably 
with  values  reported  by  others  when  exchange 
transfusion  and  hemodialysis  were  employed.  It 
was  found  that  signs  of  salicylism  (e.g.  severe 
hyperpnea)  subsided  more  rapidly  in  these  pa- 
tients than  in  patients  with  salicylism  who  were 
not  treated  with  sodium  bicarbonate(3).  As  an 
example  of  the  dosage  employed,  Oliver  and 
Dyer(3)  administered  3.5  - 5.0  mEq  of  sodium 
bicarbonate  per  kg  intravenously  during  the  ini- 
tial four  hours  of  treatment.  In  a few  cases,  it 
was  found  necessary  to  repeat  this  dose  when 
the  urine  pH  did  not  exceed  6.9  after  four  hours. 
In  no  case  were  more  than  two  doses  of  sodium 
bicarbonate  administered.  Because  of  the  tend- 
ency for  serum  potassium  to  fall  in  these  pa- 
tients, especially  during  sodium  loading,  each 
received  intravenous  fluids  containing  potassi- 
um. The  amount  of  potassium  administered  ap- 
proximated 3.0  - 5.0  mEq  per  kg  during  a 24- 
hour  period.  Complications,  such  as  convulsions, 
tremors,  gastric  dilatation,  asthena,  prolonged 
vomiting,  or  edema,  were  not  observed  in  the 
bicarbonate-treated  patients(3).  It  should  be 
noted  that  all  of  the  patients  involved  in  these 
studies  were  young  children  with  acute  salicyl- 
ism and  that  they  were  treated  rather  soon  after 
ingestion  of  salicylates.  Oliver  and  Dyer(3) 
emphasize  that  bicarbonate  therapy  in  salicylate 
poisoning  should  be  limited  to  children  less  than 
four  years  of  age,  since  respiratory  alkalosis  is 
the  principal  acid-base  disturbance  consequent 
to  salicylism  in  older  children  and  adults. 
Salicylate  Poisoning:  Use  of  Acetazoleaniicle 
It  is  well  known  that  inhibition  of  the  enzyme 
carbonic  anhydrase  by  a chemical  agent  such  as 
acetazoleamide  will  lead  to  alkalinization  of  the 
urine.  Several  investigators  (6-9)  have  tested  the 
efficacy  of  acetazoleamide  in  the  treatment  of 
salicylate  poisoning.  All  of  these  workers  agree 
that  following  administration  of  this  agent  there 
results  a prompt  rise  in  urinary  pH  with  a con- 
comitant increase  in  urinary  excretion  of  salicy- 
late. On  the  other  hand,  some  of  these  investiga- 
tors (3,8,9)  report  that  the  use  of  acetazoleamide 


in  patients  with  salicylism  is  not  without  dan- 
ger. It  has  been  pointed  out  that  this  agent  is 
capable  of  producing  a systemic  metabolic  ac- 
idosis and  that  there  is  a risk  of  accentuating 
the  acidosis  which  is  present  in  small  children 
with  salicylism  (3,8).  Schwartz  and  co-work- 
ers(9)  have  reported  that  complications  includ- 
ing convulsions  and  papillo-edema  occurred  in 
two  of  their  patients  with  salicylism  who  were 
treated  with  acetazoleamide.  Erom  their  stud- 
ies, they  concluded  that  “the  combination  of 
salicylate  intoxication  and  administration  of  ace- 
tazoleamide may  not  be  entirely  benign.” 

Kaplan  and  del  Carmen(8),  who  conducted 
animal  studies  using  rats  that  received  toxic 
doses  of  sodium  salicylate,  demonstrated  a much 
higher  mortality  in  rats  treated  with  acetazolea- 
mide than  in  those  animals  administered  sodium 
bicarbonate.  Feuerstein  et  al.{6)  have  criticized 
this  work  from  the  standpoint  of  the  large  doses 
of  salicylate  employed  in  these  studies.  They 
point  out  that  the  high  blood  salicylate  levels 
(250  - 300  mg/ 100  ml)  attained  in  these  animals 
are  far  in  excess  of  values  seen  clinically.  Fur- 
ther, they  state  that  “experiments  with  rats  may 
not  be  sufficiently  comparable  to  salicylate  poi- 
soning encountered  in  humans  to  be  relied  upon 
for  the  selection  of  the  best  mode  of  therapy.” 

Feuei'stein  and  co-workers  ( 6 ) have  recently 
reported  the  results  of  the  treatment  of  27  pa- 
tients with  salicylism  by  a regimen  consisting  of 
intramuscular  acetazoleamide  and  intravenous 
fluids.  From  these  studies,  the  authors  main- 
tain that  the  use  of  acetazoleamide  provides  a 
safe  and  effective  means  of  facilitating  excretion 
of  salicylate  in  salicylate  poisoning.  However, 
these  workers  point  out  that  until  more  definite 
experimental  evidence  is  available,  this  mode  of 
therapy  should  be  conducted  under  the  close 
supervision  of  a physician  skilled  in  handling 
problems  of  fluid  and  electrolyte  balance.  One 
would  be  compelled  to  agree  with  the  conclu- 
sion made  by  these  investigators,  namely,  that 
the  conflicting  evidence  in  the  literature  con- 
cerning the  use  of  acetazoleamide  in  the  treat- 
ment of  salicylism  suggests  caution  in  tlu'  indis- 
criminate application  of  this  type  ol  tlu'rap\'. 
Barhitn ra fe  Po isoi ling 

It  is  of  interest  to  note  the  recent  report  ( 10) 
of  studies  in  France  in  which  the  effect  ol  al- 
kalinization of  the  urine  in  barbiturate  poisoning 
was  determined.  Experimental  studies  in  dogs 
revealed  that  \ ariations  of  tlu'  pll  of  tlu'  plasma 
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modified  the  distribution  of  barbiturates  in  the 
body.  Respiratory  acidosis  caused  an  accumula- 
tion of  barbiturates  in  the  cells,  whereas  alka- 
losis resulted  in  a diminution  of  barbiturate 
content,  notably  in  nerve  cells.  Alkalinization  of 
the  urine  was  found  to  increase  markedly  the 
renal  excretion  of  phenobarbital.  This  excretion 
due  to  renal  alkalinzation  was  shown  to  exceed 


Household  Preparations 


Soaps,  Detergents,  etc. 

2 

3.2 

Disinfectants 

0 

0.0 

Bleach 

5 

8.0 

Lye,  corrosives,  drain 
cleaners 

1 

1.5 

Furniture  and  floor  polish 

0 

0.0 

Subtotal  8 12.7 


that  amount  of  phenobarbital  excreted  as  a re- 
sult of  polyuria.  Seventy-five  patients  with  se- 
vere coma  due  to  barbiturate  poisoning  were 
treated  by  alkalinzation  of  the  plasma  and  urine. 
This  treatment  was  found  effective  in  reducing 
the  duration  of  coma  in  these  patients.  The  re- 
sults of  these  studies  should  stimulate  further 


Petroleum  Distillates 


Kerosene 

2 

3.2 

Gasoline 

0 

0.0 

Others 

2 

3.2 

Subtotal 

4 

6.4 

ssmelics 

3 

4.8 

investigation  of  the  efficacy  of  this  therapy  in 
the  treatment  of  barbiturate  poisoning. 


Pesticides 

Insecticides 

Rodenticides 


3.2 

0.0 


STATISTICS  OF  63  POISONING  CASES 

IN 

Others 

2 

3.2 

ARIZONA  DURING  JULY  1960 

AGE: 

Subtotal 

4 

6.4 

84.1%  involved  under  5 year  age  group 

(53) 

Paints,  Varnishes.  Solvents, 

3.2%  involved  6 to  15  year  age  group 

( 2) 

etc. 

3 

4.8 

3.2%  involved  16  to  30  year  age  group 

( 2) 

Plants 

3 

4.8 

4.8%  involved  31  to  45  year  age  group 

( 3) 

Miscellaneous 

1 

1.5 

3.2%  involved  over  40  year  age  group 

( 2) 

Unspecified 

0 

0.0 

1.5%  were  not  reported 

( 1) 

NATURE  OF  INCIDENT: 

TOTAL 

63 

100.0 

93.7%  accidental 

(59) 

6.3%  intentional 

( 4) 

Willis  R.  Brewer,  Ph.D. 

Dean,  College  of  Pharmacy 

TIME  OF  DAY: 

The  University  of  Arizona 

31.8%  occurred  between  6 a.m.  and  noon 

(20) 

Tucson,  Arizona 

28.6%  occurred  between  noon  and  6 p.m. 

(18) 

Albert  L.  Picchioni,  Ph.D. 

11.1%  occurred  between  6 p.m.  and 

Pharmacologist  and  Director 

midnight 

( 7) 

Arizona  Poisoning  Control  Program 

1.5%  occurred  between  midnight  and  6 

The  University  of  Arizona 
Tucson,  Arizona 

a.m. 

( 1) 

27.0%  were  not  reported 

(17) 

Lincoln  Chin,  Ph.D. 

DTTTCOMF- 

Pharmacologist 

The  University  of  Arizona 

100%  recovery 

(63) 

Tucson,  Arizona 

0%  fatal 

( 0) 
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MEDICAL  COURT  CASES 


by  Howard  Newcomb  Morse* 


Vonault  vs.  O’Rourke 
Supreme  Court  of  Montana 
33  P.  2d  535 


Miss  Alice  Vonault  consulted  Dr.  L.  L. 
O’Rourke,  a physician  and  surgeon,  as  to  her 
physical  condition  and  was  advised  by  him  that 
she  was  afflicted  with  fibroid  tumor  and  dis- 
eased appendix.  Dr.  O’Rourke  recommended  an 
operation  for  her  relief.  R was  agreed  that  the 
operation  should  be  performed  the  next  morn- 
ing. Dr.  O’Rourke  told  Miss  Vonault  to  arrange 
for  a room  at  St.  Ann’s  Hospital,  and  that  he 
would  arrange  for  an  operating  room.  The  sug- 
gested arrangements  were  carried  into  effect 
and  Miss  Vonault  entered  the  hospital  that  eve- 
ning. 

The  operation  occurred  between  the  hours  of 
8 and  10:50  a.m.  Those  present  at  the  operation 
were  Dr.  O’Rourke,  who  performed  the  opera- 
tion, Dr.  John  H.  Noonan,  who  assisted.  Dr.  T.  J. 
Kargican,  who  administered  the  anesthetic,  Miss 
Margaret  Casy,  then  a student  nurse,  who  acted 
as  “sponge  nurse,”  two  other  nurses,  one  of 
whom  acted  as  instrument  nurse,  and  the  other 
who  assisted  in  various  ways,  and  a “sister”  who 
had  an  official  position  with  the  hospital.  Mrs. 
Lizzie  Reviere,  a sister  of  Miss  Vonault,  went  to 
the  operating  room  with  her  and  remained  near 
the  doorway  during  the  operation;  she  saw  a 
part  of  the  operation  but  was  not  near  enough 
to  observe  it  all. 

Miss  Vonault  was  prepared  and  dressed  for 
the  operation  by  a hospital  nurse  and  the  doc- 
tors. The  operative  field  was  cleansed  and  steri- 
lized, and  the  patient  was  dressed  in  a “surgical 
gown”  such  as  is  ordinarily  used  in  the  circum- 
stances. The  gown  opened  at  the  back  and  came 
up  to  about  the  region  of  the  collar  bone.  Over 
the  gown  a sheet  was  draped  from  the  neck 


“Counsellor  at  Law  of  the  Supreme  Court  of  the  United  States 
of  America. 


down;  a towel  folded  in  three  folds  was  placed 
over  the  patient’s  chest.  An  ether  mask  was 
placed  above  the  face. 

When  the  patient  was  first  placed  on  the  op- 
erating table  there  was  a pillow  under  her  head; 
this  was  later  removed  and  her  head  allowed  to 
rest  on  the  table  on  a plane  with  the  shoulders. 
After  she  had  been  “surgically  anesthetized”  by 
the  use  of  ether  her  hands  were  brought  up  from 
her  sides  and  folded  upon  her  chest.  The  surgi- 
cal gown  was  brought  up  and  folded  over  the 
arms  and  a drop  sheet  left  on  top.  At  about  this 
stage  of  the  proceedings  the  head  of  the  opera- 
ting table  was  lowered  so  that  the  patient  was 
left  in  a “Trendelenburg  position.”  The  ether 
was  dropped  on  the  mask  at  a rate  not  faster 
than  it  evaporated.  Dr.  Kargican  devoted  his 
entire  attention  to  the  administration  of  the  anes- 
thetic and  had  nothing  to  do  with  the  operation 
proper. 

The  operation  was  successful  and  the  patient 
obtained  the  desired  relief.  All  agreed  as  to  the 
accuracy  of  the  diagnosis  and  the  beneficial  re- 
sult accomplished.  At  the  conclusion  of  the  op- 
eration Miss  Vonault  was  returned  to  the  hospi- 
tal room  and  there  delivered  into  the  charge  of 
Miss  Johannah  Driscoll,  a graduate  registered 
nurse.  The  nurse  kept  what  is  known  as  a chart 
or  nurse’s  record.  This  record  disclosed  that 
Miss  Vonault  was  returned  to  her  room  from 
the  operating  table  at  10:50  a.m. 

The  nurse  immediately  began  to  minister  to 
the  needs  of  her  patient,  and  at  11  a.m.  admin- 
istered a salt  solution.  This  solution  was  injected 
into  the  axillae  just  under  the  arms.  The  skin 
was  perforated  by  two  needles,  each  on  an  ex- 
tension of  a forked  tube  running  from  the  re- 
ceptacle in  which  the  solution  was  contained. 
The  chart  denominated  this  a normal  salt  solu- 
tion and  designated  the  quantity  as  a “thousand 
cc.”  The  solution  was  fed  into  the  system  slowly 
through  the  needles,  and  the  operation  con- 
sumed some  time. 

At  11:15  a.m.  Dr.  O’Rourke  \isited  the  room 
and  observed  the  patient.  At  that  time  Miss 
Vonault  had  not  regained  consciousness  and 
probably  did  not  do  so  until  after  the  injection 
had  been  comjilctcd;  at  U'ast  the  patient  had  no 
knowledge  or  recollection  of  such  an  injc'ction. 
At  some  time  subsccpicnt  to  the  reco\cr\-  of  con- 
sciousness Miss  Vonault  felt  a burning  scnsalion 
on  her  chest,  and  upon  c\;uninalion  it  was  found 
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that  she  had  a large  blister  which  she  described 
as  about  an  inch  thick  and  two  inches  long  and 
an  inch  wide.  The  blister  or  burn  caused  Miss 
Vonault  great  pain.  It  filled  with  pus  and  gave 
out  a disagreeable  odor.  In  healing  it  left  an  un- 
sightly scar.  The  injury  burned  and  annoyed 
her  so  that  she  could  not  sleep. 

Mis  Vonault  brought  an  action  in  the  Third 
Judicial  District  Court  of  Deer  Lodge  County, 
Montana,  against  Dr.  O’Rourke  to  recover  dam- 
ages for  injury  resulting  from  alleged  malprac- 
tice. During  the  course  of  the  trial  Miss  Von- 
ault’s  counsel,  while  cross-examining  Dr. 
O’Rourke,  asked  the  following  question:  “And 
that  you  also  stated  that  she  (Miss  Vonault)  had 
a burn  and  had  a scar  and  that  you  carried  in- 
surance to  protect  you  against  that  kind  of  a 
proposition  and  you  thought  she  should  be  com- 
pensated for  it?”  Counsel  for  Dr.  O’Rourke  made 
the  following  objection:  “We  object  to  this  as 
improper  cross-examination  and  we  assign  the 
same  as  misconduct  on  the  part  of  counsel  and 
prejudicial  to  the  rights  of  the  defendant.”  The 
court  sustained  the  objection  and  ordered  the 
question  stricken.  A jury  returned  a verdict  for 
Miss  Vonault  in  the  sum  of  $2,200  and  the  court 
entered  judgment  accordingly.  Dr.  O’Rourke 
appealed,  vigorously  contending  that  error  was 
committed  by  the  injection  of  the  subject  of  in- 
surance into  the  case. 

This  contention  was  upheld  by  the  Supreme 
Court  of  Montana,  which  reversed  the  decision 
of  the  court  below.  The  Supreme  Court  de- 
clared: “ ...  in  actions  for  personal  injuries  or 
death  the  fact  that  the  defendant  is  protected 
by  indemnity  insurance  against  liability  for  dam- 
ages cannot,  directly  or  indirectly,  be  injected 
into  the  case  by  evidence,  argument  or  remarks, 
so  as  to  influence  the  jury,  and  the  violation 
thereof  is  ordinarily  held  to  be  reversible  error.” 


THE  HEALTH  OF 
PIMA  COUNTY 


The  Health  Officer  of  Pima  County,  Dr. 
Esther  M.  Closson,  has  recently  released  her  An- 
nual Report  for  1959  for  circulation  to  the  pub- 


lic. It  is  apparent  that  the  financial  resources  of 
the  Department  have  expanded  considerably 
during  the  five-year  period  between  1954  and 
1959.  The  budget  for  1954-55  was  $138,911.00, 
while  that  of  the  fiscal  year  1958-59  was  $240,- 
274.00.  In  these  five  years  the  physical  space 
allotted  to  the  Health  Department  had  almost 
doubled. 

As  is  well  known,  the  processing  of  vital  sta- 
tistics is  a most  important  function  of  any 
Health  Department.  The  population  growth  of 
the  Tucson  area  is  pointed  up  by  the  fact  that 
in  1920  only  687  births  were  reported,  while  in 
1959  the  number  of  births  were  counted  as  6,597. 
For  the  same  years,  the  deaths  were  recorded 
respectively  as  806  and  2,025. 

The  most  sensitive  index  of  the  sanitary  state 
of  a community  is  generally  regarded  as  the  level 
of  infant  mortality.  Some  30  years  ago  at  the 
time  when  the  Pima  County  Health  Department 
was  first  organized,  this  rate  of  deaths  among 
infants  less  than  one  year  of  age  was  ciuite  high. 
Figures  for  the  whole  county  are  not  available, 
but  for  Tucson  and  vicinity  in  1930  the  infant 
mortality  rate  was  138,  i.e.,  138  deaths  per  1000 
live  births  during  that  year.  The  current  level 
is  28.  This  figure  is  only  slightly  above  the  av- 
erage figure  for  the  United  States  as  a whole. 
It  is  felt  that  the  well  baby  clinics  and  the  home 
visits  of  public  health  nurses  have  contributed 
much  to  hasten  this  marked  decline  in  infant 
mortality. 

During  1959  completely  new  and  modern 
x-ray  equipment  was  installed  at  the  Health 
Department.  The  taking  and  reading  of  chest 
x-rays  is  an  important  activity  of  the  staff,  as  in- 
dicated by  the  number  of  examinations  — 16,125 
during  1959.  The  purpose  of  these  tests  is  to 
check  the  health  of  food  handlers,  school  teach- 
ers, baby  sitters,  barbers,  contacts  of  tuberculo- 
sis cases  and  many  others. 

As  tuberculosis  is  still  the  main  communicable 
disease  prevalent  in  Arizona,  a considerable 
proportion  of  the  Department’s  activities  was 
devoted  to  that  problem.  Aided  by  the  provi- 
sions of  the  1955  Tuberculosis  Control  Act  and 
by  grants  from  the  St.  Lukes-in-the-Desert  Board 
of  Lady  Visitors  and  from  the  Pima  County  Tu- 
berculosis and  Health  Association,  a strong  ef- 
fort was  made  to  bring  the  register  of  tubercu- 
losis cases  up  to  date  and  to  intensify  efforts  to 
bring  all  cases  of  tuberculosis  under  supervision. 
Dr.  William  Ure  was  appointed  as  tuberculosis 
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consultant  to  the  Department  and  has  done  most 
useful  service  in  strengthening  the  tuberculosis 
control  program. 

In  the  poliomyelitis  immunization  program, 
the  number  of  inoculations  regretably  declined 
over  those  of  previous  years.  However,  a total 
of  14,452  injections  of  vaccine  were  administered 
under  auspices  of  the  Department  during  1959. 

Two  groups  of  employees  rendered  especially 
valuable  service  as  is  fully  set  forth  in  the  re- 
port. 1)  The  public  health  nurses,  who  in  addi- 
tion to  staffing  the  pre-natal,  well  baby  and 
other  special  clinics,  carry  out  8-9,000  home  vis- 
its over  the  period  of  the  year.  2)  The  sanitari- 
ans, who  are  responsible  for  supervising  the  pur- 
ity of  the  water,  milk  and  food  supplies  of  the 
community,  as  well  as  for  many  other  matters 
of  sanitary  importance. 

Space  does  not  permit  discussion  of  the  many 
additional  services  that  are  carried  out  by  the 
Pima  County  Health  Department,  but  perhaps 
attention  should  be  called  to  the  responsibility 
of  the  Department  for  school  health  work  in  the 
county  and  parochial  schools.  This  includes  im- 
munizations and  examination  for  physical  de- 
fects. 


BOOK  REVIEWS 


YOUR  CHILD'S  CARE, 
1001  QUESTIONS  AND  ANSWERS* 

This  mother’s  guide  to  happy  and  healthy  ba- 
bies, written  by  two  experienced  practicing  and 
teaching  pediatricians,  is  well  written,  concise, 
and  in  addition  to  the  usual  subjects  found  in  a 
manual  for  mothers  of  newborn  babies  and  old- 
er children,  encompasses  a spectrum  of  subjects 
of  pediatric  interest  not  usually  found  in  such  a 
“home  medical  text.” 

The  over  1001  questions  and  answers  included 
deal  with  such  basic  topics  as  the  Rh  factor,  the 
newborn  baby  formula,  breast  feeding,  allergies, 
heart  disease,  contagious  diseases,  behavior 
problems.  Also  discussed  are  new  advances  and 
discoveries  in  pediatrics  — new  drugs  for  better 


treatment  of  many  childhood  diseases,  and  new 
methods  and  techniques  in  the  care  and  treat- 
ment of  congenital  heart  disease,  tuberculosis 
and  other  diseases.  Of  particular  interest  to  the 
practicing  pediatrician  and  the  general  practi- 
tioner who  sees  a number  of  children  in  his 
practice  will  be  the  manner  in  which  the  ques- 
tions on  sex  education,  the  handicapped  child, 
speech  disorders,  the  deaf  child,  toys  and  books, 
baby  sitters,  and  even  discussions  of  movies, 
radio,  comic  books  and  TV,  and  the  problem  of 
nursery  school  and  camp  are  handled. 

These  are  problems  that  confront  every  prac- 
titioner who  has  to  do  with  children  and  their 
parents.  They  are  well  discussed,  but  not  bela- 
bored, in  this  concisely  written  book.  The  book 
is  written  in  plain  language  that  the  mother  of 
average  education  can  understand  without  dif- 
ficulty, but  the  subjects  are  not  gone  into  the 
point  where  unnecessary  doubts  and  alarms  are 
raised.  It  is  consistently  written  in  a fashion 
that  would  acquaint  the  mother  or  parent  of  the 
child  with  the  general  nature  of  the  disorder 
but  would  encourage  the  mother  to  seek  medi- 
cal help  for  definitive  treatment.  The  book 
should  be  well  accepted  by  the  average  mother 
and  could  equally  well  serve  as  a reference  in 
the  doctor’s  library. 

Doubleday  & Company 


RUDOLPH  MATAS* 


The  legendary  career  of  Dr.  Matas  along  w ith 
his  extraordinary  contributions  are  covered  al 
great  length  in  this  volume.  It  is  only  a shame 
that  this  biography  never  permits  us  to  under- 
stand and  see  Dr.  Matas  as  the  extraordinarx 
man  he  was.  For  the  continued  light  ot  the  halo 
makes  it  difficult  to  sec  and  uuderstaud  him  as 
only  a mortal. 

Doublcday  & Ca)mpau\-.  $5.95 


“Harry  R.  Litchfield,  M.D.  and  Leon  H.  Deinho,  M.D. 


“Isidore  (a)hii.  M.O..  with  Ilerniaiin  11.  neutsch. 
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Science  and  Politics: 

AMA  Attacked  for  Use  of 

Disputed  Survey  in  “Medicare”  Lobbying* 


The  American  Medical  Association,  which 
found  itself  deeply  involved  in  the  Congression- 
al fight  over  medical  aid  to  the  aged,  last  week 
was  under  attack  for  its  nes  of  a survey  of  the 
aged  presented  before  the  fifth  congress  of  the 
International  Institute  of  Gerontologists  held  at 
San  Francisco  in  mid- August. 

A widely  distributed  AMA  press  release  said 
the  suiA'ey  “emphatically  proves  that  the  great 
majority  of  Americans  over  65  are  capably  fi- 
nancing their  own  health  care  and  prefer  to  do 
it  on  their  own,  without  government  interven- 
tion.” The  release  said  that  “90  per  cent  (of  the 
sample ) could  think  of  no  personal  medical 
needs  that  were  not  being  taken  care  of,”  and 
that  only  “a  relatively  small  percentage  of  those 
who  said  they  did  have  medical  needs  attributed 
the  failure  to  meet  these  needs  to  lack  of  mon- 
ey.” The  release  credited  James  W.  Wiggins  and 
Helmut  Schoeck  of  Emory  University  as  director 
and  associate  director  of  the  study  and  listed  16 

“The  above  article  is  reprinted  from  Science  by  permission 
(Science  132:604-605,  Sept.  2,  1960). 


university  sociologists  from  schools  throughout 
the  country  as  participating  in  the  study. 

The  AMA  endorsement  and  interpretation  of 
the  survey  were  picked  up  by  newspapers  across 
the  country.  Some  papers  used  it  as  the  basis  for 
editorials  opposing  any  large-scale  federal  plan 
for  aid  to  the  aged. 

Comments  on  the  Survey 

Last  week  Senators  Eugene  McCarthy  (D- 
Minn. ) and  Pat  McNamara  ( D-Mich. ) began 
inserting  in  the  Congressional  Record  comments 
on  the  survey  from  the  “participating”  sociolo- 
gists and  from  officials  of  the  congress  on  geron- 
tology. Here  are  some  excerpts:  From  Noel  Gist 
of  the  University  of  Missouri:  “I  participated  in 
a study  of  aging  to  the  extent  of  supervising  the 
interviewing  of  a sample  of  rural  residents  in 
Missouri.  . . . The  news  release,  by  the  use  of 
my  name  . . . leaves  the  impression  that  I en- 
dorse the  conclusions  presented.  ...  I do  nothing 
of  the  sort.  ...  It  was  quite  obvious  to  me  that 
the  questionnaire  sent  to  us  was  a very  poor 
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one,  and  seemed  to  be  devised  by  amateurs  in 
research.  But  since  we  agreed  to  do  the  inter- 
viewing for  the  project  we  completed  the  as- 
signment.” 

From  Clark  Tibbits,  chairman  of  the  Execu- 
tive Committee  for  the  Americas,  International 
Association  of  Cerontology:  “I  was  in  the  audi- 
ence when  Professor  Wiggins  made  his  presen- 
tation. I was  astonished  at  the  data  and  conclu- 
sions reported.  The  basic  figures  on  income,  as- 
sets, and  health  status  differ  by  as  much  as  100 
per  cent  from  those  reported  by  other  studies 
during  the  past  decade  and  from  figures  avail- 
able through  such  standard  sources  as  the  Bu- 
reau of  the  Census,  the  Current  Population  Sur- 
vey, and  the  National  Health  Survey.” 

From  Wayne  Thompson,  of  Cornell,  a discus- 
sant of  the  paper:  “I  did  not  see  a copy  of  the  fi- 
nal paper  until  the  day  before  it  was  read.  . . . 
I must  report  that  I was  appalled  to  read  the 
paper,  which  I found  to  be  of  such  poor  quality 
of  scientific  research  technique  and  writing.  In- 
deed, I regretted  at  that  point  that  I had  been 
so  naive  as  to  have  accepted  the  paper  without 
having  seen  it  in  advance,  especially  since  it 
would  be  presented  before  an  audience  of  in- 
ternationally known  scientists  who  might  think 
of  this  as  representing  American  sociology.  . . . 
When  the  paper  was  actually  presented,  there 
was  an  immediate  reaction  on  the  part  of  the 
audience,  attacking  its  unscientific  character, 
and  the  ease  with  which  Wiggins  and  Schoeck 
jumped  to  untenable  conclusions.  The  survey 
was  badly  designed,  poorly  conceived  and  com- 
pletely misleading.  Not  a single  scientist  present 
at  the  meeting  rose  to  support  either  Mr.  Wig- 
gins or  his  paper.” 

The  critics  suggested  that  the  questionnaire 
had  been  drawn  in  a way  that  encouraged  re- 
sponses that  would  fit  the  preconceptions  of  the 
planners,  a complaint  that  seemed  to  apply  to 
at  least  the  one  question  quoted  in  the  news  re- 
lease. The  multiple  choice  question  was  appar- 
ently intended  to  discover  what  the  aged  thought 
should  be  done  to  make  medical  coverage  more 
easily  available  to  them,  but  it  did  not  list  as 
an  alternative  the  widely  debated  plan  to  add 
medical  coverage  to  Social  Security.  “This  (re- 
sponse),” said  the  official  AMA  interpretation, 
“demonstrates  that  the  vast  majority  of  our  old- 
er citizens  favor  voluntary  programs  and  that 
only  10  per  cent  or  so  support  compulsory  plans. 


Defeme  of  the  Survey 

The  AMA  release  noted  that  the  survey  was 
“based  on  extended  interviews  with  1500  non- 
institutional  persons  65  years  of  age  and  over 
. . . by  trained  interviewers  under  the  supervi- 
sion of  professional  sociologists  representing 
more  than  a dozen  well-known  American  uni- 
versities and  colleges.”  The  survey  critics  said 
that  in  addition  to  aged  persons  in  hospitals, 
homes  for  the  aged,  and  other  institutions,  the 
survey  left  out  all  non-whites  and  all  people  on 
old  age  assistance.  One  of  the  participating  so- 
ciologists said  she  had  been  instructed  to  inter- 
view no  one  living  in  an  apartment,  thus  elimi- 
nating tenement  dwellers  from  at  least  this  part 
of  the  sample.  In  general,  the  critics  suggested 
the  sample  had  been  biased  against  those  who 
were  most  likely  to  be  having  difficulty  meeting 
medical  expenses. 

In  defense  of  the  paper  an  AMA  spokesman 
emphasized  that  the  survey  was  designed  by 
Wiggins  as  a study  of  the  “normal”  segment  of 
the  aged  population.  Wiggins  made  this  point 
in  the  course  of  the  paper.  But  neither  the  title 
of  the  paper  (“A  Profile  of  the  Aging:  USA”) 
nor  the  AMA  press  release  made  clear  that  the 
survey  was  less  than  a study  of  the  aging  popu- 
lation as  a whole.  There  was  no  mention  of  the 
“normal”  idea  in  the  press  release,  and  no  pre- 
cise definition  of  what  Wiggins  regarded  as 
“normal”  in  the  paper  itself. 

The  survey  was  financed  by  a $20,000  grant 
from  the  Foundation  for  Voluntary  Welfare. 
The  foundation  is  a subsidiary  of  the  William 
Volker  Fund,  which  an  AMA  spokesman  de- 
scribed as  having  a “conservative  outlook.”  W ig- 
gins  is  an  unpaid  consultant  to  the  AMA’s  med- 
ical economics  department. 


THE  CRUEL  DECEPTION 
OF  CIVILIAN  DEFENSE* 

BOBEHT  B.  MEYNEH 


One  of  the  (picstions  frc(pieutly  put  to  me 
has  to  do  with  steps  1 ought  to  take  now  in  our 
state  to  protect  our  people  in  ('\  ent  ol  war.  I am 
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asked,  for  example,  whether  I will  go  before  the 
state  legislature  with  a plan  to  build  a vast  sys- 
tem of  underground  shelters,  or  recommend  that 
individuals  start  digging  deep  cellars  of  their 
own. 

If  we  were  living  in  1939  or  even  in  1914,  my 
answer  would  be  easy.  I would  start  all  the  ma- 
chinery turning  in  New  Jersey  as  fast  as  I could 
to  guard  against  attack  from  the  air.  I would 
most  certainly  recommend  underground  shelters. 

But  were  are  not  living  in  1914  or  1939.  This 
is  1960,  the  age  of  nuclear  weapons  and  radio- 
active contamination.  And  the  more  you  study 
the  nature  of  these  new  weapons,  the  more  you 
realize  that  going  underground  is  no  answer. 
Suppose  we  take  my  own  city  of  Newark,  for 
example.  It  is  a fair-sized  American  city,  one 
large  enough  and  important  enough  to  invite 
enemy  attack. 

Now,  if  I could  be  sure  that  an  enemy  would 
plan  to  drop  a bomb  of  the  size  that  was  explo- 
ded over  Hiroshima,  I would  recommend  build- 
ing an  effective  system  of  underground  shelters. 
But  the  Hiroshima  bomb  was  a kiloton  bomb. 
That  is,  it  had  a destructive  force  measured  in 
terms  of  thousands  of  tons  of  TNT.  The  bombs 
that  will  be  used  against  cities  in  the  next  war 
will  not  be  kiloton  bombs  but  megaton  bombs. 
They  will  contain  the  equivalent  of  millions  of 
tons  of  TNT. 

It  would  be  unrealistic  to  assume  that  these 
bombs  will  not  be  used  in  the  event  of  war. 

The  basic  purpose  in  modern  warfare  is  to  kill 
an  entire  city.  Today,  one  20-megaton  bomb 
contains  more  destructive  power  than  all  the 
bombs  that  were  exploded  in  World  War  II. 

If  a city  like  San  Francisco  or  Newark  were 
to  be  hit  by  a few  megaton  nuclear  bombs,  ev- 
erything in  the  civilian  defense  handbook  would 
go  out  the  window. 

The  area  of  total  or  near-total  destruction 
from  each  megaton  blast  would  be  upward  of 
20  square  miles.  Most  of  the  underground  shel- 
ters in  the  area  would  be  sealed  in  under  a 
mountain  of  radioactive  rubble.  But  equally 
devastating  would  be  the  fire,  spreading  out 
from  the  center  with  jet  plane  speed  in  all  di- 
rections. 

Meanwhile,  a canopy  of  radioactivity  from 
these  high  fission-fusion  blasts  would  contami- 
nate an  area  covering  hundreds  of  square  miles. 
The  problem  would  be  intensified  because  the 


dirt  and  the  rubble  would  carry  the  kind  of  ra- 
dioactivity that  would  retain  its  killing  power 
not  for  hours  but  for  months,  and,  in  some  cases, 
for  years. 

Now,  let  us  suppose  that  people  could  come 
up  out  of  the  shelters.  What  kind  of  world  would 
they  come  up  to?  What  would  they  use  for  air? 
What  would  they  use  for  food?  What  would 
they  use  for  hospitals?  What  would  they  use  for 
streets?  What  would  they  use  for  people? 

Remember  this:  any  enemy  bent  on  killing  a 
city  is  not  going  to  allow  a puny  instrument  like 
an  underground  shelter  to  slow  him  up.  All  he 
has  to  do  is  pick  out  of  his  nuclear  rack  a few 
bombs  with  a high  megaton  rating  and  dispatch 
three  or  four  of  them  — or  maybe  even  10  or  20 
for  the  extra  large  cities. 

That  is  why  I say  we  are  fostering  a cruel  de- 
ception on  the  American  people  if  we  try  to 
persude  them  that  they  can  have  civilian  defense 
through  underground  shelters  in  the  next  war. 

I defy  anyone  to  demonstrate  that  he  can  pro- 
vide genuine  or  even  reasonable  protection 
through  such  shelters.  And  the  reason  he  can’t 
is  that  he  doesn’t  know  whether  he  is  going  to 
be  hit  with  one  bomb  or  five  or  six  or  16  — or 
even  whether  it  will  be  kilotons  or  megatons. 

I believe  I can  best  serve  the  people  of  my 
state  by  making  clear  to  them  that  there  is  one 
and  only  one  defense  against  a nuclear  war  — 
and  that  is  peace.  Either  we  create  a situation 
of  safety,  security,  and  sanity  for  the  human  race 
in  this  world,  or  we  destroy  the  precarious  con- 
ditions that  make  life  on  this  planet  possible. 

Instead  of  spending  the  $150  billion  or  $200 
billion  that  would  be  required  for  a national  net- 
work of  underground  shelters,  let  us  put  just  a 
fraction  of  that  money  and  work  into  a massive 
effort  to  make  our  world  safe  for  human  habita- 
tion — while  there  is  yet  time. 

We  ought  now  to  be  talking  about  building 
200  million  pre-fabricated  homes  for  the  home- 
less people  of  Asia  and  Africa  — instead  of  be- 
musing ourselves  with  the  cruel  nonsense  about 
underground  shelters. 

We  ought  to  be  forging  links  with  other  peo- 
ples instead  of  forging  iron  doors  to  deep  cel- 
lars. Our  ties  to  other  peoples  — the  good  will 
we  can  earn,  the  support  we  can  justify  for 
world  leadership  — these  will  contribute  far 
more  to  our  safety  and  peace  of  mind  than  the 
holes  we  can  jump  into  when  it  is  too  late. 

If  we  are  serious  when  we  say  we  want  peace. 
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ilien  there  is  only  one  way  to  get  it.  And  that  is 
by  creating  in  the  world  an  organization  strong 
enough  to  prevent  aggression,  strong  enough  to 
carry  out  effective  arms  control,  strong  enough 
to  deal  with  basic  threats  to  the  peace,  strong 
enough  to  eliminate  some  of  the  tensions,  strong 
enough  to  punish  individual  violators  — strong 
enough,  in  short,  to  create  a rule  of  law  in  the 
world  instead  of  the  rule  of  force. 

The  President  has  said  he  believes  in  world 
law.  But  I have  not  heard  anyone  in  the  Admin- 
istration propose  the  specific  strengthening 
measures  necesary  to  give  the  United  Nations 
the  effective  power  that  world  law  requires.  I 
have  not  heard  anyone  in  the  Administration 
propose  the  kind  of  revision  conference  that  has 
as  its  aim  the  transformation  of  the  United  Na- 
tions into  an  authority  that  could  create  a situ- 
ation of  safety  and  sanity  for  the  world’s  peoples. 

From  time  to  time,  I hear  it  said  that  there 
are  no  major  issues  in  1960.  What  do  people 
mean  when  they  say  there  are  no  major  issues? 
We  have  the  biggest  issue  in  the  world  to  think 
about.  That  issue  is  peace.  It  can  only  be  peace 

— real  peace,  that  is. 

By  real  peace,  I mean  not  just  a brief  siesta 
between  crisis  and  calamity.  I mean  a peace 
that  sticks  and  a peace  that  works.  Such  a peace 
requires  more  than  special  deals,  over  or  under 
the  table.  It  is  the  kind  of  peace  that  must  make 
sense  to  the  human  spirit  and  the  human  intelli- 
gence. 

One  of  the  main  weaknesses  in  the  present 
approach  to  peace  is  that  both  the  Americans 
and  the  Russians  are  giving  the  world  the  im- 
pression that  war  or  peace  is  their  own  private 
business,  and  that  our  own  interests  are  the  only 
ones  that  count.  The  majority  of  the  humans  on 
this  planet  happen  not  to  live  in  either  the  Unit- 
ed States  or  the  Soviet  Union.  What  we  do  con- 
cerns them.  Yet  we  debate  issues  as  though  no 
one  else  in  the  world  existed. 

The  cause  of  human  life  on  earth  has  never 
been  more  precarious  or  fragile  than  it  is  at  this 
moment.  Within  a year  — two  years  at  the  latest 

— the  existence  of  man  will  be  staked  on  a board 
of  pushbuttons.  The  means  are  now  at  hand  for 
eliminating  life  several  times  over.  Soon  these 
means  will  be  fitted  into  the  special  delivery 
systems.  The  United  States  and  the  Soviet  Union 
will  be  some  13  minutes  apart  on  the  route  of 
the  ICBMs. 


Only  the  other  day,  we  heard  prominent  mili- 
tary men  argue  that  the  security  of  the  United 
States  depended  on  having  constantly  in  the  air 
several  hundred  jet  bombers  fully  loaded  with 
nuclear  bombs.  What  is  the  step  beyond  that? 
It  takes  no  particular  feat  of  the  imagination  to 
recognize  that  the  next  argument  will  be  to  drop 
the  bombs  on  the  other  fellow  before  he  drops 
them  on  us. 

If  we  really  want  security  in  today’s  world, 
there  is  only  one  way  to  get  it.  And  that  is  to 
make  sure  that  no  one  has  the  means  of  annihi- 
lating anyone  else.  This  brings  us  to  the  question 
of  arms  control.  I contend  that  our  safety  today 
depends  on  the  workable  control  of  force  rather 
than  the  pursuit  of  force.  But  is  workable  con- 
trol possible? 

There  is  only  one  way  to  find  out.  That  is  by 
declaring  it  to  be  the  fundamental  objective  of 
our  foreign  policy  — and  not  only  to  say  it  but 
mean  it.  President  Eisenhower  has  said  it,  but 
does  his  own  Administration  believe  it  or  mean 
it?  Does  the  Atomic  Energy  Commissioin  be- 
lieve it? 

It  is  going  to  be  difficult  enough  to  get  the 
Russians  to  agree  on  arms  control  with  inspec- 
tion and  enforcement,  but  if  our  own  govern- 
ment is  ambling  all  over  the  place  on  the  issue, 
what  hope  is  there? 

Premier  Khrushchev  has  finally  said  that  the 
Soviet  Union  would  be  willing  to  accept  inspec- 
tion and  enforcement  as  part  of  a comprehen- 
sive plan  for  arms  control.  But  he  hasn’t  said 
what  he  means  by  this;  he  hasn’t  said  what  he 
means  by  inspection;  he  hasn’t  said  what  he 
means  by  enforcement. 

The  reason  Khrushchev  wants  peace  is  clear. 
He  doesn’t  think  suicide  in  a nuclear  war  is  the 
proper  vehicle  for  advancing  the  cause  of  Com- 
munism. I think  it  is  equally  true  that  democ- 
racy canot  flourish  through  suicide. 

But  if  there  is  not  to  be  mutual  suicide,  we 
have  to  figure  out  a structure  for  peace  that 
really  works.  Khrushchev  says  he  is  serious  about 
agreeing  to  arms  control  with  inspection.  Let’s 
find  out  whether  he  really  means  business. 

Let’s  test  the  Russians  instead  of  testing  the 
bombs.  Now  that  the  door  has  been  parlialK 
opened  we  ought  to  be  pressing  against  it  with 
all  the  weight  we  can  command.  \\’c  ought  to 
keep  after  Khru.shchev  and  not  let  up  until  the 
world  has  had  the  fullest  possible  airing  of  just 
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what  he  means  by  inspection  and  enforcement, 
and  just  what  it  is  that  we  propose.  In  short,  it 
is  our  turn  to  speak. 

The  question  of  control,  quite  literally,  is  a 
matter  of  life  or  death  for  our  nation.  This  is 
the  direction  we  have  to  take  if  our  foreign  pol- 
icy is  to  work.  This  must  be  our  thrust  if  we  are 
to  serve  the  cause  of  a just  peace  without  free- 
dom. 

Yet  this  is  precisely  the  time  that  the  Admin- 
istration chooses  to  talk  about  spreading  nuclear 
weapons  around  to  other  nations.  There  is  no 
point  in  negotiating  over  disarmament  once  the 
nuclear  stockpiles  become  general. 

When  we  created  these  cataclysmic  weapons, 
we  justified  our  policy  by  saying  we  were  in  a 
position  to  control  them.  What  do  we  say  now? 

The  President  says  that  we  will  give  them 
only  to  our  friends.  But  the  long  history  of  na- 
tions shows  that  friends  change.  And  even  the 
best  of  friends  sometimes  disagree.  How  will  it 
advance  the  cause  of  American  security  to  in- 
crease the  number  of  fuse  points  for  a world 
nuclear  explosion? 

Here  again  some  say  there  are  no  real  issues. 
Of  course  there  is  a real  issue.  The  issue  is 
whether  we  understand  what  our  age  is  all 
about,  whether  we  have  a view  of  man  and  hu- 
man destiny,  whether  we  can  use  human  intel- 
ligence and  the  human  spirit  in  the  cause  of  a 
world  made  safe  for  people. 

In  short,  the  issue  is  whether  we  are  equal 
to  the  needs  of  our  civilization,  and  whether  we 
can  stand  before  the  human  community  with  the 
ideas  that  are  literally  large  enough  to  embrace 
the  world.  If  either  party  fails  to  make  sense  on 
this  issue,  it  makes  no  sense  on  any  issues. 

There  are  two  kinds  of  preparedness.  One  is 
the  kind  represented  by  the  big  bombs.  If  we 
are  ever  in  a showdown  on  that  level,  God  help 
us. 

But  there  is  also  another  kind  of  showdown 
looming  ahead  in  the  world  — and  it  requires 
another  kind  of  preparedness.  This  is  the  non- 
military showdown.  It  will  be  determined  by 
the  side  that  has  the  most  to  say  about  human 
freedom  and  the  making  of  a better  and  safer 
tomorrow  for  all  peoples,  and  by  the  side  that 
can  earn  and  keep  the  respect  and  support  of 
the  overwhelming  majority  of  the  world’s  peo- 
ples. 


CIGARETTE  SMOKING  AND 
CARDIOVASCULAR  DISEASES* 


In  1956,  the  American  Heart  Association  is- 
sued a statement  on  smoking  and  cardiovascular 
diseases.  Among  other  things,  this  statement  in- 
dicated that  the  available  evidence  at  that  time 
was  not  sufficient  to  justify  conclusions  concern- 
ing a cause  and  effect  relationship  between  cig- 
arette smoking  and  increased  death  rates  from 
coronary  heart  disease.  Since  then,  sufficient  ad- 
ditional knowledge  has  been  accumulated  to 
warrant  a new  report  on  cigarette  smoking  and 
its  possible  relationship  to  cardiovascular  dis- 
eases. 

Up  to  the  present,  a number  of  medical  stud- 
ies have  been  made,  nearly  all  demonstrating  a 
statistical  association  between  heavy  cigarette 
smoking  and  mortality  or  morbidity  from  coro- 
nary heart  disease.  In  these  studies,  death  rates 
from  coronary  heart  disease  in  middle-aged  men 
were  found  to  be  from  50  to  150  per  cent  higher 
among  heavy  cigarette  smokers  than  among 
those  who  do  not  smoke.  This  statistical  associa- 
tion does  not  prove  that  heavy  cigarette  smoking 
causes  coronary  heart  disease,  but  the  data 
strongly  suggest  that  heavy  cigarette  smoking 
may  contribute  to  or  accelerate  the  development 
of  coronary  heart  disease  or  its  complications. 

“From  CIRCULATION,  Volume  XXII,  July  1960. 

MMIM— — 

A Symbol 
to  Support . , . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 


“Reprinted  from  “THE  PROGRESSIVE”  (June  1960)  by  per- 
mission of  the  Editor  and  of  the  Author,  Governor  of  New  Jersey. 


Vol.  17,  No.  11 


Arizona  Medicine 


41A 


turc  <^yPlecllcctl  <^y\^ectings 


an 


ci  ostgfraditatc  ^^^ducation 


Arizona  Chapter  of  the 
American  College  of  Surgeons 


You  are  invited  to  attend  the  Fall  Clinical 
Congress  of  the  Arizona  Chapter  of  the  Ameri- 
can College  of  Surgeons,  to  be  held  at  the  new 
Tidelands  Motel,  Tucson,  on  November  17,  18, 
and  19, 1960. 

Again  this  year  the  Congress  will  be  open 
to  all  doctors  of  medicine  interested  in  surgery. 
The  following  program  has  been  arranged  for 
your  professional  stimulation  and  personal  en- 
joyment. 

Warren  H.  Cole,  M.D.,  FACS,  Professor  and 
Head,  Department  of  Surgery,  University  of 
Illinois,  College  of  Medicine,  Chicago  — 
“CANCER  CHEMOTHERAPY,”  “STRIC- 
TURES OE  THE  COMMON  DUCT.” 

Ceorge  C.  Morris,  Jr.,  M.D.,  FACS,  Assistant 
Professor  of  Surgery,  Baylor  University  College 
of  Medicine  - “SURCICAL  TREATMENT 
FOR  ARTERIOSCLEROTIC  DISEASE,”  “SUR- 
GICAL TREATMENT  FOR  RENAL  HYPER- 
TENSION.” 


J.  George  Moore,  M.D.,  Associate  Professor, 
Obstetrics  & Gynecology,  University  of  Cali- 
fornia, College  of  Medicine,  Los  Angeles  — 
“ENDOMETRIOSIS,”  “HYSTERECTOMY,  AB- 
DOMINAL VS.  VAGINAL.” 

J.  Earle  Estes,  M.D.,  Internal  Medicine,  Phoe- 
nix, Arizona  - “ATHEROSCLEROTIC  ANE- 
URYSAIS  AND  OCCLUSIONS;  SELECTION 
FOR  ARTERIAL  SURGERY.” 

Harold  E.  Crowe,  Orthopedic  Surgery,  Los 
Angeles,  California  - “THE  DIAGNOSIS  OF 
PERSONAL  INJURIES.” 

John  W.  Brown,  M.D.,  Public  Health  Medical 
Officer,  Epidemiology  Section,  (>aliforuia  State 
Board  of  Health,  Berkeley,  Californiii  — “THE 
STAPH  PROBLEM  - A SURCICAL  HESbON- 
SIBILITY.” 

Daniel  T.  Cloud,  M.D.,  Pediatric  Surgt'iA, 
Phoenix,  Arizona  - “SIMULATED  SUIKRC.XL 
BOWEL  OBSTRUCTION  IN  CHILDHEN." 
Lt.  Thomas  Mildebraudt,  Arizona  Highway 
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Patrol,  “A  LAW  ENFORCEMENT  OFFICER 
LOOKS  AT  INTOXICATION  AS  AN  ACCI- 
DENT CAUSE.” 

Papers  and  clinical  discussions  will  be  held 
in  the  forenoon  on  Thursday,  Friday,  and  Satur- 
day. In  the  afternoon  you  may  choose  between 
cineclinics  and  golf.  You  will  be  the  guest  of 
the  Arizona  Chapter,  ACS,  at  cocktails  preceding 
the  dinner  Thursday  evening. 

For  the  banquet  Thursday  evening  we  are 
happy  to  announee  that  Senator  Rarry  Gold- 
water  will  be  the  speaker.  The  suggested  title 
for  his  presentation  is  “The  Election  — Its  Effect 
Upon  the  Patient  and  the  Doctor.” 

Mark  your  calendar  now  — ACS,  Tucson, 
Tidelands,  Nov.  17,  18,  and  19. 

Sincerely  yours, 
A.  G.  Wagner,  M.D. 

Program  Chairman,  Arizona  Chapter,  ACS 


INTERNATIONAL  COLLEGE 
OF  SURGEONS 
SOUTHERN  CALIFORNIA  CHAPTER 

The  Third  Western  Sectional  Meeting  spon- 
sored by  the  International  College  of  Surgeons 
will  be  held  in  Las  Vegas,  Nevada,  at  the  Rivi- 
era Hotel,  November  20,  21  and  22,  1960. 


INTERIM  SESSION 
AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 


Washington,  D.C.,  November  26-28,  1960 
The  American  College  of  Chest  Physicians 
will  hold  its  annual  Interim  Session  at  the  Shore- 
ham  Hotel  in  Washington,  D.C.,  this  November. 
The  scientific  sessions  will  be  held  on  Saturday 
and  Sunday,  November  26  and  27.  Monday,  No- 
vember 28,  will  be  reserved  for  administrative 
sessions.  Dr.  M.  Jay  Flipse,  Miami,  Florida, 
President  of  the  College,  will  preside. 

Dr.  Joseph  W.  Peabody,  Jr.,  Washington,  D.C., 
and  his  committee,  have  arranged  a seientific 
program  of  exceptional  interest  including  Sym- 
posia on  Congenital  Rronchopulmonary  Disor- 


ders, The  Role  of  Steroid  Therapy  in  Chest  Dis- 
eases, and  Current  Therapeutic  Issues. 

A highlight  of  the  program  will  be  the  Fire- 
side Conferences  on  Sunday  evening,  November 
27.  In  addition,  there  will  be  three  round  table 
luncheon  discussions  on  both  Saturday  and  on 
Sunday.  These  will  feature  prominent  speakers 
discussing  various  aspects  of  heart  and  lung 
diseases. 


AMA 

American  Medical  Association 
14th  Clinical  Meeting 
November  28-December  1,  1960 
Washington,  D.  C. 
Headquarters:  Sheraton-Park  Hotel 
Scientific  Activities:  National  Guard  Armory 


ARIZONA  HEART  ASSOCIATION 

Four  noted  heart  specialists  will  be  speakers 
at  the  Fourth  Annual  Cardiac  Symposium  to  be 
held  at  the  Arizona  Biltmore  Hotel  in  Phoenix 
next  January  27  and  28. 

Dr.  Leslie  B.  Smith,  Phoenix  physician,  and 
Chairman  of  the  Committee  on  arrangements 
listed  the  following  speakers  for  the  two  day 
sessions: 

( 1 ) Dr.  Paul  Dudley  White  of  Boston,  one 
of  the  best-known  authorities  on  heart  disease. 
A founder  of  the  American  Heart  Association. 

(2)  Dr.  E.  Grey  Dimond,  Director  of  the 
Institute  for  Cardio-Pulmonary  Diseases  at 
Scripps  Foundation  at  Lajolla,  California,  and 
President-elect  of  The  American  College  of 
Cardiology. 

(3)  Dr.  Robert  E.  Gross,  Surgeon-in-Chief  of 
the  Children’s  Hospital,  Boston,  and  Ladd  Pro- 
fessor of  Children’s  Surgery,  Harvard  Medical 
School.  Dr.  Gross  is  sometimes  mentioned  as 
the  first  surgeon  to  successfully  undertake  open 
heart  surgery  in  the  world.  Dr.  Gross  is  one  of 
the  pioneers  in  open  heart  surgery  and  first 
succeeded  in  tying  off  the  “ductus  arteriosus” 
in  1939. 

(4)  Dr.  W.  Proctor  Harvey,  author,  teacher, 
and  Director  of  the  Division  of  Cariology  at 
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Georgetown  University  Medical  Center  in  Wash- 
ington, D.  C. 

This  program  is  a part  of  the  professional 
education  program  for  the  Heart  Association 
and  all  physicians  are  urged  to  register  early  at 
the  Heart  Office,  which  is  2816  North  16th 
Street,  Phoenix,  or  1842  East  Broadway  in 
Tucson. 

Dr.  Smith  said  — “Last  year’s  program  at- 


tracted physicians  from  twenty-four  states  and 
we  expect  heavy  registration  this  year  because 
of  the  quality  of  our  speakers.” 

Other  members  of  the  Symposium  Commit- 
tee include:  Doctors,  Arthur  R.  Nelson,  Phoe- 
nix; Richard  O.  Flynn,  Tempe;  William  A. 
Butcher;  Andre  J.  Bruwer;  Robert  N.  Class, 
Tucson,  and  William  W.  Wood,  Executive  Di- 
rector of  the  Heart  Association  from  Tempe. 


Tentative  Program 

9TH  ANNUAL  CANCER  SEMINAR 

of  the  Arizona  Division 
American  Cancer  Society 


"Changing  Concepts  in  Tumor  Formation  and  Therapy" 

January  12,  13  & 14,  1961 
Tidelands  Motor  Inn  — Tucson 


9:00  A.M. 
9:15  A.M. 

9:45  A.M. 


10:30  A.M. 
10:45  A.M. 
11:15  A.M. 
12:00  Noon 
2:00  P.M. 


2:30  P.M. 


3:00  P.M. 


3:15  P.M. 


3:45  P.M. 


9:15  A.M. 

9:45  A.M. 
10:15  A.M. 
10:30  A.M. 


11:15  A.M. 
12:00  Noon 


Thursday,  January  12 

Greetings  — Dr.  Lindsay  E.  Beaton,  President,  The  Arizona  Medical  Association 

Some  Metabolic  Approaches  to  Cancer 

Chemotherapy  — Part  I — Arnold  D.  Welch,  Ph.D.,  M.D. 

Immunology  as  It  Relates  to  Cancer: 

Theoretical  Aspects  — Chester  M.  Southam,  M.D. 

Break 

The  Polyoma  Story  — Arthur  W.  Ham,  M.B. 

Diagnostic  and  Therapeutic  Studies  on  Cancer  of  the  Adrenal  — Roy  Hertz,  M.D. 
Luncheon  and  Round  Table 

The  Use  of  Limited  Surgery  and  Maintenance  Chemotherapy  for  the 
Management  of  Certain  “Inoperable”  Tumors  — Jeanne  C.  Bateman,  M.D. 
Laboratory  Studies  in  Cancer  Chemotherapy  with 
Fluorinated  Pyrimidines  — Charles  Heidelberger,  Ph.D. 

Break 

Correlation  of  the  Roentgenologic  and  Pathologic  Findings 

in  the  Various  Types  of  Primary  Bone  Tumors  — C.  Howard  Hatcher,  M.D. 

Questions  and  Answer  Session 

Friday,  January  13 

Assessment  of  Environmental  Agents  in  the  Patliogenesis 
of  Lung  Cancer  — Paul  Kotin,  M.D. 

Indirect  Mechanisms  in  Carcinogenesis  — Henry  S.  Kaplin,  M.D. 

Break 

Some  Metabolic  Approaches  to  Cancer 
Chemotherapy  — Part  II  — Arnold  D.  Welch,  Ph.D.,  M.D. 

Chemotherapy  of  Choriocarcinoma  and  Related 
Trophoblastic  Tumors  — Roy  Hertz,  M.D. 

Luncheon 
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1:30  P.M. 


2:00  P.M. 

2:30  P.M. 
2:45-4:00  P.M. 


9:15  A.M. 

9:45  A.M. 

10:15  A.M. 
10:30  A.M. 

11:00  A.M. 
11:30  A.M. 


The  Treatment  of  Bone  Sarcomas  in  Selected 

Patients  by  Regional  Resection  — C.  Howard  Hatcher,  M.D. 

The  Treatment  of  Advanced  Metastatic  Tumors  — Jeanne  C.  Bateman,  M.D. 
Break 

Panel  Care  of  the  Patient  with  Advanced  Malignant  Diseases 

Jeanne  C.  Bateman,  M.D.  Henry  S.  Kaplan,  M.D. 

C.  Howard  Hatcher,  M.D.  Harold  W.  Kohl,  M.D. 

Roy  Hertz,  Ph.D.,  M.D.  Charles  P.  Neumann,  M.D. 

Bishop  Francis  J.  Green 


Chester  M.  Southam,  M.D. 

Sloan-Kettering  Institute 
Research  Unit  of  Memorial  Center 
for  Cancer  and  Allied  Diseases 
New  York  Citij 

Saturday,  January  14 

Clinical  Pharmacology  Studies  with 
Fluorinated  Pyrimidines  — Charles  Heidelberger,  Ph.D. 
Immunology  as  It  Relates  to  Cancer:  Clinical  Applications  — 
Past-Attempts  and  Future  Possibilities  — Chester  M.  Southam,  M.D. 
Break 

Host  Factors  in  Relation  to  the  Action  of 
Environmental  Carcinogenic  Agents  — Paul  Kotin,  M.D. 

Chemical  Modification  of  Radiosensitivity  — Henry  S.  Kaplan,  M.D. 
Possible  Tumor  Viruses  in  Man  — Arthur  W.  Ham,  M.B. 
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IN  EMOTIONALLY  PROJECTED 
SMOOTH-MUSCLE  SPASM... 

Prompt,  Profound 
Protection  ...at  both 

ends  of  the  vagus 

PRO-BANTHiNE® 
with  DARTAE 

Professional  reliance  on  the  therapeutic  profi- 
ciency of  Pro-Banthlne  in  functional  gastro- 
intestinal disorders  has  made  it  the  most  widely 
prescribed  anticholinergic. 

The  consistent  relief  of  emotional  tensions 
afforded  by  Dartal  makes  this  well-tolerated 
tranquilizer  a rational  choice  to  support  the 
antispasmodic  action  of  Pro-BanthTne  in  emo- 
tionally influenced  smooth-muscle  spasm. 

These  two  reliable  agents  combined  as  Pro- 
BanthTne  with  Dartal  consistently  control  both 
disturbed  mood  and  disordered  motility  when 
emotional  disturbances  project  themselves 
through  the  vagus  to  provoke  such  gastrointes- 
tinal dysfunctions  as  gastritis,  pylorospasm, 
peptic  ulcer,  spastic  colon  or  biliary  dyskinesia. 

USUAL  ADULT  DOSAGE: 

One  tablet  three  times  a day. 

SUPPLIED  as  aqua-colored,  compression-coated  tab- 
lets containing  15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal  (brand  of 
thiopropazate  dihydrochloride). 


e. d.SEARLE  & CO. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  staphylococci 
resistant  to  other  antibiotics. 
Right  from  the  start, 
prescribing  it  gives  you  a 
high  degree  of  assurance 
of  obtaining  the  desired 
anti-infective  action  in  this 
as  in  a wide  variety  of 
bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 
Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  mg.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

*Trademark.  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Compan 
Kalamazoo,  MIchigai 
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IN  GOLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 

Neo-Synephrine  hydrochloride  relieves  the  hoggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 

©For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Vs%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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Use  of  SARDO  in  118  dermatological  patients  to  relieve 

dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 

results: 

CASES 

AFTER 

SARDO* 

Excellent 

Good  Poor 

49  Senile  skin 

32 

13  4 

26  Dry  Skin  in  younger 
patients  (diabetes,  etc.) 

14 

11  1 

20  Atopic  dermatitis 

8 

10  2 

13  Actinic  changes 

9 

4 

10  Ichthyosis 

3 

4 3 

Skin  Conditions 

Benefited 

No  Benefit 

20  Nummular  dermatitis 

19 

1 

10  Neurodermatitis 

10 

— 

SARDO  actsi’2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4, 8 and  16  oz. 

for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Sardeau,  Inc.  75  East  55th  Street,  New  York  22,  N.  Y. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

'^patent  pending 
T.M.  ©1960 


taken  at  bedtime 


OFTEN  WITH  JUST 
ONE  TABLET  DAILY 


for  metabolic  replacement. 

usual  dose:  One  tablet  at 
bedtime;  severe  cases  may  require 
another  tablet  on  arising. 

supply:  Bottles  of  25  and 
100  tablets.  Bonadoxin  also 
effectively  relieves  nausea  and 
vomiting  associated  with: 
anesthesia,  radiation  sickness, 
Meniere’s  syndrome,  labyrinthitis, 
and  motion  sickness.  Also  useful  in 
postoperative  nausea  and  vomiting. 

Bibliography  on  request. 

For  infant  colic,  try 
Bonadoxin  Drops.  Each  cc. 
contains:  Meclizine  8.33  mg./ 
Pyridoxine  16.67  mg. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  Co.,  Inc. 
Science  for  the  World's  Well-Being-<» 


and . . . when  your  OB  patient  needs  the  best 
in  prenatal  vitamin-mineral  supplementation . . 

OBRON® 


effective  antibiotic  than 

ERYTHROCIN 

Erythromycin,  Abbott 

How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  - 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 

And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  \cf , as  pi)tent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-int('stinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs",  100  and  200  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’tyoii  try  Erythrocin? 

®Filmtab  Film-sealed  tablets.  Abbott. 


ABBOTT 
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T RICHARD  CREtiORY,  M.D 
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ROBERT  C.  SHAPIRO. M.D 
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SOS1  North  34th  Street,  Phoenix,  Arizona 


FOR  THE 
AOINO... 


BALANCED  HORMONE  SUPPLEMENTATION 

A 

BROAD  NUTRITIONAL  REINFORCEMENT 

A 

MOOD  ELEVATION 


NEW 

COMPREHENSIVE  SUPPORT 


Geriatric  Vitamins-MInerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  6,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (62)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (64) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP04)  35  mg.  • Phosphorus  (as 
CaHPO^)  27  mg.  • Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  MnOj) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


UNSURPASSED  ^GENERAL-PURPOSE''  CORTICOSTEROID.. . 


OUTSTANDING  FOR  SPECIAL-PURPOSE"  THERAPY 
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t Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.^ 


One  outstanding  advantage  of  triam- 
cinolone is  that  it  rarely  produces 
edema  and  sodium  retention.^’ ^ 

The  clinical  importance  of  this  prop- 
erty cannot  be  overemphasized  in 
treating  certain  types  of  patients. 
McGavack  and  associates^  have 
reported  the  beneficial  results  with 
ARISTOCORT  in  patients  with  existing 
or  impending  cardiac  failure,  and  those 
with  obesity  associated  with  lymph- 
edema. Triamcinolone,  in  contrast  to 
most  other  steroids,  is  not  contraindi- 
cated in  the  presence  of  edema  or 
impending  cardiac  decompensation.^ 

Hollander^  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack, ^ in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.^ 


References : I.  Hollander,  J.  L.:  J.A.M.A.  172:306  (Jan.  23)  1960.  2.  McGavack, 
T.  H.:  Nebraska  M.J.U-.'&n  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.Y.T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  (Dec.) 
1958. 

Precautions : Collateral  hormonal  effects  generally  associated  ■with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  sup])lementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Supplied;  Scored  tablets— 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Penrl  River,  New  York 


now-for 
more  comprehensive 

control  of 


muscles,  whiplash  injury 
acute  and  chronic  lumbar  sjra 
and  traumatic  injury,  compre 
muscle (s)  • Extremities:  Route  hip 
How  to  shin  followed  by  muscle  sp^ 
lyiith  rocurrent  spasm,  PenegrinF4tiet^:^iseaSeV 


mditions,  painful  in  themselves,  often  give  rise  to  spasm  of  skeletal  muscles, 
the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
!^m  with  marked  success : Ri  clinical  studies  on  311  patients,  12  investigators^ 
ttisfactory  results  in  86.5%.  Each  Robaxisal  Tablet  contains: 

^^^mporient  — Robaxin*  — widely  recognized  for  its  prompt,  long-lasting  relief  of 
|pletal  muscle  spasm,  with  unusual  freedom  from  undesired  side  effects 400  mg. 

’■■  ji  '*  Methocarbamol  Robins.  U.S.  Pat.  No.  2770649- 

component — aspirin — ^whose  pain-relieving_effect  is  markedly  enhanced  by  Robaxin, 
^diich  has  added  value  as  an  anti-inflammatory  and  anti-rheumafic  agent. ...  (5  gr.)  325  mg. 


eiSM.  Tablets  • (pink-and-  ...or  vihen  anxiety  mcompanies  pain  and  spasm:  Robaxisai,®-PH 
©,;1in  bottles  of  100  and  500.  (Robaxin®  with  Phenaphen®).  Sedative-enhanced  analgesic  and  skeletal 
" ' muscle  relaxant.  Each  two  white-and-green  laminated  Robaxisal-PH  tab- 

lets contain : methocarbamol  800  mg.,  plus  the  equivalent  of  one  Phenaphen 
capsule  (phenacetin  194  mg.,  acetylsalicylic  acid  l£2  mg.,  hyoscyamine  sul- 
fate 0.031  mg.,  and  gr-  phenobarbital  16.2  mg.).  Bottles  of  100  and  500. 

bf  A,  H.  Robins  Co..  Inc.,  from:  J.  Aden,  Madison.  Wise.,  B.  Billow.  New  York.  N.  Y.  B.  Decker  Richmond.  vS, 
M;  G*..  R.  B.  Gordon,  New  York.  N.  Y.,  J.  E.  Holmblad.  Schenectady.  N.  Y.,  L.  Le^,  New  York,  N.  Y.,  ^LoBue. 
jNfdinian,  Richmond.  Va.,  A.  Poindexter.  Los  Angeles.  Cal.,  E.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong.  Pairfield,  la. 


Injectabtl,  1.0  Gm. 
||(:RottAXiN  'Ikblets,  0.5  Gm. 
nith  botdea  of  50  and  500. 
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in  arthritis  and  allied 
disorders 


Proved  by  a Decade  of  Experience 
Confirmed  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


brand  Of  phenylbutaJ^one 

Gteigw 
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Since  its  anti«inflammatory  properties  x^ 
’ were  first  noted  in  Geigy  laboratories  10  ' 
j years  ago,  time  and  experience  have 
I steadily  fortified  the  position  of  4 
|Butazolidin  as_a  leading  nonhormonal 
^anti-arthritic  agent"  Indicated  in  both  ' * 
J^chfonic  and  acute  forms  of  arthritis, •^x'^  i 

iButazolidin  is  noted  for  its  striking  i 

I effectiveness  in  relieving  pain,  .5,  ^ 

increasing  mobility  and  halting  r" 
^inflammatory  "change. 


m 


iwSSii 


im 


: Butazolidin®,  brand  of  phenylbutazone:^ 
Red,  sugar-coated  tablets  of  100  mg,  4" 

; Butazolidin®  Alka:  Orange  and  white  , 
■ capsules  jgjontaining  Butazolidin  100  mg.;  ^ | 
IJ  dried  aluminum  hydroxide  gel  100  mg.;„  - 

[ magnesium  trisilicate  150  mg.;  , >/t  , • 

I homatropine  methylbromide  1,25  mg,‘ 

xGeigy,  Ardsley,  New  York  ^ 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HYCOMINE 

THE  COMPLETE  Rx 
FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  j expectorant 


■ relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate Smg.l 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose;  One  teaspoonful  after  meals  and  at  bedtime. 
May  be  habit-forming.  Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat.  2,630  400 
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Data  based  on  pH  measurements  in  11  patients  wHb  pefi|^  lilceH 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 
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site 

of 

peptic 

ulcer 


Neutralization 
with  standard 
aluminum  hydroxide 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20  40  60  80  100  120 


New  ppCAl 

MAI  IM'antacid 

UlfCHI 

HiILIIi  tablets 

New  York  18,  N.  Y, 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasti ng,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcers  gastritis  agastric  hyperacidity 
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(Triacetyloleandomycin,  Triaminic®  and  Calurin®) 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin  125  mg. 
This  is  the  URI  antibiotic,  clinically  effective  against  certain 
antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  running  noses. 
Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent  to 
aspirin  300  mg.  This  is  the  freely-soluble  calcium  aspirin  that 
minimizes  local  irritation,  chemical  erosion,  gastric  damage. 
High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common  cold 
(malaise,  headache,  muscular  cramps,  aches  and  pains)  espe- 
cially when  susceptible  organisms  are  likely  to  cause  secondary 
infection.  Usual  adult  dose  is  2 Inlay-Tabs,  q.i.d.  In  bottles  of  50. 
R only.  Remember,  to  contain  the  bacteria-prone  cold... Tain. 


SMITH-DORSEY  • Lincoln,  Nebraska 
a division  of  The  Wander  Coinjiany 
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Blood  pressure  that  goes  up  with  stress  ^ 
often  comes  down  with  SERPASII! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

’^'Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J.  A.:  J,  South  Carolina 
C^rnplete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases. . 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  anti  hypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  antihypertensives,, 
Serpasil  minimizes  the  incidence  and  severit 
of  their  side  effects. 


M.  A.  51:417  (Dec.)  1955.  /283oms 
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SUMMIT,  N.  J. 


THE  ORIGINAL  potassium  phenethicillin 
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ACUTE  TONSILLITIS 


Actual  case  summary 
from  the  files  of 
Bristol  Laboratories’ 
Medical  Department 


SYNC ILL IN® 

250  mg.  q.i.d.  — 5 days 


B.G.  9-year-old,  white  male.  First  seen  Aug.  11, 
1959  with  acute  tonsillitis.  Illness  of  3 days* 
duration.  Beta  hemolytic  streptococcus  extremely 
sensitive  to  SYNCILLIN  cultured  from  the  throat. 
Patient  started  on  SYNCILLIN  - 250  mg,  q.i.d. 
After  5 days,  the  infection  appeared  cured  and 
the  antibiotic  was  discontinued.  No  subjective  or 
objective  evidence  of  side  reactions. 


ifcf Rife'S 


'1%  f 


, N (phenox3''ethyl  penicillin  potassium) 

: A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital  : 

Synciilin  Tablets  — 250  mg.  (viOOvOOO  units) ..  . Syncillin  Tablets  — 125  mg.  (200i00P  units) 

Syncillinfor  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200^000  units)  per  5 rnt 
Syhciliin  Pediatric  Drops  — 1.5  Gm.  bottles..  Calibrated  droppfer  delivers  125  mg:  (200,000  units) 

Complete  information  on  indications,  dosage  and 


precautions  is  included  in  the  circular  accompanying  each  package. 


: BUrSTpL  LifoRATORlES,,SYilAGUSE,  NEW  Y0RK(&^ 
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Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


Doctor's  PEGBOARD  RECEIVABLE  SYSTEM 

CUTS  COSTS  BY  50%  OR  MORE 

(1)  Statement  —Receipt  and/or  Statement 

(2)  Patient  Ledger 

(3)  Record  of  Charges  & 

Receipts 

OPERATION  OF  THE  DOCTOR'S  PEGBOARD  RECEIVABLE 
SYSTEM 

The  basis  of  pegboard  accounting  is  the  adaptation  of 
proven  accounting  machine  principles  to  a hand  posted 
system  or  manual  system.  By  setting  up  the  report  of 
charges  & receipts,  patients  ledger  and  statement-receipt 
on  the  collated  writing  board,  we  accomplish  the  posting 
of  all  three  essential  accounts  receivable  records  by  simply 
filling  out  the  receipt  by  the  use  of  one  time  carbon.  The 
system  is  so  easy  and  trouble  free  to  operate,  that  the 
receptionist  can  easily  keep  her  records  current  and  still 
maintain  her  other  duties. 

CALL  FOR  TRAINED  REPRESENTAirvi 

Alpine  8-1609 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2466 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

725  East  Broadway  MAin  3-0583 
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RELIEVE  ALL 
COMMON 
COLD 


'EMPRAZIL 

THE  TOTAL  COLD-THERAPY  TABLET 

nasal  decongestant  • analgesic 
antipyretic  • antihistamine 

The  ingredients  combined  in  each  ‘Emprazil’  tablet 
provide  multiple  drug  action  for  prompt  sympto- 
matic relief  of  aches,  pains,  fever  and  respiratory 
congestion  — due  to  common  colds,  flu  or  grippe  — 
without  gastric  irritation. 

Dosage:  Adults  and  older  children  — One  or  two  tablets 
t.i.d.  as  required.  Children  6 to  12  years  of  age  — One 
tablet  t.i.d.  as  required. 


BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Supplied:  Bottles  of  100  or  1000 

Each  orange  and  yellow  layered  tablet  contains: 
'Sudafed'®  brand  Pseudoephedrine  Hydrochloride.  20  mg. 


‘Perazil’®  brand  Chlorcyclizine  Hydrochloride  ....  15  mg. 

Acetophenetidin 150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine  30  mg. 


Complete  literature  available  on  request. 
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F(D)E  SnMIUFTAMIEEFS  DMMlUMnsmdDM 
A(EMEJSt4  BHSEASIES8 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 


HASN'T 
SHE 

heakp  of 

TgTKAVAX  ? 

ONB  SHOT 
FOfZ  ^ 

TWO/ 


-IT'S 

OE5ISNEP 
ESPECIALLY 
FOP. 

OOCTOPS' 

OFFICES... 

V^HEPE 

TCTRAVAX 

5 USED... 


TETRAYAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases.,. with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa, 


MERCK  SHARP  & DOHME, 


irrRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC« 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


FIOBINAL 


relieves  pain, 
mtisele  spasm, 
eerroas  tension 


rapid  (iclioii  • iioii-iiarvol'ic  • (ronoiiiival 


“We  have  found  caffeine,  used  in  coml)ination  with  acetylsalicyiic  acid,  acelopluau'l  idin, 

and  isobutylallylbarbituric  acid,  [FiorinalJ  to  be  one  of  llie  most 

effective  medicaments  for  the  symptomatic  treatment  of  lu'adacbc  due  to  Icnsion." 

Frirciiiiaii,  A.  I’.,  and  iMci  rill.  1 1 . 1 1 . : .1 . A .M . A . /o.i : I 1 I I ( M ,;r . ,U)  i I'l.'iT. 

(ll)le'  Fiorbial  Tablols  and  ro/?Ar7;'n.s.-  Sand0[>lal  ( All\ lliarliiliiric  Acid  Nd''.  X) 

Porm  — Fiorina!  Capsules  • ;'<'>''yi>aiic\ lie  acid 

200  mg.  ( 3 gf. ) , acclDpliciicl idiii  l.'lOmg.  I 2 gr. ) . 

Dosage:  1 or  2 every  fotir  liotirs,  aeeording  to  need,  up  lo  0 per  da> 


SANDOZ 


KING-SIZE, 

tEOULAt-SIZE 

OK  CRUSH-KKOOF  $OK 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 
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ALL  OVER  AMERICA! 

KENTwiththe  MICRONITE  FILTER 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 

than  any  other  cigarette!* 


^ Results  of  a continuing  study  of  cigarette  preferences,  conducted  by  O'Brien  Sherwood  Associates.  N.Y.,  N Y. 

A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


© i960.MOElUA£DCa 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


BOLSTERS...  A tissue  metabolism 
A interest/  vitality 
A failing  nutrition 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  6,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (Bj) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHPOj)  35  mg.  • Phosphorus  (as 
CaHP04)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  KjSOj)  5 mg.  • Manganese  (as  MnOj) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B4O7.10H2O)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


for  relief  from  the  total  cold  syndrome 


superior  upper 

respiratory 

decongestion 


Tussagesic* 

timed-release  tablets / suspension 


Each  Tussagesic  titned-7'elease  Tablet 


provides: 

TRIAMINIC® 50  mg. 

DORMETHAN  (brand  of  dextromethorphan  HBr)  , , 30  ing, 

TERPIN  HYDRATE 180  mg. 

APAP  (acetaminophen) 325  mg. 


Dosage:  Adults  and  children  over  12  — one 
tablet  in  the  morning,  midafternoon  and  at 
bedtime.  Each  tablet  should  be  swallowed 
whole  to  preserve  the  timed-release  action. 


Each  tsp.  ( 5 ml.)  of  Tussagesic  Suspension 


provides: 

TRIAMINIC® 25  mg. 

DORMETHAN  (brand  of  dextromethorphan  HBr)  . , 15  mg. 

TERPIN  HYDRATE 90  mg. 

APAP  (acetaminophen) 120  mg. 


Tussagesic  Suspension  is  especially  suited 
for  children  and  for  adults  who  prefer  liquid 
medication ; it  is  pleasantly  flavored,  non- 
narcotic and  non-alcoholic. 

Dosage  (to  be  taken  every  3 or  4 hours) : 
Adults  and  children  over  12  — 1 or  2 tsp.; 
Childreii  6 to  12  — 1 tsp.;  Children  1 to  6 — 
% tsp. ; Children  under  f — % tsp. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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PHARMACY  DIRECTORY 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

AAilburn  F.  Dierdorf 


LAIRD  a DINES 

The  REXALL  Store 


Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


<^n  iScoHsJale  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
' PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

21  8 E.  Stetson  Drive 
SCOTTSDALE,  ARIZONA 
WH  5-3791 


Protection  Against  Loss  Of  Income  From 
Accident  a Sickness  As  Weil  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  a HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthev^  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  C.  Srutwa,  R.  Ph.  G. 


Cas.  H.  Srutwa,  B.  Sc. 
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■ LABORATORIES  ] 


THE  DIAGNOSTIC  UBORATORT 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 1 30  E.  McDowell  Rd,  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tHedicat  CeHtei-  and  Clinical  iattctaUfH 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Ptc^ci^icnal  OC-i^a^  and  Clinical  Xahi-atcui 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D,,  Consultant  Pathologist 
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LABORATORIES 


RADIOLOGY 

John  W.  Kennedy,  M.D.  James  R.  Matheson,  M.D.  Frank  S.  Tolone,  M.D. 

Diplomate  Diplomate  Diplomate 

American  Board  of  American  Board  of  American  Board  of 

Radiology  Radiology  Radiology 

ALpine  3-4131 

NORTH  CENTRAL  MEDICAL 
LABORATORY 

2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 
AL  2-4993 

George  Scharf,  M.D.  Seymour  B.  Silverman,  M.D. 

Diplomate  Diplomate 

American  Board  of  American  Board  of 

Pathology  Pathology 


Maurice  Rosenthal,  M.D. 

Diplomate 
American  Board  of 
Pathology 


Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
Radiology 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  acconuno- 
tlation  of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 


POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 


The 

Ue-iftitai 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 


in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  -1 
seconds.  With  the  new  THERMO-FAX  "Secretary''  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299'*.  Dry  process  eliminates  chemicals  or  special 
installations.  *SusstjltJ  rUjU  price. 


Tho  lerms  THERMO  TAX  And  SECRITARY  ac«  lr>d»- 
nurkt  of  Minnetola  Mimng  A Mfc  Co , St  Paul  6.  M>nn 
Gener,tl  Eiport  99  “.trk  Avenue.  New  YoiK  lb.  N Y 
In  Can.tdA  P 0 Boi  !%1,  lomjon,  Onl 


HUGHESCALIHAM 


CORPORATION 


2608  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 
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PHYSICIANS’ 


SURGERY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 AM.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 
31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


PSYCHIATRY 


LEO  RUBSNOW,  M.D. 


DIRECTORY 


OBSTETRICS  & GYNECOLOGY 


ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

no  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone:  PRospect  4-4611 


SPEECH  PATHOLOGY 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

A L.  LINDBERG,M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 


224  E.  Thomas  Rd. 


AM  6-0630 


Phoenix,  Arizona 


1515  N.  9fh  St. 


Phoenix,  Arizona 
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EYE,  EAR,  NOSE  and  THROAT 

ORTHOPEDIC  SURGERY 

JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

PROCTOLOGY 

Diplomate  American  Board  of  Ophthalmology 

461  W.  Catalina  Dr.  Suite  321 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

CR  7-8782  — Phoenix,  Arizona 

Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

Plastic  and  Reconstructive  Surgery 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum  • . 
and  Colon 

DERMATOLOGY 

2021  N,  Central  Ave. 
Phoenix,  . Arizona  — Phone  AL '2-2822 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

SURGERY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

Phone  Alpine  3-5264 

IzJ  oouth  Stone  Avenue 

105  W.  McDowell  Road  Phoenix,  Arizona 

Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

Diseases  of  the  Skin 

SURGERY 

Skin  Cancer  — Cutaneous  Allergy 

2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd  Phone  EA  5-2605 

^ ^ ^ ^ r,  r. ^ f-i  r r r j-,  r, 

Tucson,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 

CLINBC  DIRECTORY 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A,  Bishop,  Jr.,  M.D.  — Alvin  L.  Swenson,  M.D. 

Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D. 

T.  H.  Taber,  Jr.,  M.D. 

Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — Phoenix,  Arizona  — CR  7-621  1 
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PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists : 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 


JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 

• Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 

Phones:  AAA  4-1562  - MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 

• 24  Hour  Nursing  Care 


• Television 

• Excellent  Food 


• State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Daniel  R.  Nenad,  D.S.C. 

Samuel  Mason,  Pod.  D. 

40  E.  Thomas  Rd.  - CR  9-4161 

205  E.  Camelback  Road.  - AM  5-7510 

461  W.  Catalina  Dr.  — AM  6-1009 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

Irwin  D.  Shapiro,  Pod.D. 

A.  Stern,  D.S.C. 

753  E.  McDowell  Rd.  — AL  4-4414 

40  E.  Thomas  Rd.  - CR  9-4161 

TUCSON 

17  S.  1st  St.  - AL  3-2231 

Felton  O.  Gamble,  D.S.C. 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

1888  N.  Country  Club  Rd.  - EA  6-3212 

318  E.  Congress  St.  - MA  3-9151 

2629  E.  Broadway  - EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badger,  D.S.C. 

2004  N.  Campbell 

— EA  6-6077  Lowell,  Arizona  - 

- HE  2-3361 

Dollars  Today — 

— Doctors  Tomorrow 

American  Medical  Education  Foundation 

535  N.  Dearborn  Street,  Chicago  10,  Illinois 
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LOIS  GRUNOW  MEMORIAL  BUILDING 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 
Wm.  J.  Beckmeyer,  M.D. 

CARDIOVASCULAR 

MEDICINE 

Thurl  E.  Andrews,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 


NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

: William  B.  Helme,  M.D. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D.,  F.A.C.S. 

GENERAL  DENTISTRY  " 

George  F.  Busch,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


"The  construction  of  an  addition  to  the  Lois  Grunow  Memorial  Building  will  be  completed  on 
or  about  August  15  and  space  will  then  be  available  both  In  the  present  building  and  in  the  new 
addition.  Limited  space  presently  available  in  the  building." 


OTOLARYNGOLOGY 

’ D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
' V.  A.  Dunham,  Jr.,  MiD. 


PHOENIX,  ARIZONA 

OPTHALMOLOGY 

John  S.  Aiello,  M.D.,  F.A.C.S. 


McDowell  at  tenth  street 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar— as  shown  by  frequent  urine-sugar  tests  — for  successful  therapy. 

Source:  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria. . . 

color-calibrated 


Reagent  Tablets 


the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 


‘‘urine-SUgSr  profile"  with  the  new  Graphic  Analysis  Record  included  in  the  Clinitest 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may  be  recorded  to 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to 
orange  spectrum 


AMES 

COMPANY,  INC 
Elkhart  • tndiona 
Toronto  • Conodo 


guard  against  ketoacidosis 
...test  for  ketonuria 
for  patient  and  physician  use 


ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

ACETEST®  KETOSTIX* 

Reagent  Tablets  Reagent  Strips 


advantages  you  can  expect  to  see  with 


Stelazine* 

brand  of  trifluoperazine 


• Prompt  control  of  the  underlying  anxiety.  Beneficial  effects  are  often  seen  within  24-48  hours. 

• Amelioration  of  somatic  symptoms.  Marx^  reported  from  his  study  of  43  office  patients  that 
‘Stelazine’  “appeared  to  be  effective  for  patients  whose  anxiety  was  associated  with  organic— as 
well  as  functional  disorders.” 


• Freedom  from  lethargy  and  drowsiness.  Winkelman^  observed  that  ‘Stelazine’  “produces  a 
state  approaching  ataraxia  without  sedation  which  is  unattainable  with  currently  available  neuro- 
leptic agents;  its  freedom  from  lethargy  and  drowsiness  makes  [‘Stelazine’]  extremely  well  accepted 
by  patients.” 

Optimal  dosage:  2-4  mg.  daily.  Available  as  1 mg.  and  2 mg.  tablets,  in  bottles  of  50  and  500. 

N.B.:  For  further  information  on  dosage,  side  effects,  cautions  and  contraindications,  see  available  comprehensive 
literature.  Physicians^  Desk  Reference,  or  your  S.K.F.  representative.  Full  information  is  also  on  file  with  your  pharmacist. 


1.  Marx,  F.J.,  in  Trifluoperazine:  Further  Clinical  and  Laboratory  Studies,  Philadelphia,  Lea  & Febiger,  1959,  P-  89. 

2.  Winkelman,  N.W.,  Jr.:  ibid.,  p.  78. 


SMITH 

KLINEaf 

FRENCH 
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fioir 

Pulvules' 

liosone' 


. . . in  a more  acid-stabie  form  ...  for  greater  therapeutic  activity 


more  antibiotic  available  for  absorption 
new  prescribing  convenience 
same  unsurpassed  safety 


I 


Pulvules  • Suspension  • Drops 

llosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  I N D I A N A,  U.  S.  A. 


S-*-  ' 


‘M.  . 


; I 

^ 'j 


for  every  phase  of  cough... 
comprehensive  relief 


AMBENY[  EXPECTORANT 


AMBENYL  EXPECTORANT  quickly  comforts  the 
coughing  patient  because  it  is  formulated  to 
relieve  all  phases  of  cough  due  to  upper 
respiratory  infections  or  allergies.  Combining 
Ambodryl®— potent antihistaminic;  Benadryl®— 
the  time-tested  antihistaminic-antispasmodic; 
and  three  well-recognized  antitussive  agents, 

AMBENYL  EXPECTORANT: 

•soothes  irritation  • quiets  the  cough  reflex 
•decongests  nasal  mucosa  • facilitates  expec- 
toration • decreases  bronchial  spasm  • and 
tastes  good,  too. 


Each  fluidounce  of  ambenyl  expectorant^!- contains: 

Ambodryl®  hydrochloride 24  mg. 

(bromodiphenhydramine  hydrochloride,  Parke-Davis) 

Benadryl®  hydrochloride 56  mg. 

(diphenhydramine  hydrochloride,  Parke-Davis) 

Dihydrocodeinone  bitartrate Ve  gr. 

Ammonium  chloride 8 gr. 

Potassium  guaiacolsulfonate 8 gr. 

Menthol q.s. 

Alcohol 5% 

Supplied:  Bottles  of  16  ounces  and  1 gallon. 

Dosage:  Every  three  or  four  hours-adults,  1 to  2 tea- 

spoonfuls;  children  Vz  to  1 teaspoonful.  27uo 

^Exempt  narcotic 


PARKE,  DAVIS  & COMPANY 
Detroit  32,  Michigan 


PARKE-DAVIS 
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WAY  LAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 


FREE  DELIVERY 


Pi.F. 


CASE 


pH-* 


For  Refreshing  Feminine  Daintiness 


(FORTIFIED  TRIPLE  STRENGTH) 


Buffered  to  control  a normal  vaginal  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes — sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent  ac- 
tivity in  acid  and  alkaline  media. 

P.A.F.’s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichmonas  and  fungus. 
P.A.F.’s  high  surface  activity  Hquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive  after- 
odor. 

G.  M.  Case  Laboratories 
San  Diego,  California 


y , „ HAL  A SX|E:| 


^ • INEZ  P DUNNINS  M A 

„ • <SRA¥&ON  «.  FORRES.  «,D. 
A <>»— RICH  ARD  GREGORY,  M.&. 


JOYCE  R.  HENRIE,  M.O. 


OERALD  G.  MAY  M &. 


S051  North  34fh  Street,  Phoenix,  Arizona 


HAROLD  t.  McHlllY.Pli.ft 


ROliRT  C.  SHAPIRO.  M,» 
JOHN  R.  ZELL  M 0 
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SAUNDERS  BOOKS 


New! — A Manual  and  Atlas  for  the  General  Surgeon 

Marble -The  Hand 


This  unusual  book  is  aimed  at  the  needs  of  the  gen- 
eral practitioner,  general  surgeon  and  industrial 
physician — the  men  who  see  hand  injuries  first.  Full 
page  plates  and  explicit  text  give  you  quick  instruc- 
tions on  treating  every  type  of  hand  injury  you  are 
likely  to  see — from  lacerations  and  puncture  wounds 
to  fractures  and  crushing  injuries. 

Extensive  coverage  is  given  to  closed  injuries  of  the 
hand  and  their  management:  contusions,  swellings, 


avulsion  of  tendons,  hums,  sprains,  frostbite,  frac- 
tures and  dislocations.  Open  injuries  are  then  con- 
sidered. Beautiful  drawings  illustrate  methods  of 
tendon  advancement;  repair  of  lacerated  nerve;  skin- 
graft;  repair  of  traumatic  amputation  of  finger;  etc. 
Separate  chapters  cover:  splinting;  infections;  and 
tumors  of  the  hand. 

By  Henry  C.  Marble,  M.D.,  F.A.C.S.,  Consulting  Surgeon  to  the 
Massachusetts  General  Hospital.  207  pages,  614 "x9%",  illustrated. 
$7.00.  Ready  January! 


New!— Solid  Information  on  Every  Phase  of  Modern  Hypnotic  Practice 

Meares-A  System  of  Medical  Hypnosis 


Here  is  sound  advice  on  how  to  apply  hypnosis  safely 
and  effectively  in  your  everyday  practice.  Dr.  Meares 
gives  step-by-step  instructions  for  each  method  of 
induction:  by  direct  stare;  by  suggestions  for  relax- 
ation; by  arm  levitation;  etc.  He  gives  practical  help 
on  choosing  the  right  method  of  induction  for  a par- 
ticular case. 

You’ll  find  suggestions  for  clinical  use  of  hypnosis  in 
relief  of  pain  and  insomnia;  as  an  aid  to  diagnosis; 


and  as  an  anesthetic  agent.  The  value  of  hypnosis  in 
obstetrics  and  delivery  is  clearly  discussed — with 
methods,  problems  and  complications  pointed  up  in 
rich  detail.  There  are  useful  hints  on  applying  hyp- 
nosis in  the  treatment  of  various  gynecologic  dis- 
orders, chronic  illness,  psychogenetic  obesity,  and 
alcoholism. 

By  AinsliE  Meares,  M.D.,  D.M.P.,  Melbourne,  Australia.  Presi- 
dent, International  Society  for  Clinical  and  Experimental  Hypnosis. 
484  pages,  6"x9V4"-  About  $10.00.  ttew — Just  Ready! 


New!— Sound  Advice  on  Meeting  Hundreds  of  Surgical  Hazards 

Artz  & Hardy -Complications  in  Surgery  & Their  Management 


With  the  aid  of  69  authorities,  the  editors  have  com- 
piled a complete  text  on  the  pitfalls  of  surgery — 
from  preoperative  preparation  through  post-opera- 
tive convalescence.  The  authors  cover  general  com- 
plications that  may  occur  in  almost  any  type  of 
surgery,  such  as  infections,  wound  dehiscence,  shock, 
transfusion  reactions,  etc.  Next,  the  management  of 
special  problems  of  severe  pain,  anesthetic  compli- 
cations, nutritional  problems  and  emotional  crises  is 
clearly  described.  More  than  half  of  the  book  is  de- 


voted to  the  specific  complications  that  arise  in  par- 
ticular surgical  operations. 

Comprehensive  chapters  detail  complications  of: 
antibiotic  therapy — radiation  therapy — pulmonary 
resection — splenectomy — appendectomy — pediatric 
surgery — hernia  repair — surgery  of  the  breast — 
common  fractures — burns — etc. 

Edited  by  CURTIS  P.  Artz,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Surgery;  and  JAMES  D.  HARDY,  M.D.,  F.A.C.S.,  Professor  and  Chair- 
man of  tbe  Department  of  Surgery,  University  of  Mississippi.  W'itb 
Contributions  by  69  other  Authorities.  1075  pages.  7"xl0”.  with 
271  illustrations.  $23.00.  New! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  and  charge  my  account: 

O Marble— The  Hand;  A Manual  & Atlas  for  the  General  Surgeon,  $7.00.  (Send  when  ready) 
□ Meares— A System  of  Medical  Hypnosis,  about  $10.00. 

O Artz  & Hardy— Complications  in  Surgery  & Their  Management,  $23.00. 

Name 
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CLINICAL  REMISSION 


IN  A“PIIOBlEr  AtTHMTIC 


In  rheumatoid  arthritis  with  diabetes  mellitus.  A 54-year-old  diabetic 
with  a four-year  history  of  arthritis  was  started  on  Decadron,  0.75  mg./ 
day,  to  control  severe  symptoms.  After  a year  of  therapy  with  0.5  to 
1.5  mg.  daily  doses  of  Decaoron,  she  has  had  no  side  effects  and  dia- 
betes has  not  been  exacerbated.  She  is  in  clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a cKnical  investigator’s  report  to  Merck  Sharp  & Dohme. 
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Dexamethasone 


TREATS  PATIENTS  EFFECTIVELY 
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NaClex 

benzthiazide 


a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


as  salt  goes,  so  goes  edema 


A basic  principle  of  diuresis  is  that  “increased  urine 
volume  and  loss  of  body  weight  are  proportional  to 
and  the  osmotic  consequences  of  loss  of  ions.”' 

Robins’  new  NaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  helps  reduce  edema  through  the  appli- 
cation of  this  fundamental  principle.  It  limits  the 
reabsorption  of  sodium  and  chloride  in  the  renal 
proximal  tubules  {with  a relative  sparing  of  potassium). 
The  body’s  homeostatic  mechanism  responds  by  in- 
creasing the  excretion  of  excess  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads  to  a 
reduction  of  edema. 

a unique  chemical  structure 

NaClex  (benzthiazide)  is  a new  molecule  which  pro- 
vides a “pronounced  increase  in  diuretic  potency”^ 
over  its  antecedent  sulfonamide  compound.  Com- 
pared tablet  for  tablet  with  current  oral  diuretics,  it 
is  unsurpassed  in  diuretic  potency. 


twofold  value 

NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  various 
conditions.  It  also  has  antihypertensive  properties 
and  may  be  used  alone  in  mild  hypertension  or  with 
other  antihypertensive  drugs  in  severer  cases. 

For  complete  dosage  schedules,  precautions,  or  other  informa- 
tion about  NaClex,  please  consult  basic  literature,  package 
insert,  or  your  local  Robins  representative,  or  write  to  the 
A.  H.  Robins  Co.,  Inc. 

Supply:  Yellow,  scored  50  mg.  tablets. 

References:  1.  Pitts,  R.  F.,  Am.  J.  Med.,  24:745,  1958.  2.  Ford, 
R.  V.,  Cur.  Therap.  Res.,  2:51,  1960. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 


ANNOUNCIN(;- 
SPECIFIGALLY  FOR 
INFECTIONS  DUE  TO 
•‘RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
‘STAPH-GIDAL”  PENICILLIN 


in 


sodium  dimethoxyphenyl  penicillin 

FOR  INJECTION 


UNIQUE-BEGAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASE 
WHICH  INACTIVATES 
OTHER  PENICILLINS 


Bristol 


NEW  SYNTHETIC  PENICILLIN  FOR  “RESISTANT”  STAPH 


Okhcial  Package  Circular 
November,  1960 


STAPHCILLIN"" 

(sodium  dimethoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  staphylococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  1 Cm.  Staphcillin  (sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  e.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections,  car- 
buncles, pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin^  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy  should  be 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
become  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 hours. 
Infants’  and  children's  dosage  is  25  mg.  per  Kg.  (approximately  12  mg. 
per  pound)  every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rate  of  10  ml.  per  minute. 

*ff‘arning:  Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a 1 Gm.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  inject.  The  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  24  hours 
under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

•This  slalPtiicnl  supersedes  that  in  Ihe  Ofhcial  Package  Circiilare  dated  September  and/or  October.  1960. 

(continued) 


Okficial  Package  Circi'Lar  (continufd) 


MICROBIOLOGICAL  AND  PHARMACOLOGICAL 
PROPERTIES 

In  vitro  studies  show  that  Staphcilun  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  Staphcillin  in  vitro 
at  concentrations  of  1-6  meg.  per  ml.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Staphcillin  at  the 
recommended  dosage.  This  unique  attribute  is  probably  due  to  the 
fact  that  Staphcillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Staphcillin  also  resists  degradation  by  B.  cereus  penicil- 
linase. The  anlomicrobial  spectrum  of  Staphcillin  with  regard  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G; 
but  considerably  higher  concentrations  of  Staphcillin  are  required 
for  bactericidal  activity  than  is  the  case  with  penicillin  G. 

Staphcillin  is  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  (C-IO  mcg./ml.  on  the  average  after  a 1.0  Gm.  dose)  are 
attained  within  I hour;  and  then  progressively  decline  to  less  than 
1 meg.  over  a 4 to  6 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Staphcillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies,  Staphcillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. Staphcillin  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  STAPHCILLIN  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  STAPHClLLiN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g.,  itching, 
papular  eruption  and  erythema  were  observed  both  during  and  after 
discontinuance  of  Staphcillin  therapy.  Patients  with  histories  of  hay 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphylaxis  be  kept  in  mind.  Epinephrine  and 
the  usual  adjuvants  (antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Staphcillin 
to  destruction  by  penicillinase,  parenteral  B.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G,  penicillin  V, 
phenethicillin  (Syncillin)  and  Staphcillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Staphcillin  therapy,  appropriate  measures  should  be  taken, 

SUPPLY 

List  79502—  1.0  Gm.  dry  filled  vial. 

BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


I 


UNIQUE  SYNTHETIC  “STAPH-CIDAL"  PENICILLIN 


100. 


In  the  presence  of  staphylococcal 
penicillinase,  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 
(After  Gourcvitch  el  al.,  to  be  published) 


S])ecipcally  for  resistant’’  stapli... 


LlClllm 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

2 The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases^  typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE -The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  Staphcillin,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  You  may  direct  your  inquiries  via  collect  telephone  call  to  New  York. 
PLaza  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20,  N.^. 


BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YOR 

Division  of  Bristol-Myers  Company 


SYNCILLIN 

250  mg.  t.i.d.  - 6 days 


ACUTE  BRONCHITIS 


H.F.  45-year-old  white  female.  First  seen  on 


Aug.  24,  1959  with  acute  bronchitis  of  3 days 


duration.  Culture  of  the  sputum  revealed  alpha 


hemolytic  streptococci.  A 250  mg.  SYNCILLIN 


tablet  was  administered  3 times  daily.  Another 


sputtim  culture  taken  on  Aug.  27  showed  no  growth 


On  Aug.  30,  the  patient  appeared  much  improved 


and  SYNCILLIN  was  discontinued 


Recovei y uneventful 


Illustrative 
case  summary 
from  the  files  of 
istol  Laboratories’ 
dical  Department 


THE  OBIOINAL  phenethicillin 


SYNCILUN 


(phenoxyethyl  penicillin  potassium) 


FIRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 
Syncillin  Tablets -250  mg.  (400,000  units) ...  Syncillin  Tablets -125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Streptococcal  infections  should  be  treated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
and  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


Complete  information  on  indications, 
dosage  and  precautions  is  included  in  the 
nrcular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.  of  Bristol-Myers  Co.,  SYRACUSK.  N.Y.  ((uHism. 


Antirheumatic  Anaigesic 


PLANOLAR 


❖ 


for 

Rheumatoid 

Arthritis 


Planolar  combines  the  cumulative 
antirheumatic  and  anti-inflammatory 
action  of  Plaquenil®  with  the  prompt 
analgesic  action  of  aspirin. 


Each  tablet  contains:  Plaquenil  60  mg. 

Aspirin  300  mg.  (5  grains) 


Plaquenil  . . the  preferred  antimalarial  drug  for  ? 
treatment  of  disorders  of  connective  tissue.. 


Aspirin  belongs  to  ''...the  most  useful  group  of 
drugs  for  rheumatoid  arthritis."^ 


WRITE: 

for  detailed  information 
(clinical  experience,  side 
effects,  precautions,  etc.) 


LABORATORIES 
New  York  18,  N.  Y. 


DOSAGE:  Adults,  2 tablets  two  or  three 
times  daily.  After  two  or  three  months  of  therapy, 
the  patient  may  no  longer  need  the  added  benefit 
of  aspirin.  A maintenance  regimen  of  Plaquenil 
sulfate  alone  (from  200  to  400  mg.  daily)  may  then 
be  substituted. 


REFERENCES: 


'Planolar.  fra/iemark 


1.  Scherbel,  A.  L;  Schuchter,  S.  L, 
and  Harrison,  J.  W.:  Cleveland 
Clin.  Quart.  24:98,  April,  1957. 

2.  Waine,  Hans:  Arthritis,  rheumatoid, 
in  Conn,  H.  F.:  Current  Therapy  1959, 
Philadelphia,  W.  B.  Saunders  Co., 
1959,  p.  565. 
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limit  the 
blood  pressure 
swing 


Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautiax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  — 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — caj)- 
sule-shaped  tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 

§ Rautrax-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
end  Benzydroflumethiazide  (^Naturetin)  with  Potassium  Chloride 

^ M«ru<*CTlM^  MC  teUI**  TMAOCHARB*. 


•AUOUUN/ 


FOR  SIGNIFICANT  ANABOLIC  GAINS  IN:  ASTHENIA  (UNDER- 
WEIGHT, ANOREXIA,  LACK  OF  VIGOR);  CONVALESCENCE  FROM 
SURGERY  OR  SEVERE  INFECTIONS;  WASTING  DISEASES;  BURNS; 
FRACTURES;  OSTEOPOROSIS;  AND  IN  OTHER  CATABOLIC  STATES 

■ PROMOTES  AND  MAINTAINS  POSITIVE  NITROGEN  BALANCE  ■ HELPS 
RESTORE  APPETITE,  STRENGTH,  AND  VIGOR  ■ BUILDS  FIRM,  LEAN 
MUSCULAR  TISSUE  ■ FAVORABLY  INFLUENCES  CALCIUM  AND 
PHOSPHORUS  METABOLISM  ■ PROMOTES  A SENSE  OF  WELL-BEING 

ADROYD  PROVIDES  HIGH  ANABOLIC  ACTIVITY  - The  tissue-building  potential  of 
ADROYD  exceeds  its  androgenic  action  to  the  extent  that  masculinizing  effects  have  not  been 
a problem  in  clinical  use.*  Other  advantages  of  adroyd  are:  Neither  estrogenic  nor  progesta- 
tional. No  significant  fluid  retention.  Apparent  freedom  from  nausea,  vomiting,  and  other 
gastrointestinal  disturbances.  Effective  by  the  oral  route. 

See  medical  brochure,  available  to  physicians,  for  details  of  administration  and  dosage. 

Supplied:  10-mg.  scored  tablets,  bottles  of  30.  4S76o 

♦Reports  to  Department  of  Clinical  Investigation,  Parke,  Davis  & 

Company,  1958  and  1959.  parke, da  vis&company-detroit32,  Michigan 


PARKE-DAVIS 


FIORINAL 


relieim  pain, 
muscle  spasm, 
nerrous  t(aision 


rapid  action  • non-narco/ic  • economical 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  accloplicnctidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  tlie  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  t('usion.” 

Friedman,  A.  P.,  and  Merrill,  II.  II.:  J..\.M..\.  /6.i:llll  iM.u.  dO  i 


Each  contains:  Sancioptal  ( AllylharlHliiric  .Acid  N.F.  X) 

50  mg.  (3/4  gr. ),  calTeine  40  mg.  (2/3  gr. ),  acetylsalicylic  acid 
200  mg.  (3  gr.) , acc'toplicnclidin  130  mg.  (2gr.I. 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


S AN  noz 


vailable:  Fiorinal  Tablets  and 
lew  Form  — Fiorinal  Capsules 


o o 
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Blue  Shie 


BLUE  CROSS  - BLUE  SHIEI 


Blue  Cross  / Blue  Chield 


IBtue  Cross SKiclcL 
blue  cross /blue  shield 


no  matter  what  the  type  face  is,  it  stiii  speiis  out  the 
finest  hospital-medicai-surgicai  coverage  there  is. 
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patient 

unhappily 

overweight? 


minimize  care  and  eliininate  despair  with 


brand  Methamphetamine  Hydrochloride 

Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

' Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC..  Tuckahoe.  New  Ybrk 
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effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york  l(  Bristol^ 
Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules-tetracycline  phosptrate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 


Coat  styles  change— whether  it's  a blazer  or  a B-complex  vita- 
min. Not  long  ago,  for  instance,  “Vitamins  by  Abbott’’  were 
dressed  up  with  a new-style  coating— f /7m tab®. 

The  most  obvious  result  was  a marked  reduction  in  tablet  size- 
up  to  30%  in  some  products.  The  tablets  themselves  were  bril- 
liant in  a variety  of  rainbow  colors.  They  wouldn't  chip  or  stick 
together  in  the  bottle.  All  vitamin  tastes  and  odors— gone. 

Such  were  the  aesthetic  gains.  Behind  these,  a significant 
pharmaceutical  advance:  with  Fiimtab,  deterioration  is  slowed 


to  an  irreducible  minimum,  because  the  coating  process  is 
essentially  a water-free  procedure. 

Finally— most  important— Fiimtab  guarantees  that  the  content 
of  each  tablet  matches  the  formula  printed  on  the  label.  Wliile 
the  person  taking  the  vitamins  may  not  worry  much  about  rigid 
stability,  Abbott  does.  Assures  it,  through  Fiimtab. 

In  short,  Filmtab's  a name  that  stands  for  quality,  stability, 
potency.  The  very  best  in  vitamin  coatings.  Fiimtab  doesn't  add 
a penny  to  the  cost.  And  it's  a name  found  only  on 


VITAMINS  by  ABBOTT 


©I960,  ABBOTT  LABORATORIES 


NEWEST 
NUTRITIONAL 
PRODUCT 
FROM  ABBOTT 


To  meet  special  nutritional  needs  of  growing  teenagers... 

“DAYTEENS 

TRADEMARK 

RICH  IN  IRON,  CALCIUM,  VITAMINS-IMPORTANT  FACTORS 
FOR  THE  GROWTH  YEARS 

FILMTAB-COATED  TO  CUT  SIZE  AND  ASSURE  FULL  POTENCY 
HANDSOME  TABLE  BOTTLES  AT  NO  EXTRA  COST  (100-SIZE) 

ALSO  SUPPLIED  IN  BOTTLES  OF  250  AND  1000. 


NOW,  DAYTEENS  JOINS  THE  COMPLETE  LINE 
OF  QUALITY  VITAMINS  BY  ABBOTT: 


DAYALETS® 

Table  bottles  of  100 
Bottles  of  50  and  250 

DAYALETS-M® 
Apothecary  bottles 
of  100  and  250 

Extra-potent  maintenance 
formulas— ideal  for  the 
“nutritionally  run-down" 


OPTILETS® 

FILMTAB 

OPTILETS-M® 

Table  bottles  of 
30  and  100 
Bottles  of  1000 

Therapeutic  formulas 
for  more  severe  de- 
ficiencies—illness, 
infection,  etc. 


FfLMTAB 

SUR-BEX®  with  C 
Table  bottle  of  60 
Bottles  of  100, 

500  and  1000 

Therapeutic  formula  of 
the  essential  B-complex 
plus  C,  for  convalescence, 
stress,  post-surgery,  etc. 


VITAMINS  by  ABBOTT 


ITAB— FILM-SEAUED  TABLETS,  ABBOTT 


1960,  ABBOTT  LABORATORIES 
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in  rheumatic  disorders 

whenever  aspirin 
proves  inadequate 


brantf  of  predn^sone-phenytlJuta^one 

^ V : 

^ -4  nX  -0^  ^ 

E'"* 


IS 


Even  in  the  more  transient  rheumatic 
disorders,  an  anti-inflammatory  effect 
more  potent  than  that  provided  by  aspirin 
IS  often  desirable  to  hasten  recovery 
and  get  the  patient  back  to  work,  \ >. 

By  combining  the  anti-inflammatory 
action  of  prednisone  and  phenylbutazone, 
Sterazolidin  brings  about  exceptionally 
rapid  resolution  of  inflammation  with  relief 
of  symptoms  and  restoratioa  of  function.  - 
Since  Sterazolidin  is  effective  in  low  X 
dosage,  the  possibility  of  significant 
hypercortisonism,  even  in  long-term,  i 
therapy,  is  substantially  reduced. 


Avatfabil%;  E*ch  Steraxoirdin^  oapsule  contains  prednisone 
‘ 1,aS  mfl.j  Butaiolldin®,  brand  of  phenylbutazone,  50  mg.;  “i 
V dried  alaminom  hydroxide  gel  100  mg.;  magnesium  | 

,irlsUioate  160  mg.‘,  and  homatrdptne  methylbromide  1,25  mg.  ; 
j Settles  pf  too  capsules, 

LOeigy,  Ardsley,  New  York 

-n>  ,v 


165-60 


“Gratifying”  relief  from 


for  your  patients  with 
How  back  syndrome’  and 
other  musculoskeletal  disorders 


POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


ing 

in  106 -patient  controlled  study 

{as  reported  in J.A.PA.A.,  April  ^Oj  1960) 

"‘Particularly  gratifying  was  the  drug’s  [Soma’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  ^^Low  Back  Syndrome’*, 

J.A.M.A.  172:  2059  (April  30)  I960. 

FASTER  IMPROVEMENT— 79%  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

SUPPLIED;  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 

WALLACE  LABORATORIES,  CRANBURY,  NEW  JERSEY 


relief  from  stiffness  and  pain 


Sone  section:  erosion 
and  purulent  exudate 


in  osteomyelitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each 
containing  Panmycin* 
Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  mg.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

’Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upiohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort 


* 
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an  antibiotic  improvem 
designed  to  provide 
greater  therapeutic  effectiveness 


now 

Putvutes 

MIosone 


(propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure  to  gastric 
juice  (pH  1.1)  for  forty  minutes. i This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Ilosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections — with 
a reassuring  record  of  safety.^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1 . Stephens,  V.  C.,  et  a!.:  J,  Am.  Pharm.  A.  (Scient.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  et  a!.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  et  at.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V,:  Clin.  Pharmacol.  & Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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The  Use  of  Electrophoresis 
in  Clinical  Medicine 


Maurice  Rosenthal,  M.D. 
Mary  L.  Wagner,  B.S. 


The  authors  have  succeeded  admirably  in  their  attempts  . . to  present  a con- 
cise and  critical  resume  of  the  use  of  electrophoresis  in  clinical  medicine  with 
special  reference  to  its  most  advantageous  diagnostic  and  prognostic  usage.”  The 
Bibliography  is  excellent.  It  is  unusual  to  see  bibliographic  reference  to  THE 
YEAR  BOOK  OF  MEDICINE,  but  here  it  is  exemplary. 

C.L.R. 


This  article  has  been  compiled  from  pertinent 
literature  and  results  of  over  7,500  electrophore- 
tograms  done  in  our  laboratory.  **  Its  aim  is  to 
present  to  the  practicing  physician  a summary 
of  the  usage  of  paper  electrophoresis  in  clinical 
medicine. 

With  the  exception  of  hypogammaglobuline- 
mia, multiple  myeloma,  the  nephrotic  syndrome 
and  uncomplicated  cirrhosis,  electrophoreto- 
grams  are  not,  in  themselves,  diagnostic.  How- 
ever, in  many  instances  the  protein  patterns  will 
exhibit  some  characteristic  deviations  which 
may  be  of  diagnotstic  or  prognostic  value  when 

“The  Diagnostic  Laboratory,  Phoenix,  Arizona.  An  Ivan  Sorvall 
horizontal  paper  electrophoresis  apparatus  was  used  employing 
a barhital  buffer,  pH  8.6,  ionic  strength  0.07.5  with  a migration 
time  of  18  hours  at  2.5-3  niA.  Calculations  were  made  with 
a Spinco  Model  HB  Analytrol  and  total  proteins  were  done  rc- 
fractomctrically. 


considered  with  the  patient’s  clinical  history  and 
physical  findings. 

HYPOGAMMAGLOBULINEMIA  AND 
AGAMMAGLOBULINEMIA 

Hypogammaglobulinemia  is  a condition  char- 
acterized by  inadequate  production  of  antibod- 
ies, rendering  the  patient  susceptible  to  numer- 
ous infectious  diseases,  especially  upper  respira- 
tory infections  which  respond  poorly,  if  at  all, 
to  antibiotic  therapy.  Hypogammaglobulinemia 
may  occur  in  children  and  adults.  The  disease 
appears  to  be  both  hereditary  and  acfjuircd. 

Agammaglobulinemia  is  a rare  conditiim  in 
which  the  gamma  globulin  and  subscfiucntly  the 
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disease  fighting  antibodies  are  almost  complete- 
ly lacking.  Minute  traces  of  gamma  globulin 
are  electrophoretically  demonstrable  by  some 
methods  in  this  disease.  In  over  7,500  electro- 
phoretic studies  in  our  laboratory  only  five  cases 
of  agammaglobulinemia  have  been  encountered. 

Since  the  gamma  globulin  fraction  is  a com- 
posite of  many  proteins  and  protein  antibody 
fractions,  many  of  which  are  unknown,  the  value 
of  the  gamma  globulin  obtained  by  an  electro- 
phoretic pattern  must  be  closely  coordinated 
with  the  evaluation  of  the  patient’s  clinical  his- 
tory. A very  slight  decrease  of  gamma  globulin 
does  not  necessarily  imply  that  the  patient  is 
lacking  antibodies,  unless  the  clinical  picture 
supports  this  point  of  view.  Conversely,  a nor- 
mal gamma  globulin  does  not  presuppose  a suf- 
ficient antibody  response.  However,  electro- 
phoretic studies  in  hypogammaglobulinemia 
have  shown  sufficient  decreases  of  the  gamma 
globulin  to  be  useful  as  a rough  estimate  of  the 
severity  of  the  disease  and  its  response  to  ther- 
apy. 

PROTEIN  DEVIATIONS  IN  INFECTION 
AND  INFLAMMATION 

Perhaps  the  most  common  protein  deviations 
encountered  are  those  which  are  consistent  with 
infectious  and  inflammatory  processes.  An  in- 
creased alpha-II  globulin  is  characteristic  in 
these  protein  patterns  and  is  usually,  except  in 
mild  inflammation  or  infection,  accompanied  by 
an  albumin  decrease.  Depending  upon  the 
severity  of  the  process,  the  beta  globulin  de- 
creases, the  gamma  globulin  may  increase  and 
the  A/G  ratio  may  become  inverse. 

Among  the  infectious  and  inflammatory  dis- 
eases in  which  electrophoretograms  have  proved 
of  value  are  pulmonary  tuberculosis,  syphilis, 
and  active  ulcerative  colitis. 

In  pulmonary  tuberculosis  it  has  been  found 
that  a progressive  decrease  of  albumin,  along 
with  a jirogressive  increase  of  alpha-II  globulin, 
is  indicative  of  the  increasing  activity  and  ex- 
tent of  the  disease.  As  the  disease  becomes 
quiescent,  or  is  brought  under  control  with  anti- 
tuberculosis drugs,  these  fractions  return  to  nor- 
mal. Gilliland,  Johnson,  et  al.  (1)  consider  the 
serum  protein  changes  to  be  a far  more  sensi- 


tive index  than  the  conventionally  used  sedi- 
mentation rate. 

Electrophoretic  patterns  in  syphilis  exhibit  an 
albumin  decrease  and  an  increase  of  the  alpha-II 
and  gamma  globulin  fractions.  Successful  treat- 
ment of  the  disease  returns  these  fractions  to 
normal (2),  thus  providing  an  indication  of  the 
patient’s  progress  under  treatment. 

In  active  ulcerative  colitis  the  protein  chan- 
ges are  consistent  with  those  found  in  severe 
inflammation.  Case  studies(3)  indicate  that 
the  protein  changes  exhibit  a quantitative  varia- 
tion with  the  severity  of  the  disease. 

Space  does  not  permit  the  recording  of  the 
utilization  of  electrophoretograms  in  all  of  the 
pathological  conditions  of  an  infectious  or  in- 
flammatory nature.  Only  a few  representative 
diseases  have  been  cited  in  order  to  convey 
some  idea  of  the  usage  of  electrophoretograms  in 
following  the  progression  of  these  disorders. 

KIDNEY  DISEASES 

Glomerulonephritis  and  pyelonephritis  do  not 
produce  diagnostic  electrophoretograms.  How- 
ever, renal  pathologic  changes  of  either  type 
characteristieally  exhibit  an  albumin  decrease 
and  an  alpha  globulin  increase.  The  beta  and 
gamma  globulins  may  be  normal,  slightly  in- 
creased or  decreased.  When  glomerulonephritis 
progresses  into  the  nephrotic  syndrome  a diag- 
nostic protein  pattern  emerges.  The  albumin 
decrease  becomes  more  severe,  the  beta  and 
gamma  globulins  steadily  decrease,  and  the  al- 
pha globulins  comprise  an  increasingly  larger 
percentage  of  the  total  protein.  In  terminal 
cases  the  total  protein  has  been  seen  to  fall  as 
low  as  1. 5-2.0  gm.  % with  the  alpha  globulins 
constituting  40-60%  of  the  total  protein. 

Lipoid  nephrosis  exhibits  essentially  the  same 
protein  changes  seen  in  the  nephrotic  syndrome. 
However,  lipoid  nephrosis  may  usually  be  dis- 
tinguished by  a relative  increase  of  beta  glo- 
bulin. (4) 

The  serum  protein  pattern  of  uremia  is  eon- 
sistent  with  those  found  in  the  infectious  and 
inflammatory  processes  previously  described.  An 
increase  of  alpha  II  globulin  always  accompan- 
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CgNTPONENT 

RESULT 

COMPONENT 

NORMAL 

RESULT  1 1 

ALBUMIN 

3.13 

CMS  7. 

ALPHA- I 

0.34 

ALBUMIN 

3.6  - 4.7 

3.70  1 \ 

ALPHA-II 

0.89 

ALPHA- I 

0.2  - 0.4 

0.20  1 1 

BETA 

0.73 

ALPHA-II 

0.5  - 0.7 

0.57 

1 UNKNOWN 

0.48 

BETA 

0.8  - I. I 

0.80  1 

1 GAMMA 

0.50 

GAMMA 

0.9  - 1.2 

0.94 

j TOTAL 

6.12 

TOTAL 

6.2  - 7.8 

6.21 

1 A/G  RATIO 

1.08:1 

A/G  RATIO 


1.47:1 


FIGURE  1 NORMAL:  This  pattern  is  representative  of  average 

normal  protein  patterns.  The  graph  is  a reproduction  of  the 
actual  analytrol  graph  obtained  from  the  stained  protein  pat- 
tern. The  1 cm.  peaks  preceding  the  albumin  and  following 
the  gaimna  globulin  are  made  to  insure  correlation  between 
the  graph  and  strip. 

1. 

ies  this  condition  and  it  has  been  theorized  that 
the  alpha  II  globulin  increase  is  due  to  patholo- 
gical changes  of  the  renal  parenchyma.  Increase 
of  alpha  II  globulin,  non-protein  nitrogen  and 
creatinine  are  apparently  co-existent.  ( 5 ) 

In  the  kidney  diseases  alleviation  of  inflam- 
mation and  subsequent  tissue  repair  is  heralded 
by  a reversion  of  the  protein  fractions  toward 
normal.  In  this  respect  electrophoretograms 
may  be  eonsidered  as  valuable  as  any  other  kid- 
ney function  test  in  following  the  regression  of 
the  disease. 

LIVER  DISEASES 

In  liver  disease  electrophoretograms  may,  at 
times,  reveal  as  much  or  more  than  a battery  of 
liver  function  tests.  In  hepatocellular  damage 
the  albumin  and  one  or  both  of  the  alpha  glo- 
bulin fractions  will  be  decreased.  In  all  other 
diseases  assoeiated  with  an  albumin  deerease, 
the  alpha  globulins  will  be  normal  or  in- 
creased(6).  (We  have  found  that  this  pattern 
may  occur  when  clinieal  manifestations  of  hepa- 
tocellular damage  are  practically  negligible. ) 


FIGURE  7 UNKNOWN  PROTEIN:  The  abnormal  protein  in  this 

pattern  exhibits  the  migration  characteristics  of  a myeloma 
protein.  Intensive  study  of  this  patient  ruled  out  myeloma, 
cryo-  and  pyro-globulins.  This  unclassified  abnormal  protein 
illustrates  the  possibility  of  erroneous  interpretation  of 
an  electrophoretogram  exhibiting  small  amounts  of  abnormal 
protein. 

9 


Electrophoretie  patterns  which  may  aid  in  the 
differentiation  of  liver  disease  are  those  found 
in  cirrhosis,  xanthomatous  biliary  cirrhosis,  fatty 
liver,  viral  hepatitis,  cholelithiasis,  choleeystitis, 
and  eholestasis. 

Laennec’s  cirrhosis  produces  a striking  electro- 
phoretogram which  may  well  be  considered  diag- 
nostic. The  albumin  and  beta  globulin  fractions 
are  moderately  to  markedly  decreased;  the  alpha 
globulins  are  deereased;  the  gamma  globulin 
shows  a moderate  to  marked  increase  and  the 
A/G  ratio  is  inverse.  In  the  stained  protein  pat- 
tern the  beta  and  gamma  globulins  are  prac- 
tically fused  together,  due  to  the  increase  of 
lipoproteins,  and  the  entire  pattern  shows  a char- 
acteristic tear-drop  shape  (7-8). 

The  acute  hepatocellular  degeneration  asso- 
ciated with  many  other  liver  diseases  produces 
a pattern  similar  to  that  of  cirrhosis;  the  protein 
aberrations  may  vary  slightly  and  the  pattern 
may  or  may  not  exhibit  a tear-drop  shape.  Xan- 
thomatous biliary  cirrhosis  may  be  distinguished 
by  an  increased  beta  globulin.  In  this  disease 
the  beta  globulin  has  been  seen  to  increase  up 
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FIGURE  2 AGAMMAGLOBULINEMIA:  Electrophoretic  studies  were 

made  on  thlsadult  female  patient  for  several  years.  Her  re-* 
sponse  to  gamma  globulin  therapy  was  poor  and  a satisfactory 
serum  gamma  globulin  level  was  never  maintained.  This  pa- 
tient eventually  succumbed  to  the  many  Infectious  processes 
to  which  she  was  subject. 

3. 


FIGURE  5 CIRRHOSIS:  This  pattern  is  typical  of  the  protein 

aberrations  due  to  the  severe  hepatocellular  damage  occur- 
ring in  cirrhosis.  Note  the  decrease  of  albumin  and  alpha 
globulin  fractions  and  the  marked  increase  of  gamma  globulin 
which  is  characteristic  of  liver  cell  damage.  In  the  stained 
protein  pattern  the  fusion  of  the  beta  and  gamma  globulins 
is  due  to  an  increase  of  lipoproteins. 

4. 


to  1.7  gm.%(6).  A beta  globulin  increase  may 
alco  occur  in  fatty  liver.  In  the  cirrhotic  stage 
fatty  liver  reveals  the  protein  pattern  of  cirrhosis 
hut  again  the  beta  globulin  shows  higher  levels 
than  in  cirrhosis  alone. 

The  alpha  globulins,  especially  the  alpha  II 
globulin,  are  increased  in  viral  hepatitis,  super- 
imposing a pattern  of  infection  and  inflamma- 
tion over  the  usual  protein  changes  produced 
by  the  liver  disease.  In  the  presence  of  jaun- 
dice this  pattern  is  suggestive,  but  cannot  be 
considered  as  conclusive.  Cholelithiasis,  chole- 
cystitis and  cholestasis  may  also  present  patterns 
of  this  same  general  configuration.  In  the  latter 
diseases,  if  the  toxic  hepatic  injury  is  slight  and 
the  necrotic  tissue  areas  are  small,  the  electro- 
phoretograms  will  yield  patterns  of  the  inflam- 
matory type;  but  if  the  hepatic  injury  is  more 
extensive,  the  electrophoretic  pattern  will  be  in- 
distinguishable from  that  of  hepatitis.  In  hepatic 
disorders  due  to  extra-hepatic  biliary  obstruction, 
mechanical  injury,  or  infection,  the  alpha  globu- 
lins may  be  elevated.  In  the  case  of  biliary  ob- 
struction the  elevated  alpha  globulins  may  be 


the  only  change  occurring  in  the  protein  pattern. 
In  obstruction  where  the  hepato-cellular  damage 
is  slight,  no  significant  changes  in  the  serum  pro- 
teins are  seen  and  a normal  pattern  may  oc- 
cur ( 7 ) . 

The  evaluation  of  the  gamma  globulin  fraction 
in  an  electrophoretogram  is  of  more  prognostic 
value  than  other  liver  function  tests.  Normally 
the  liver  produces  very  little  gamma  globulin, 
but  in  liver  dyscrasias  the  stimulation  of  the  he- 
patic mesenchyme,  or  stimulation  of  extra7hepa- 
tic  mesenchyme  by  hepatic  cell  breakdown  prod- 
ucts, causes  an  abnormal  increase  of  gamma 
globulin.  This  abnormal  production  of  gamma 
globulin  is  proportional  to  the  degree  of  tissue 
damage  and  a marked  hypergammaglobulinemia 
in  hepatic  disease  signifies  a poor  prognosis  ( 7 ) . 

The  gamma  globulin  fraction  may  also  be  in- 
dicative of  more  severe  manifestations  occurring 
as  a complication  in  the  liver  diseases  in  which 
hepatocellular  damage  is  usually  slight.  Hepatic 
obstruction  does  not  usually  produce  an  increase 
of  gamma  globulin  unless  accompanied  by  a 
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moderate  degree  of  liver  cell  damage.  The  tran- 
sition of  viral  hepatitis  into  cirrhosis  may  be 
heralded  by  a persistent  increase  of  gamma  glo- 
bulin after  other  liver  survey  tests  return  to  nor- 
mal and  the  acute  clinical  symptoms  have  dis- 
appeared ( 7 ) . 

The  decreased  levels  of  albumin  found  in  liver 
diseases  are  also  a measure  of  hepatocellular 
damage  since  the  synthesis  of  this  protein  occurs 
in  the  liver.  However,  the  albumin  levels  are  of 
far  less  prognostic  value  since  liver  disease  is 
often  complicated  by  loss  of  albumin  associated 
with  ascites,  edema  and  albuminuria. 

It  must  be  stressed  that  in  order  to  utilize 
an  electrophoretic  pattern  to  its  best  advantage, 
whether  in  liver  or  any  other  disease,  there  are 
some  considerations  which  must  be  included  in 
the  evalution  of  an  electrophoretogram.  Since 
the  general  types  of  patterns  into  which  protein 
changes  must  fall  are  few,  the  presence  of  more 
than  one  disease  or  complication  will  invariably 
produce  a confusing  electrophoretogram  of  ob- 
scure significance.  For  example,  congestive  heart 
failure,  arteriosclerotic  heart  disease,  the  colla- 
gen diseases  and  some  liver  diseases  produce  the 
same  general  changes  in  the  protein  pattern,  that 
is;  decreased  albumin,  increased  gamma  glo- 
bulin, and  an  apparent  lipoprotein  increase.  The 
A/G  ratio  is  inverse.  Slight  differences  do  exist 
in  the  protein  fractions  in  these  diseases;  but 
when  hepatic  disorder  is  suspected  in  the  pre- 
sence of  one  of  the  diseases  exhibiting  this  gen- 
eral pattern,  it  is  impossible  to  ascertain  whether 
the  protein  changes  are  manifested  entirely  by 
one  disease  or  are  due  to  the  combined  action 
of  both  diseases.  The  existence  of  severe  com- 
plications or  more  than  one  disease  will,  with 
few  exceptions,  usually  invalidate  the  use  of 
electrophoresis  as  a reliable  prognostic  or  diag- 
nostic tool. 

Another  factor,  which  must  also  be  considered, 
is  that  not  too  infrequently  a normal  gamma 
globulin  may  be  found  in  liver  disease  even  in 
the  presence  of  jaundice.  Reported  cases  of 
this  occurrence  include  the  early  phase  of  acute 
hepatitis,  hepatic  amyloidosis,  fatty  liver  in  hepa- 
tic failure,  metastatic  carcinoma  and  lymphoma. 

“Our  studies  of  neoplastic  diseases  correlate  with  Mider’s  in 
one  respect.  When  the  alpha  globulins  are  both  elevated  and  the 
alpha  I Klobulin  fraction  is  increased  to  0.5  Rin.%  or  above  a 
neoplastic  process  was  discernible  in  approximately  80%  of  tbc 
cases  exhibiting  these  protein  deviations.  However,  none  of  these 
cases  could  be  classified  as  early  neoplasms. 


NEOPLASTIC  DISEASES  AND  ALLIED 
DISORDERS 

Electrophoretic  studies  did  not  meet  the  ex- 
pectation that  they  would  be  of  diagnostic  value 
in  neoplastic  diseases.  The  primary  alterations 
of  the  serum  protein  fraetions  in  neoplastie  dis- 
orders are  deereased  albumin  and  increased  al- 
pha and  gamma  globulins.  This  pattern  repre- 
sents a common  response  to  many  metabolie, 
infectious  and  functional  disorders.  This  renders 
these  patterns  almost  entirely  non-specific  (9-10). 
Mider(ll)  has  studied  electrophoretie  patterns 
in  258  cases  of  neoplastic  diseases  and  allied  dis- 
orders. His  studies  indicate  that  patterns  with 
decreased  albumin  and  increased  alpha  globulins 
are  eonsistently  found  in  neoplastic  diseases*, 
and  that  the  severity  of  these  protein  aberrations 
increases  as  the  disease  progresses.  Even  though 
these  protein  abnormalities  are  consistent,  the 
existing  consensus  of  opinion  is  that  the  prog- 
nostie  value  of  electrophoretie  patterns  is  very 
limited  in  neoplastie  disease.  For  these  protein 
changes  are  considered  as  a measure  of  the  over- 
all status  of  the  patient  and  cannot  be  used  as 
a specific  measure  of  solid  tumor  growth  or  re- 
gression ( 12 ) . 

Electrophoresis  has  been  shown  to  be  of  some 
prognostic  value  in  Hodgkins  disease  and  mul- 
tiple myeloma.  Jones  (13)  cites  cases  of  multiple 
myeloma  under  chemotherapy  in  which  both  the 
clinical  condition  and  the  serum  proteins  were 
returned  to  a normal  status.  Wall  (14)  and 
Arends(15)  in  separate  investigations  have  shown 
that  in  Hodgkins  disease  successful  irradiation 
and  chemotherapy  or  spontaneous  remission  re- 
vert the  serum  proteins  to  normal;  and  that  a 
relapse  of  inactive  Hodgkins  disease  was  her- 
alded by  significant  increase  of  the  alpha  II  and 
gamma  globulins.  These  changes  often  occurred 
even  before  lymph  node  masses  liecame  ob5'ious. 

ABNORMAL  PROTEIN  FRACTIONS 

Increasing  usage  of  electrophoresis  in  clinical 
medicine  has  brought  about  the  recognition  of 
several  abnormal  protein  fractions.  Tlie  abnor- 
mal proteins  exhibit  properties  diflerent  from 
the  normal  protein  fractions  and  ha\c  been 
shown  to  be  the  causati\e  factor  of  some  diseases 
and  the  ellect  in  others.  These  abnormal  pro- 
teins migrate  with  the  globulin  fractions,  and 
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are  most  often  seen  in  the  gamma  globulin  posi- 
tion. Abnormal  proteins  are  demonstrable  in 
electrophoretie  patterns  and  are  manifested 
either  as  a distinct  protein  fraction  which  is  dis- 
tinguishable from  the  normal  globulins  (i.e.  mye- 
loma protein),  or  as  a consistent  non-pathogno- 
monic  increase  of  a normally  occurring  globulin 
fraction. 

Of  these  abnormal  proteins,  the  macroglobu- 
lins and  cryoglobulins  have  received  wide  spread 
attention  in  the  last  several  years.  Increasing 
evidence  indicates  that  these  proteins  occur  in 
a large  number  of  disease  states.  The  macroglo- 
bulins are  technically  defined  as  high  mole- 
cular weight  (1,000,000  or  over)  globulins  pos- 
sessing an  ultracentrifuge  constant  of  15  or 
more  and  usually  averaging  around  19(16-17). 
The  19  Sf  constant  globulins  usually  migrate 
with  the  alpha  II  and  gamma  globulins  ( 17 ) . 
However,  the  macroglobulins  may  also  occa- 
sionally migrate  in  the  beta  globulin  position(16). 

Ultracentrifuge  studies  have  shown  that  the 
19  Sf  macroglobulins  are  normally  present  in 
small  amounts  in  human  sera  ranging  from  0.2 
gm.%  to  0.4  gm.%.  Macroglobulinemia  is  a poly- 
etiological  syndrome  which  may  occur  in  many 
diseases.  Increased  amounts  of  macroglobulins 
have  been  demonstrated  in  liver  cell  damage, 
nephrosis,  leukemia,  rheumatoid  arthritis,  carcin- 
oma, lupus  erythematosus,  and  arteriosclerotic 
heart  disease  (17).  The  pathologic  manifesta- 
tions of  the  macroglobulins  in  these  diseases  are 
not  yet  known.  The  only  pathological  conditions 
yet  described  in  which  the  macroglobulins  play 
an  important  role  are  the  macroglobulenemic 
purpuras. 

“Waldenstroms  macroglobulinemia”  was  the 
first  clinical  disease  entity  described  in  which 
the  macroglobulins  are  considered  as  a causative 
agent.  The  disease  is  characterized  by  lassi- 
tude, dyspnea,  and  mucosal  hemorrhage.  Physical 
examination  reveals  pallor,  edema,  painless, 
slightly  enlarged  lymph  nodes,  slight  hepato- 
splenomegaly  and  epistasis.  Electrophoretic 
studies  reveal  a consistent,  marked  increase  of 
the  gamma  globulin  fraction.  Although  it  is 
difficult  to  establish  the  difference  between  mac- 
rogammaglobulinemia  and  hypergammaglobu- 
linemia in  the  electrophoretic  pattern,  some  dif- 
ferences can  be  discerned  which  may  give  an 


indication  of  the  nature  of  the  gamma  globulin 
increase.  If  the  macroglobulins  are  present  in 
clinically  significant  amounts  the  gamma  glo- 
bulin fraction  in  which  they  migrate  will  show 
a discrete  peak.  If  the  macroglobulins  are  not 
present  in  significant  amounts  the  gamma  glo- 
bulin peak  is  broad  and  not  discrete  ( 16-20). 
Comparisons  of  patterns,  in  which  macroglobulin 
increases  are  known  to  occur,  with  patterns  ex- 
hibiting increased  fractions  not  due  to  macro- 
globulins have  consistently  substantiated  this  ob- 
servation. 

Since  Waldenstrom’s  hemorrhagic  macroglo- 
bulinemia has  been  recognized  as  a disease  en- 
tity, many  other  cases  of  hemorrhagic  diseases 
associated  with  macroglobulinemia  have  been 
reported  ( 16,18,19,20 ) . Macroglobulinemia  may 
be  the  cause  of  many  thrombotic,  hemorrhagic, 
and  purpuric  syndromes  which  occur  during  the 
course  of  diseases  affecting  the  reticulo-endothe- 
lial  system. 

Henstell  ( 18 ) and  others  ( 16,20 ) have  attempt- 
ed to  prove  the  mechanism  of  the  syndromes 
which  are  characterized  by  macroglobulinemia. 
The  general  consensus  is  that  the  macroglobu- 
lins interfere  with  the  formation  of  fibrin  by 
absorbing  some  of  the  clotting  factors  upon 
the  abnormal  globulin.  Henstell  described 
a thrombo-hemorrhagic-diathesis  in  which  some 
evidence  was  given  for  this  theory.  It  is  believed 
that,  in  the  case  of  this  diathesis,  the  clotting 
factors  go  in  and  out  of  combination  with  the 
macroglobulins.  When  the  clotting  elements 
are  in  combination  with  the  macroglobulins,  the 
situation  is  predominately  hemorrhagic.  When 
these  clotting  elements  are  released  from  the 
combination,  the  situation  is  predominantly 
thrombotic.  These  observations  were  support- 
ed by  laboratory  measurements  of  the  clotting 
factors*. 

In  the  diagnosis  of  these  syndromes,  which  may 
either  be  due  to  macroglobulinemia  or  hyper- 
gammaglobulinemia ( 20 ) , ultracentrifuge  studies 
are  not  always  readily  obtainable,  and  since  pa- 
per electrophoretic  separation  has  been  exten- 
sively used  in  the  study  of  these  diseases,  they 
have  been  proven  to  be  a fairly  reliable  screen- 
ing test  for  the  presence  of  macroglobulinemia. 

“Kenstell’s  thrombo-hemorrhage-diathesis  is  not  to  be  confused 
with  congenital  hemorrhagic  diathesis.  See  American  Journal  of 
Medicine,  Vol.  20.  pp.  79S-805,  1956. 
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COMPONENT 

RESULT 

ALBUMIN 

1.99 

ALPHA- I 

0.19 

ALPHA-II 

1.42 

BETA 

0.97 

GAMMA 

0.45 

total 

5.02 

A/G  RATIO 

0.65:1 

FIGURE  4 NEPHROSIS:  This  serum  pattern  is  representative 

of  the  nephrotic  syndrome  of  glomerular  nephritis.  An  elec- 
trophoretic study  of  the  urine  was  run  simultaneously  on 
this  patient.  The  urine  electrophoretogram  revealed  a loss 
of  1.23  albumin;  0.13  alpha-I  globulin;  0,16  beta  globulin; 
and  0,02  gm/100  ml.  gamma  globulin. 

5. 


COMPONENT 

RESULT 

ALBUMIN 

1.73 

ALPHA-I 

0.48 

ALPHA-II 

0.96 

BETA 

0,60 

GAMMA 

2.33 

TOTAL 

6.10 

A/G  RATIO 

0.39:1 

FIGURE  8 MACROGLOBULINEMIA;  This  macroglobulinemia  «as  dis- 
covered in  a child  with  disseminated  coccidiomycosis . The 
distinct  peak  in  the  analytrol  graph  along  with  the  round 
configuration  of  the  gamma  globulin  fraction  is  indicative 
of  a macroglobulin  increase.  (See  text) 


6. 


Cryoglobulins  are  technically  defined  as  glo- 
bulins precipitated  by  cold  (precipitation  oc- 
curs around  5°C).  Their  formation  may  be  re- 
lated to  an  immunological  process  which  effects 
all  or  part  of  the  gamma  globulin.  Electrophore- 
tically  the  cryoglobulins  migrate  in  the  gamma 
position  and  clinically  significant  amounts  may 
be  demonstrated  in  the  serum  protein  pat- 
terns ( 16,21 ). 

Cryoglobulinemia  is  also  a polyetiological  syn- 
drome which  may  occur  during  the  course  of 
many  diseases.  It  may  be  classified  as  essen- 
tial cryoglobulinemia  in  which  the  underlying 
cause  is  obscure,  or  as  secondary  cryoglobulin- 
emia in  which  the  formation  of  the  cryoglobulin 
is  related  to  a known  disease.  Secondary  cryo- 
globulinemia may  occur  in  multiple  myeloma, 
kala-azar,  disseminated  lupus  erythematosus, 
coronary  artery  disease,  sub-acute  bacterial  en- 
docarditis, periarteritis  nodosa,  rheumatoid  ar- 
thritis, lymphosarcoma,  lymphatic  leukemia, 
polycythemia  vera  rubra,  and  hepatic  cirrhosis 
(21). 

Some  of  the  clinical  manifestations  of  cryo- 


globulinemia include  cold  sensitivity,  purpura, 
nasal  and  oral  hemorrhage,  dyspnea,  abdominal 
distress  with  hepato-splenomegaly,  melaena, 
atypical  Raynaud's  phenomenon,  gangrene  of 
the  extremities,  mottling  of  lower  extremities, 
cyanosis,  stomatitis,  diarrhea,  deafness,  arterial 
and  venous  occlusion;  and  pulmonary  vascular 
sclerosis  may  occur  due  to  the  deposit  of  cryo- 
globulins ( 16,21,22 ) . 

The  suspected  presence  of  a cryoglobulin  in 
an  electrophoretic  pattern  may  be  confirmed  by 
eold  precipitation  or  electrophoretic  studies  be- 
fore and  after  cold  precipitation  of  the  cryoglo- 
bulins. Quantitation  of  the  cryoglobulin  may  be 
achieved  by  electrophoretic  studies  before  and 
after  cold  precipitation  or  by  the  “cryocrit”  meth- 
od of  Mackley(16).  The  cryoproteins  are  not 
entirely  restricted  to  the  globulin  fractions.  Cases 
of  cryofibrinogenemia  have  also  been  reported. 
(The  clinical  effects  of  this  disease  appear  to  be 
primarily  thrombotic. ) 

As  early  as  1933,  Wintrobe( 23 ) accurati'l)-  de- 
scribed a case  of  retinal  thrombosis  and  accom- 
panying syiujitoms  of  Ha>naud’s  disease.  Tlu' 


694 


Arizona  Medicine 


December,  1960 


COMPONENT  RESULT 


ALBUMIN 

ALPHA- I 

ALPHA-II 

BETA 

GAMMA 

TOTAL 

A/C  RATIO 


3.60 

0,18 

0.80 

0.69 

0.51 

5.78 

1.65:1 


JU 


FIGURE  3 HYPOGAliMAGLOBULINEMIA:  This  pattern  is  typical  of 

the  hypogammaglobulinemia  found  in  children.  In  the  majority 
of  cases  studied  the  gamma  globulin  ranged  between  0.5  and 
0.75  gm.7..  An  increased  alpha-II  globulin  is  frequently 
found  due  to  the  repeated  infectious  and  inflammatory  proces- 
ses occurring  in  this  disease. 


7. 


symptoms  in  this  case  compare  with  the  now 
recognized  symptoms  of  secondary  cryoglobulin- 
emia. From  past  and  present  recognition  of  the 
diverse  manifestations  of  cryoglobulinemia,  it  is 
becoming  increasingly  evident  that  this  syn- 
drome is  not,  nor  has  been  in  the  past,  a rare 
occurrence  in  clinical  medicine.  The  advent  of 
electrophoresis  and  other  laboratory  procedures 
has  only  increased  the  awareness  of  its  occur- 
rence. The  presence  of  a cryoglobulin  may  also 
indicate  the  presence  of  macroglobulins  since 
these  abnormal  proteins  often  occur  together 
( 16,20,21 ) , presenting  clinical  manifestations  of 
both  the  cryo-  and  macroglobulins. 

Pyroglobulinemia  is  the  antithesis  of  cryoglo- 
bulinemia. The  pyroglobulins  are  precipitated 
or  gelled  in  the  presence  of  heat  (40-60°F)  and 
most  often  occur  in  cases  of  multiple  myeloma. 
However,  these  heat-cogulable  globulins  may 
be  present  in  pathological  conditions  not  related 
to  myeloma  (24).  The  clinical  symptoms  oc- 
curring in  the  presence  of  pyroglobulinemia  are 
similar  to  some  of  those  which  are  co-existent 


FIGURE  6 MULTIPLE  MYELOMA:  This  case  of  multiple  myeloma 

had  been  previously  diagnosed  on  the  basis  of  bone  marrow 
x-ray  studies.  The  quantity  of  myeloma  protein  demon- 
strated is  about  average;  however,  the  abnormal  protein  may 
range  from  0.5  to  10.0  gm.%. 


8. 


with  cryoglobulinemia.  Pyroglobulins  have  been 
associated  with  a few  diseases,  such  as  lympho- 
sarcoma, but  in  some  eases  pyroglobulins  were 
present  in  clinically  healthy  individuals.  ( Hyper- 
globulinemia  occasionally  being  the  only  abnor- 
mal finding  ( 24 ). ) Unfortunately  the  study  of 
the  pyroglobulins  has  been  very  limited,  and 
very  little  is  known  about  the  heat  coaguable 
globulins. 

Myeloma  proteins  are  perhaps  the  most  widely 
recognized  abnormal  proteins  encountered  in 
electrophoretic  studies.  The  myeloma  protein 
of  the  serum  and  the  Bence  Jones  protein  of 
the  urine  are  high  molecular  weight  proteins, 
however,  their  molecular  weight  is  much  less 
than  either  the  macro-  or  cryoglobulins.  The 
myeloma  protein  of  the  serum  possesses  a mole- 
cular weight  of  160,000-200,000(25)  and  the 
Bence  Jones  protein  of  urine  has  a molecular 
weight  of  approximately  37,000  ( 24 ) . It  has  been 
suggested  that  Bence  Jones  protein  may  be  a 
precursor  or  an  abortive  product  of  serum  mye- 
loma globulin  synthesis.  Benee  Jones  protein 
occurs  in  both  urine  and  blood  (26).  Its  occur- 
rence in  the  urine,  in  the  absence  of  abnormal 
serum  proteins,  does  not  always  conclude  a mye- 
loma (24).  (Bence  Jones  protein  may  also  occur 
in  the  serum  and  may  not  be  demonstrable  in 
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the  urine (26).) 

When  serum  myeloma  proteins  are  present  in 
sufficient  concentration  to  be  electrophoretically 
demonstrable,  they  may  migrate  in  any  of  the 
globulin  regions  from  alpha  to  gamma.  The 
myeloma  protein  most  commonly  migrates  in  the 
gamma  globulin  region.  Very  occasionally  the 
myeloma  protein  may  migrate  in  the  beta  posi- 
tion and  on  very  rare  occasions  in  the  alpha  posi- 
tion. 

The  quantity  of  abnormal  serum  protein  does 
not  seem  to  correlate  with  the  severity  of  the 
clinical  manifestations.  In  two  cases  of  pre- 
viously undiagnosed  multiple  myeloma  encoun- 
tered by  the  authors,  the  myeloma  protein  ex- 
ceeded 7 gm.%. 

In  addition  to  the  recognized  macroglobulins, 
cryoglobulins  and  myeloma  proteins,  the  authors 
have  been  fortunate  enough  to  observe  several 
cases  in  which  the  small  quantities  of  abnormal 
protein  could  not  be  classified  as  cryoglobulins, 
or  myeloma  proteins,  nor  did  they  exhibit  the 
symptomatology  of  macroglobulinemia.  In  one 
such  case  an  abnormal  protein  was  demonstrated 
three  times  on  two  different  serum  samples.  At 
this  time  the  only  gross  abnormal  physical  find- 
ing was  an  enlarged  liver.  Over  a month  later 
the  liver  enlargement  had  regressed  and  the  ab- 
normal protein  was  not  demonstrable.  Another 
patient,  who  subsequently  went  to  Mayo  Clinic, 
exhibited  a persistent  unexplainable  abnormal 
protein.  This  patient  had  suffered  a severe  re- 
action to  a scorpion  sting  some  time  previously. 
Another  patient  who  suffered  from  auto-agglu- 
tination also  exhibited  an  abnormal  protein. 

Since  these  abortive  proteins  can  occur  and 
disappear  from  some  obscure  disturbance  of  pro- 
tein metabolism  it  must  be  concluded  that  a 
diagnosis  of  multiple  myeloma  or  cryoglobulin- 
emia must  be  carefully  considered  in  patients 
exhibiting  small  quantities  of  abnormal  serum 
proteins. 

SERUM  LIPOPROTEINS 

Within  the  last  few  years  paper  electrophore- 
sis has  been  used  extensively  in  the  study  of 
atherosclerosis.  The  ultimate  aim  of  the  fer- 
vent research  conducted  in  the  field  of  lipid 


chemistry  and  electrophoresis  is  to  detect  and 
predict  the  coronary  artery  diseases  which  are 
pathologically  related  to  lipid  transport  and  me- 
tabolism. The  serum  proteins,  stained  by  the 
usual  methods  (i.e.  bromphenol  blue)  have  not 
been  found  to  be  of  any  value  in  either  the 
diagnosis  or  the  prognosis  of  atherosclerotic  dis- 
ease. When  the  electrophoretically  separated 
serum  proteins  are  stained  with  a lipid  dye,  a 
characteristic  pattern  emerges  which  is  repre- 
sentative of  the  lipid  content  of  the  serum  pro- 
teins. Although  small  amounts  of  lipids  migrate 
in  association  with  all  of  the  serum  protein  frac- 
tions, the  fractions  which  seem  to  be  an  index 
of  atherogenic  activity  are  the  alpha  and  beta 
lipoproteins  ( 27,28 ) . The  alpha  lipoprotein  mi- 
grates in  the  region  of  the  albumin  and  alpha 
I globulin.  The  beta  lipoprotein  migrates  in  the 
beta  globulin  position.  The  alpha  and  beta  lipo- 
proteins carry  almost  all  of  the  serum  lipids.  The 
alpha  lipoprotein  (under  normal  conditions) 
is  composed  of  50%  protein,  25%  cholesterol, 
and  25%  phospholipid;  the  beta  fraction  is  25% 
protein,  50%  cholesterol,  and  25%  phospho- 
lipid (29).  Electrophoretic  and  other  studies 
(ultracentrifuge,  chemical  analysis)  have  asso- 
ciated the  occurrence  of  atherogenic  activity 
with  abnormalities  occurring  in  the  serum  lipo- 
proteins. In  electrophoretic  studies  an  increased 
beta  lipoprotein  and  a decreased  ratio  of  alpha 
lipoprotein  to  total  lipoprotein  has  been  found 
in  atherosclerosis  ( 27-28 ) . 

Smith  (30)  has  compared  the  sera  of  normal 
patients  and  those  with  peripheral  and  coronary 
artery  diseases  and  has  demonstrated  a pre-beta- 
lipid  fraction  in  association  with  myocardial  in- 
farction. However,  the  demonstration  and  quan- 
titation of  this  fraction  has  no  definitive  value. 

Lipoprotein  studies  have  not  been  used  to 
any  great  extent  as  a routine  clinical  procedure. 
There  are  a number  of  reasons  for  its  restricted 
use.  Research  has  continued  at  such  a fast  pace 
that  methodology  almost  becomes  obsolete  by 
the  time  it  is  published.  The  terminology  and 
normal  values  are  not  consistent  and  may  not, 
in  many  instances,  be  comparable  \\'ith  other 
results  in  the  same  field  of  endeavor.  Staining 
methods  are  expensive,  tedious  and  difficult  to 
standardize,  making  them  impractical  for  rou- 
tine usage.  In  addition  to  the  wide  \ariatiou 
of  methodology,  clectrophoctic  separation  of  the 
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CHART  A 


ALKALI*** 


SICKLE  DENATURIZATION 

RACIAL  DEMONSTRABLE  CELL  TARGET  FETAL  HEMOGLOBIN 

CONDITION PREDOMINANCE  HEMOGLOBINS  COURSE  PHEN.  CELLS  HYPOCHROMIA  MICROCYTOSIS  AS  7.  TOTAL  HGB. 


Normal 

A 

Less  than  57. 

Sickle  Cell  disease 

Negro 

S 

Severe 

Fob  . 

/ 

Slight 

Up  to  407. 

Sickle  Cell  trait 

Negro 

A/S 

Asymptomatic 

Pos . 

/ 

Sickle  Cell-Thal 

Itaiian-Greek 
Negro*  Mex. 

A/S** 

Severe 

Pos. 

/// 

Marked 

Marked 

Up  to  207. 

Sickle  Cell-C 

Negro 

S/C 

Mod. to  severe 

Pos . 

/// 

Slight-Mod. 

Slight 

Up  to  107. 

Sickle  Cell-D 

Negro, Indian 
Caucasian 

S/D 

Mod, to  severe 

Pos . 

/ 

Slight 

Slight 

Sickle  Cell-G 

Negro 

S/G 

Asymptomatic 

Pos . 

/ 

Hgb-C  disease 

Negro 

C 

Moderate 

//// 

Very  slight 

Very  alight 

Up  to  77. 

Kgb-C  trait 

Negro 

A/C 

Asymptomatic 

/// 

Hgb-C  Thai 

Negro 

A/C 

Mild 

/// 

Very  dlght 

Slight 

Rgb-D  disease 

Negro, Indian 
Caucasian 

D 

Mild 

// 

Slight 

Slight 

Hgb-D  trait 

Negro 

A/D 

Asymptomatic 

Hgb-E  disease 

Orientals 

E 

Mod. -severe 

//-/// 

Slight-Mod. 

Hay  be  sligjitfy  over  51 

Kgb-E  trait 

Orientals 

A/£ 

Asymptomatic 

li^-E  Thai 

S.E.  Asians 

S7E 

Mod. -severe 

/// 

Moderate 

Marked 

Up  to  4U7. 

Hgb-G  disease 

Negro 

G 

Asymptomatic 

Hgb-G  trait 

Negro 

A/G 

Asymptomatic 

Kgb-H  Thai 

Chinese 

aTh 

Mod. -severe 

/ 

Slight 

Slight 

Ilsb-I  trait 

Negro 

A/I 

Asymptomatic 

* Rare  in  the  Negro  race. 

Thalassemia  hemoglobin  denoted  A2  demonstrable  only  by  starch  electrophoresis. 

Some  authors  report  these  percentages  in  lower  values  than  stated  here;  however,  Huisman,  Clin.Chem. ; 3:382,  57 
expresses  doubt  that  the  current  methods  are  suitable  for  the  quantitation  of  percentages  lower  , than  5%. 


lipoproteins  has  not  yet  shown  consistent  ab- 
normalities which  may  be  of  value  in  the  diag- 
nosis of  atherogenic  activity. 

ANEMIA  AND  ABNORMAL  HEMOGLOBINS 

Electrophoretic  studies  have  unveiled  the  un- 
derlying inborn  errors  of  a number  of  idiopathic 
anemias.  A case  of  unexplained  anemia  has  been 
attributed  to  a beta  globulin  abnormality.  In 
this  case  the  beta  globulin  fraction  was  not  elec- 
trophoretically  demonstrable  ( 31 ) . Since  the  beta 
globulin  carries  the  iron  binding  globulin,  trans- 
ferrin or  siderophyllin,  the  absence  of,  or  very 
low  levels  of  beta  globulin,  seems  indicative  that 
the  normal  pathway  for  the  transfer  of  iron  is 
not  available.  This  laboratory’s  separation  of 
the  serum  proteins  in  several  cases  of  apparent 
iron  deficiency  anemia,  which  responded  poor- 
ly to  therapy,  showed  low  beta  globulin  levels. 
However,  a lowered  beta  globulin  is  not  always 
an  acceptable  criterion  for  the  explanation  of 
poor  therapeutic  response  in  iron  deficiency 
anemia,  since  lowered  beta  globulin  levels  often 
occur  in  other  diseases  (i.e.  hypogammaglobulin- 
emia, severe  infection  and  inflammation)  with- 
out any  evidence  of  co-existent  anemia. 


Since  the  first  demonstration  of  the  electro- 
phoretic characteristics  of  hemoglobins  in  1948, 
a total  of  ten  different  hemoglobins  have  been 
demonstrated  ( 32-33 ) . These  hemoglobins  have 
been  designated  A (normal),  E (fetal,  S (sickle 
cell),  C,  D,  E,  G,  H,  I,  and  J.  Some  of  the 
abnormal  hemoglobins  are  demonstrated  in  a 
true  homozygous  state.  It  will  be  noted  in  Ghart 
A that  the  simple  heterozygous  or  trait  conditions 
of  these  abnormal  hemoglobins  are  generally 
asymptomatic  and  do  not  give  rise  to  morpho- 
logical abnormalities  of  the  blood,  except  for 
the  presence  of  target  cells  in  hemoglobin  G 
trait.  However,  any  of  these  hemoglobins  may 
be  found  in  an  heterozygous  combination  with 
thalassemia  resulting  in  a moderate  to  severe 
hemolytic  anemia. 

Eor  the  differentiation  of  the  various  hemolytic 
anemias  careful  examination  of  erythrocyte 
morphology,  electrophoretic  separation  of  hemo- 
globin, and  results  of  alkali  denaturization  are  of 
extreme  importance. 

The  alkali  denaturization  is  a test  for  the 
detection  and  quantitation  of  F hemoglobin.  At 
the  time  of  birth  F hemoglobin  comprises  55-98% 
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of  the  total  hemoglobin  ( 34 ) . At  the  end  of  12- 
18  months  the  F hemoglobin  value  has  decreased 
to  less  than  5%  which  is  considered  the  normal 
adult  value. 

Although  F hemoglobin  may  be  demonstrated 
electrophoretically,  the  alkali  denaturization  test 
is  necessary  for  the  quantitation  of  fetal  hemo- 
globin since  the  electrophoretic  mobility  of 
hemoglobin  F does  not  allow  accurate  quanti- 
tation of  the  lower  percentile  values.  Since  any 
amount  of  F hemoglobin  above  5%  in  an  adult 
is  considered  pathological,  the  alkali  denaturiza- 
tion test  is  essential  in  the  classification  of  some 
of  the  hemolytic  anemias.  It  will  be  noted  in 
Chart  A that  the  F hemoglobin  value  is  ele- 
vated in  most  of  the  hemolytic  anemias  in  which 
thalassemia  is  evident  in  combination  with  other 
abnormal  hemoglobins.  In  thalassemia  major 
the  percentage  of  F hemoglobin  demonstrable 
may  be  as  high  as  90%  of  the  total  hemoglobin. 

SUMMARY 

The  authors  have  attempted  to  present  a con- 
cise and  critical  resume  of  the  use  of  electrophor- 
esis in  clinical  medicine  with  special  reference 
to  its  most  advantageous  diagnostic  and  prog- 
nostic usage.  The  references  listed  are  major 
works  which  are  corroborated  by  many  other 
investigators,  or  are  individual  findings  which 
are  substantiated  by  valid  research.  The  results 
of  electrophoretic  studies  performed  in  this  la- 
boratory are  correlated  with  the  existing  litera- 
ture. 
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SECOND  ANNUAL  AWARD  FOR  PRIZE-WINNING  PAPER 

March  15th  is  the  deadline  for  accepting  original  papers  to  he  entered  in  open 
competition  and  judged  by  the  Scientific  Assembly  Committee  for  the  second 
annual  award. 

The  Association  has  established  this  award  “to  stimulate  research  and  original 
clinical  effort”  and  to  recognize  the  best  scientific  presentation  by  an  Arizona 
physician. 

The  successful  entry  will  be  read  by  the  author  during  the  convention,  and 
the  award,  a bronze  plafpie,  will  he  presented  at  the  president’s  dinner  dance. 
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Experiences  with  Intravenous 
Abdominal  Aortagraphy 

A Report  of  Fifteen  Cases 

By 

George  A.  Gentner,  M.D/‘ 

and 

K.  Herbert  Huber,  M.DJ 





This  is  to  h^>a  section'  on  roentgenology,  and  we  hope  to  make  this  q,  regular 
feature  of  cae%  issue  of  ihe_jdurnat>  ,.-//< 

, The  many  fme  roentgenologists  in  the' State  of  Arizona  are  respectfully  and 
earnestly  requested  to  contribute  to  this  sectiori. -Articles  or  case  reports  will  be 
equally  accepted.  Special  care  i0ll  be  taken  in  the  future  to  try  and  ensure  accep- 
table reproductions  of  roentgenograms.  ^^0 
Jt  is  requested  that  materiak^  submitted  be  typewritten  (double  spaced)  and 
carefully  edited,  ^)ihe  author, ;^his  will  fdiU^^MW'' task  of  the  section  editor. 
Photographic  cop^  of  roenfg^wgmms  sh^fdd  be  carefully  prepared  and  suit- 
ably cropped  b'efofe  sifbmissi&0(  Glossy  prints,  approximately  3 inches  square, 
would/he^M(dm§i,  [ ■ 1?^; 


If--' 


&>-  . S , 


T HIS  report  is  based  on  a study  of  fifteen  cases 
of  intravenous  aortography  performed  at  Mari- 
copa County  General  Hospital,  Phoenix,  Arizona. 

Intravenous  aortography  is  not  new.  It  has 
developed  gradually  over  a period  of  years  as  a 
hy  product  of  the  nephrogram  and  nephrotomo- 
gram techniques.  The  nephrogram  technique 
was  developed  following  Robb  and  Steinberg’s 
work  on  angiocardiography.  When  a nephro- 
gram was  made  using  a rapid  change  cassette 
it  was  noted  the  great  vessels  in  the  abdomen 
were  demonstrated  occasionally.  Weems,  et 
al.,(l)  reported  successful  aortograms  in  1948 
using  70  per  cent  Diodrast  intravenously.  Wall 
and  Rose(2)  demonstrated  the  abdominal  aorta 
in  fifty  per  cent  of  the  films  of  their  series  in 
1951  using  Urokon  Sodium  70  per  cent.  Inter- 

“Department  ot  Radiology,  Maricopa  County  General  Hospital, 
I'hoenix,  Arizona. 

fResident  in  Surgery,  Maricopa  County  General  Hospital, 
I’bocnix,  Arizona. 


est  declined  until  recently  when  90  per  cent 
Hypaque  and  85  per  cent  Cardiografin  were 
developed,  as  these  contrast  media  are  appar- 
ently less  toxic  than  the  media  previously  used. 
Also  previously  the  intravenous  techniques  used 
did  not  consistantly  demonstrate  the  aorta. 

In  1958  Rernstein,  et  al.,(9)  reported  consis- 
tantly successful  aortograms  using  intravenous 
injections  of  90  per  cent  Hypaque  and  85  per 
cent  Cardiografin.  They  used  Renografin 
and  a scintillation  counter  to  determine  the  arm 
vein  to  abdominal  aorta  circulation  time.  They 
at  first  used  a rapid  change  cassette,  but  later 
changed  to  a prolonged  (six  second)  exposure. 
This  technique  has  the  disadvantage  that  it  can- 
not be  used  at  smaller  hospitals  because  of  ex- 
pense and  ready  availability  of  equipment. 

Another  technique  developed  and  reported 
by  Steinberg,  et  al.,(13)  needs  no  special  equip- 
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Fig.  I.  Case  2.  Aortasclerosis 


ment  and  can  be  accomplished  at  any  institu- 
tion. It  was  the  purpose  of  this  study  to  dupli- 
cate the  reported  results  using  the  Steinberg 
technique.  There  have  been  no  complications 
reported  using  the  Steinberg  or  the  Bernstein 
techniques. 

TECHNIQUE  FROM  STEINBERG 

After  the  determination  of  the  Decholin  cir- 
culation time  from  an  antecubital  vein,  Icc./kg. 
body  weight  of  90  per  cent  Hypaque  is  injected 
as  rapidly  as  possible  in  the  antecubital  veins 
of  both  forearms  ( one  half  dose  in  each  arm ) 
and  a KUB  film  is  taken  using  a three  to  five 
second  exposure,  starting  the  exposure  one  half 
seeond  after  the  predetermined  circulation  time. 
The  injection  is  made  through  a large  bore 
needle  (Robb  12  guage  angiocardiograjihie 
needle)  or  a cut  down  (No.  280  polyethelene 
tubing).  Patients  are  pretested  for  sensitivity 
to  Hypaque. 

RESULTS 

Roentgenograms  were  evaluated  on  the  basis 
that  they  could  or  could  not  be  interpreted  with 


accuracy.  A film  was  rated  as  satisfactory  if 
there  was  sufficient  opacification  of  the  aorta 
for  reasonable  interpretation.  The  films  were 
rated  as  unsatisfactory  if  they  could  not  be 
interpreted  accurately,  even  though  some  degree 
of  opacification  was  present. 

A second  injection  can  be  made  immediately 
if  unsatisfactory  films  are  obtained.  This  was 
done  in  six  cases  in  our  series,  the  second  film 
being  satisfaetory  in  two  instanees. 

Classifying  the  films  on  this  basis  66.6  per 
cent  of  the  aortograms  were  satisfactory  for 
diagnostic  purposes.  Some  degree  of  opacifiea- 
tion  of  the  abdominal  aorta  was  present  and  ex- 
cellent nephrograms  were  obtained  in  all  cases. 

The  last  case  shown  on  the  table  was  an  at- 
tempt at  eerebral  arteriography  by  the  same 
teehnique.  The  main  branehes  of  the  aorta, 
vertebrals  and  subclavian  vessels  visualized  well, 
but  there  was  too  much  capillary  filling  to  be 
able  to  interpret  the  cerebral  films.  It  is  felt 
that  refinement  of  the  technique  might  improve 
the  possibility  of  successful  cerebral  arteriograms 
with  the  intravenous  method. 
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SIDE  REACTIONS 

All  of  our  patients  experienced  a “hot  flash” 
a few  seconds  after  the  injection.  This  is  a 
known  reaction  witli  the  use  of  Hypaque  and 
it  may  have  been  intensified  by  excessive  warm- 
ing of  the  contrast  material  to  make  it  more 
fluid  and  easier  to  inject,  but  the  latter  is  doubt- 
ful. 

Two  patients  became  nauseated  following  the 
injection,  but  did  not  vomit.  A third  patient 
became  nauseated  with  associated  vomiting  fol- 
lowing the  injection  of  Decholin.  Another  pa- 
tient experienced  abdominal  cramps,  nausea  and 
vomiting  approximately  one  hour  after  the  in- 
jection of  the  contrast  material,  but  this  reaction 
occurred  while  a retroperitoneal  air  study  was 
being  performed  and  it  was  not  classified  as  a 
side  reaction  of  the  aortogram. 

Dosage  of  Hypaque  ranged  from  50cc.  to 
I60cc.  for  each  patient,  the  larger  dose  being 
in  patients  where  the  procedure  was  repeated 
immediately.  An  elevated  BUN  was  not  used 
as  a contraindication  to  the  procedure,  and  there 
seemed  to  be  no  additional  effect  from  the  larger 
doses  used. 


Fig.  3.  Case  5.  Absent  Left  Renal  Artery  and  Kidney— Congenital. 


Fig.  4.  Case  3.  Typerhephroma,  Left  Kidney. 


A BUN  and  urinalysis  was  obtained  on  all 
patients  before  and  after  the  test.  The  lowest 
preaortogram  BUN  is  reported  where  more  than 
one  is  available  and  the  highest  post  aortogram 
BUN  is  reported,  even  though  some  of  these  pa- 
tients had  renal  surgery  in  the  interim.  (See 
Table).  There  was  no  essential  change  in  the 
urinalysis. 

COMMENTS 

Although  we  were  unable  to  duplicate  Stein- 
berg’s reported  results,  we  did  have  reasonable 
success  with  intravenous  aortography.  It  is  felt 
that  more  rigid  criteria  for  the  selection  of  pa- 
tients would  have  increased  the  per  cent  of 
satisfactory  films.  The  patients  in  our  series 
ranged  from  39  to  82  years  of  age,  with  an 
average  age  of  66  years.  A few  of  these  pa- 
tients were  debilitated  with  their  disease,  or  in 
border  line  cardiac  failure.  If  these  patients 
were  eliminated  there  would  be  a considerable 
increase  in  the  per  cent  of  successful  cases. 

It  should  also  be  noted,  from  the  table,  that 
a number  of  ancillary  diagnosis  can  be  made 
using  the  procedure,  even  when  the  aorta  does 
not  visualize  well,  especially  in  the  urologic  field. 
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TABULATION  OP  CASES 


CASE 

SEX 

AGE 

CLINICAL  DIAGNOSIS 

PRE 

BUN 

mg.^ 

POST 

BUN 

mK.% 

DECHOLIN 

CIRCULATION 

TIME 

SECOND 

INJECTION 

QUALITY  OF 
AORTOGRAM 

XHAY  DIAGNOSIS 

OPERATION 

1 

F 

39 

H.  0,  Aortic 
Aneurysm 

15.0 

12.5 

14.0  Sec. 

No 

Sati sfactory 

Normal 

Aortogram 

None 

2 

F 

76 

R.  0.  Aortic 
Aneurysm 

33.0 

28.5 

14.0  Sec. 

No 

Satisfactory 

Aorticsclerosis 

Normal 

Nephrogram 

None 

3 

F 

74 

Tumor  Left  Kidney 

17.5 

30.0 

12.0  Sec. 

Yes 

Satisfactory 

Normal 
Aortogram 
Hypernephroma 
Left  Kidney 

Left  Neph- 
rectomy for 
Hypernephoma 

h 

F 

82 

Cyst  or  Tumor 
Left  Kidney 

18.0 

27.0 

13.0  Sec. 

les 

Unsatisfactory 

Hypernephroma 
Left  Kidney 

None  - Dx. 
Conf irmed 
at  Autopsy 

5 

F 

88 

R.  0.  Absence  of 
Left  Kidney 

22.0 

20.0 

15.0  Sec. 

No 

Satisfactory 

Absent  Left 
Renal  Artery 
and  Kidney  - 
?Congenltal 

None 

6 

M 

65 

Tumor  Left  Kidney 

22.0 

22.0 

14.0  Sec. 

Yes 

Unsatisfactory 

Hypernephroma 
Left  Kidney 

Resection 
Large  Renal 
Cyst 

7 

M 

75 

R.  0.  Right  Iliac 
Artery  Occlusion 

17.5 

28.5 

16.0  Sec. 

No 

Satisfactory 

Advanced 

Arteriosclerosis 

BK 

Amputation 

8 

n 

60 

H.  0.  Thrombosis 
Right  Iliac  Artery 

30.0 

20.0 

13.0  Sec. 

Yes 

Satisfactory 

Right  External 
Iliac  Artery 
Occlusion 

Attempted 

Embolectomy 

9 

F 

57 

H.  0. 

Pheochromoevtoma 

18.5 

20. 0 

14.5  Sec. 

No 

Satisfactory 

Normal  Aortogram 
and  Nenhroeram 

Exploratory 

Laoorotom.v 

10 

M 

50 

Arteriosclerotic 
Gangrene  Right 
Foot  ?Thrombosis 

11.5 

11.5 

10.5  Sec. 

No 

Unsatisfactory 

Normal 

Nephrogram 

Right 
Hid  Thigh 
Amuutation 

11 

M 

67 

Aneurysm  Abdominal 
Aorta 

i6.o 

26.5 

17.0  Sec. 

No 

Sati sfaotory 

Abdominal  Aortic 
Aneurysm 

Resection  of 
Aneurysm 
Witb  Dacron 
Graft 

12 

K 

57 

Thrombosis  Right 
Iliac  Artery 

32.0 

44.5 

12.2  Sec. 

No 

Satisfactory 

Riding 

Thrombus 

Attempted 

Thrombectomy 

13 

F 

73 

Aortic  Aneurysm 

24.0 

''  r9.5' 

20.4  Sec. 

ies 

Unsatisfactory 

Normal  Aortic 
Bifurcation  and  d 
Hiac  Vessels 

None 

14 

H 

80 

Bilateral  Iliac 
Artery  Aneurysm 

41.5 

30.0 

18.0  Sec. 

Yes 

Unsatisfactory 

Right  Hydro- 
nephrosis with 
Nonfunction 
Left  Kidney 

Supracondylajr 

Amputation 

Right 

15 

F 

70 

R,  0.  Aortic 
Aneurysm 

17.5 

22.0 

10,0  Sec, 

No 

Satisfactory 

Nonfunction 
Left  Kidney 

None 

F 

48 

R.  0.  Intracranial 
Neoplasm 

32.0 

21.0 

10.5  Sec. 

Yes 

Unsatisfactory 

Cerebral 

Arteriogram 

Normal 

Vertebral  and 
Carotid  Arteriei 
Normal 
Pveloeram 

None 

CONCLUSIONS 


When  aortography  is  indicated,  the  intraven- 
ous technique  is  reasonably  safe  and  satisfac- 
tory films  can  be  expected  in  66.6  per  cent,  or 
more,  of  the  cases.  If  a failure  occurs  this  does 
not  eliminate  the  possibility  of  a translumbar  or 
retograde  attempt  being  made  later. 


AUTHORS’  NOTE 


We  wish  to  express  our  gratitude  to  Ernest  E. 
Born,  M.D.,  surgical  resident  at  Maricopa  Coun- 
ty General  Hospital  for  his  assistance  during 
these  tests. 
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Rapid  peak  attainment  — for  early  control  — 

KYNEX®  Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours'  ^ ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  — 

More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.*  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.  ^ 


Extremely  low  toxicity^  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies'  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation^  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus,  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 
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NOTE:  Investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
lent to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
erate overdosage  may  produce  side  effects,  Thus,  the 
single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage: 
'Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage:  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Vi  teaspoonfui  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over:  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW~for  acute  G.U.  infection  AZO-KYNEX"'  Phenylazodiaminopyridine  HCI  Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 
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Children’s  Common  Orthopaedic  Problems 
Of  the  Lower  Extremities* 

E.  R.  Schottstaedt,  M.D. 

L.  J.  Larsen,  M.D. 

R.  K.  Ashley,  M.D. 

J.  N.  Callander,  M.D. 

Shriner's  Hospital  for  Crippled  Children 
San  Francisco  Unit 
University  of  California 
Department  of  Orthopaedic  Surgery 


At  the  Arizona  State  Medical  Association  Meeting  in  Scottsdale  Dr.  E.  R. 
Schottstaedt  of  San  Francisco  gave  a couple  of  very  timely  papers  on  orthopedic 
problems.  The  paper  on  the  lower  extremities  where  he  discussed  the  common 
oiihopedic  problems  in  relation  to  the  feet  and  knees  was  of  particular  interest 
to  pediatricians  and  general  practitioners  as  well  as  to  the  orthopedic  surgeons. 

Most  of  these  problems  are  not  too  serious  and  can  be  handled  well  with 
the  conservative  measures  outlined  by  Dr.  Schottstaedt.  Of  particular  interest 
to  the  parents  is  the  pronation  or  valgus  of  the  feet  with  weight  bearing  and 
the  internal  torsion  or  toeing-in  as  they  are  learning  to  walk.  In  many  of  these 
instances  the  sleeping  habits  of  the  child  have  to  be  altered,  and  the  use  of  the 
appliances  as  he  has  outlined  gives  very  satisfactory  results. 

.4^^,  . ALS 


T 

1 HE  pediatrician,  orthopaedic,  and  general 
practitioner  are  vitally  concerned  with  the  gait 
and  postural  variations  and  attitudes  in  the  child 
from  infancy,  especially  through  the  ages  of  5 
and  6.  Usually  the  problem  ceases  to  demand 
the  focus  of  attention  by  this  time  for  the  prob- 
lem is  either  solved  or  the  plan  of  proposed  pro- 
cedure is  well  outlined. 

These  conditions  for  which  our  advice  is  con- 
stantly sought  divide  themselves  into  those  re- 
lating to  the  foot,  rotational  lower  extremity 

“Presented  at  the  annual  meeting  of  The  Arizona  Medical 
Association,  Scottsdale,  May  4-7,  1960. 


problems,  varus  or  valgus  of  the  knee,  and  recur- 
vatum. 

PES  PLANUS 

The  most  common  foot  problem  is  that  of 
valgus,  pes  planus,  or  eversion  as  one  cares  to 
designate  it.  There  is  some  difference  of  course 
in  the  meaning  of  these  different  terms,  but  they 
are  all  used  to  designate  the  flatfoot. 

The  child  until  the  age  of  3 years  has  no  arch, 
or  a poorly  developed  arch,  yet  some  children 
demonstrate  excessive  or  valgus  beyond  the  nor- 
mal for  their  age  group.  Here  there  is  an 
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obvious  bulge,  and  outward  angulation  of  the 
forefoot  on  the  hindfoot.  The  os  calcis  assumes 
an  inclination  into  valgus  of  from  10  to  15  de- 
grees. The  foot  may  not  have  a demonstrably 
tight  tendo-achillis  though  the  calf  may  be  func- 
tionally overactive.  The  foot  is  flexible  and  can 
be  easily  corrected  in  contradistinction  to  the 
rigid  foot  with  congenitally  short  tendo-achillis 
and  plantar  flexed  talus  which  are  more  rarely 
seen. 

These  feet  will  also  show  a plantar  flexed 
talus  but  the  flexibility  of  the  foot  is  a distin- 
guishing feature.  This  division  of  flexible  flat- 
foot  is  arbitrary  and  a matter  of  degree.  Cer- 
tainly the  average  flatfoot  in  the  child  does  not 
require  plaster  correction,  but  the  more  severe 
cases  do  better  with  specific  treatment. 

This  classically  consists  of  plaster  casts,  either 
short  leg  or  long  leg,  depending  on  the  physi- 
cian’s choice.  The  casts  should  be  changed 
weekly  during  the  period  of  rapid  foot  growth, 
but  usually  every  two  weeks  will  be  enough  to 
keep  up  with  growth  and  cast  breakage. 

Treatment  should  extend  over  at  least  3 
months.  The  foot  should  be  held  in  heel  varus, 
heel  dorsiflexion  (calcaneus)  with  eversion  of 
the  forefoot  upon  the  heel.  This  is  not  to  be 
confused  with  the  position  of  inversion  of  both 
the  forefoot  and  heel. 

Following  plaster  correction  a modified  Dennis 
Brown  bar  is  used  holding  the  feet  in  inversion, 
and  a standard  Thomas  heel  built  so  that  there 
will  be  a %”  advance  of  the  heel  along  the  medial 
margin  of  the  shoe  and  a medial  heel  wedge  of 
3/16”  to  V4”. 

The  most  anterior  edge  of  the  medial  margin 
of  the  heel  correction  should  be  the  highest  point 
of  the  correction  so  that  the  foot  rolls  over  it 
in  walking;  thus  transferring  the  weight  bear- 
ing laterally  toward  the  middle  of  the  foot. 

Shoes,  to  be  effective,  must  fit  in  the  heel  and 
have  a stiff  heel  counter  and  leather  soles.  If 
slightly  greater  correction  is  sought  or  the  treat- 
ment results  in  an  internal  rotation  of  the  legs  in 
walking,  an  outer  sole  patch  of  Vs  to  3/16”  may 
be  used.  This  gives  the  same  emphasis  to  the 
arch  as  the  described  cast  position  accomplishes. 


Do  not  use  the  medial  wedge  carried  beneath 
both  heel  and  sole,  for  this  variation  results  in 
the  foot  being  held  in  a medial  inclination  rather 
than  arch  accentuation.  Inside  arch  supports  of 
felt  or  steel  may  be  helpful,  though  not  man- 
datory. 

The  heel  correction  is  by  far  the  most  im- 
portant for  it  tips  the  heel  and  thus  shifts  the 
weight-bearing  line  to  its  proper  postural  align- 
ment. 

Varying  degrees  of  flatfoot  deformity  are 
treated  on  this  plan  with  whatever  vigor  is  de- 
cided upon  by  the  physician  in  charge,  for  some, 
treatment  will  include  an  inversion  bar,  arch 
support,  and  heel  correction.  Others,  inside  sup- 
port and  heel  correction,  and  still  others  (the 
greater  majority)  shoe  correction  alone,  using 
only  the  heel  portion  of  the  proposed  shoe  cor- 
rection. In  other  words  the  commonly  described 
Thomas  heel. 

Inversion  bar  correction  is  not  commonly  used 
for  more  than  a year.  Shoe  correction,  and  in- 
side arch  supports  may  be  necessary  through- 
out the  entire  period  of  growth.  Once  extremity 
bone  growth  has  ceased,  at  about  14  in  females 
and  16  in  males,  such  treatment  is  supportive 
for  the  foot  will  no  longer  change  developmen- 
tally. 

Those  feet  that  are  functionally  insufficient 
as  evidenced  by  pain  on  weight  bearing  activity 
may  be  treated  by  the  bone  procedure  found 
most  useful. 

In  our  hands  the  most  suitable  procedures 
have  been  the  Hoke  flatfoot  procedure,  the 
Chambers  flatfoot  procedure,  and  triple  arthro- 
desis. 

The  first  and  second  named  procedures  should 
include  tendo-achillis  lengthening  as  described 
by  the  authors,  for  it  is  a tight  tendo-achillis  or 
functionally  overactive  one  that  results  in  rota- 
tion of  the  os  calcis  beneath  the  astragals,  al- 
lowing the  superior  or  astragalar  process  of  the 
joint  margin  to  be  forced  against  the  inferior 
surface  or  base  of  the  sinus  tarsi  and  thus  molds 
the  os  calcis.  Bear  in  mind;  however,  that  flat- 
feet  are  not  necessarily  painful  and  should  not 
be  operated  upon  unless  functionally  insuffi- 
cient. 
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Rarely  do  we  find  painful  flatfeet  in  the  very 
young,  but  occassionally  it  has  been  found  ad- 
visable to  do  corrective  foot  surgery  when  the 
condition  is  associated  with  pain  or  extreme  de- 
formity in  those  over  the  age  of  4. 

The  differential  diagnosis  of  flatfoot  in  ex- 
treme cases  should  include  X-rays  to  demon- 
strate the  extreme  plantar  flexed  talus  which  is 
seen  with  the  more  flexible  flatfoot,  but  is  easily 
distinguished  clinically  from  the  plantar  flexed 
talus  associated  with  a contracture  of  the  tendo- 
achillis. 

These  latter  are  part  of  a fixed  congenital  de- 
formity which  requires  plaster  correction,  and 
very  often  demands  surgical  intervention,  even 
at  a very  early  age  to  give  adequate  length  to 
the  tendo-achillis  and  allow  the  foot  to  be 
brought  into  inversion. 

Ligamentous  incision  of  the  forefoot  will  also 
be  necessary  to  help  return  the  bones  to  their 
normal  relationship. 

ROTATIONAL  DEFORMITY 

There  are  at  least  5 variations  which  should 
be  discussed  at  this  time.  It  should  be  em- 
phasized at  this  point  that  there  are  no  truly 
dependable  clinical  X-ray  criteria  for  substantiat- 
ing this  diagnosis.  Many  attempts  have  been 
made  to  put  the  problem  on  a scientific  factual 
basis  and  studies  on  skeltons  can  be  cited.  They 
have  been  singularly  unrewarding  in  clinical  eva- 
luation. It  would  seem  that  this  is  chiefly  a 
clinical  diagnosis. 

(A)  External  rotation  of  one  or  both  lower 
extremities  is  often  noted  in  the  infant  about 
the  time  he  stands.  This  is  usually  confined  to 
one  leg;  seldom  does  it  reach  the  attention  of 
the  orthopedist  until  he  is  8 or  9 months  old. 

The  extremity  demonstrates  no  contracture 
and  is  easily  correctable  manually.  This  condi- 
tion has  been  associated  with  a “pusher  foot”  by 
pediatricians,  and  certainly  this  seems  to  often 
be  true.  However,  occasionally  it  is  seen  in 
both  lower  extremities  at  the  same  time  which 
is  most  confusing  if  the  aforenoted  etiological 
factor  is  to  be  credited. 


Various  sleeping  positions  have  been  incrim- 
inated and  perhaps  rightly  so,  but  regardless  of 
the  etiologic  factors  involved,  treatment  is  best 
provided  through  the  use  of  a Dennis  Brown 
or  other  rotational  bar  used  at  night  and  at  nap 
time.  Usually  the  entire  deformity  is  corrected 
within  3 months. 

The  externally  rotated  foot  should  be  inter- 
nally rotated  so  that  the  patella  points  inward 
15  to  20  degrees.  The  foot  may  turn  in  con- 
siderably more  than  this. 

(B)  Internal  rotation  of  the  entire  lower  ex- 
tremity. This  condition  may  be  unilateral  but 
in  contradistinction  to  the  foregoing  it  is  usu- 
ally bilateral.  The  entire  extremity  is  internally 
rotated.  There  is  an  apparent  proper  relation- 
ship of  foot  to  patella.  The  problem  lies  in  the 
region  of  the  hip. 

Hip  X-rays  are  usually  negative  in  both  this 
and  the  foregoing  condition,  but  it  is  generally 
wise  to  have  them  for  a record  since  occasionally 
dysplasia  and  rarely  dislocation  are  associated 
with  a rotational  problem. 

To  demonstrate  the  condition  by  examination, 
grasp  the  femoral  shafts  above  the  patella  so 
that  the  femurs  may  be  internally  rotated  and 
in  this  condition  the  patellae  usually  will  face 
one  another  at  90  degrees  and  can  only  be  ex- 
ternally rotated  manually  from  5 to  15  degrees. 
The  problem  is  thought  secondary  to  an  ante- 
version  of  the  femoral  neck.  As  a result  of  the 
passive  range  available  the  child  chooses  to  use 
a portion  of  the  range  of  internal  rotation  for 
his  middle  range  and  the  one  that  he  walks  in 
most  comfortably. 

Often  he  can  consciously  hold  the  extreme  ex- 
ternal rotation  to  neutral  as  he  walks.  Without 
such  conscious  concentration  this  is  not  pos- 
sible. The  position  of  choice,  which  is  the  posi- 
tion of  deformity  is  more  noticeable  when  the 
child  is  running  or  when  he  is  tired.  This  matter 
of  relationship  of  fatigue  is  of  course  related 
to  his  lack  of  interest  in  holding  his  legs  ex- 
ternally rotated  as  he  becomes  more  tired. 

Many  of  these  children  will  correct  spon- 
taneously with  “growth  just  as  will  other  rota- 
tional problems  in  this  group,  but  it  is  impos- 
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sible  clinically  to  determine  which  will  and 
which  will  not  correct;  for  which  reason  treat- 
ment is  deemed  wise  for  the  entire  group. 

As  children  grow  older  they  often  become 
more  eonseious  of  themselves  and  walk  better 
even  if  there  is  still  some  internal  rotation  de- 
formity remaining. 

In  the  first  2 years  of  life  this  condition  is  a 
problem  cosmetically,  and  because  these  chil- 
dren are  continually  tripping  over  their  own 
feet  and  falling.  Occasionally  the  problem  is 
not  simply  eontrolled.  The  child  continues  to 
trip  himself  more  often  and  is  a cosmetic  prob- 
lem unacceptable  to  the  parents.  This  of  course 
is  more  often  true  in  girls  where  skirts  make  it 
more  notieeable,  than  it  is  with  boys  where 
trousers  hide  the  deformity. 

This  group  may  also  be  treated  with  Dennis 
Brown  bars.  Here  the  feet  of  the  involved  lower 
extremity  are  held  in  external  rotation  between 
60  and  90  degrees.  Usually  a position  some- 
where between  70  and  80  degrees  is  most  use- 
ful. Admittedly  there  is  some  streteh  of  the 
tibia  at  the  knee  joint  upon  the  femur,  but  this 
does  no  harm. 

Treatment  is  at  nap  and  night  time  and  is 
usually  neeessarily  continued  longer  than  in  ( A ) . 
Occasionally  it  is  necessary  to  continue  the  cor- 
reeting  brace  as  long  as  a year,  in  conjunction 
with  the  bar  and  outer  sole  pateh,  or  oeeasionally 
a hose  twister  braee,  similar  to  that  used  in  the 
treatment  of  internal  rotation  of  cerebral  palsy 
may  be  advisable. 

In  those  few  children  who  do  not  respond, 
and  where  the  deformity  is  a serious  considera- 
tion in  gait  from  a funetional  or  cosmetic  point 
of  view,  osteotomy  of  the  femur  is  advisable 
since  it  is  the  only  treatment  which  can  fully 
correct  the  problem  and  place  the  patellae  in 
their  normally  externally  rotated  position  in  re- 
lation to  the  foot  in  walking.  This  procedure 
may  be  done  either  in  the  proximal  or  distal 
third  of  the  bone. 

(C)  Occasionally  one  lower  extremity  will 
internally  rotate  and  the  other  will  externally 
rotate.  Here  the  bar  may  be  used  holding  each 
leg  as  indieated  by  the  deformity. 
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(D)  Internal  rotation  of  the  tibia  upon  the 
femur  at  the  knee  joint  is  also  quite  common. 
Here  the  femur  grasped  above  the  knee  and 
rotated  demonstrates  a normal  range  of  both 
internal  and  external  rotation  with  the  child 
lying  upon  his  back.  The  patellae  fall  in  the 
rest  position  of  above  10  degrees  of  external 
rotation;  however,  the  foot  and  lower  leg  are 
internally  rotated.  The  lower  leg  is  easily  ro- 
tated back  to  normal  relationship.  This  is  best 
demonstrated  by  flexing  the  knee  to  90  degrees 
and  externally  rotating  the  lower  leg  to  its 
correet  position. 

The  condition  is  thought  by  many  to  be  re- 
lated to  sleeping  in  the  faeelying  position  with 
the  thighs  flexed  and  the  lower  legs  internally 
rotated.  In  any  event  it  is  not  easy  to  eorrect 
by  telling  the  mother  to  prevent  such  sleeping 
positions,  and  often  will  persist  for  several  years 
without  treatment. 

It  is  treated  early  by  a plaster  cast,  holding 
the  lower  leg  and  foot  externally  rotated  with 
the  knee  previously  flexed  to  90  degrees.  Knee 
flexion  is  neeessary  so  that  an  adequate  fixation 
can  be  obtained  above  the  knee  joint  to  main- 
tain the  eorrective  position  of  the  tibia  on  the 
femur. 

An  external  rotation  bar  will  oeeasionally  be 
effective  if  the  foot  is  set  out  at  90  degrees. 
The  femur  easily  externally  rotates  to  60  de- 
grees, and  to  be  effective  the  tibia  must  be  in 
line  with  the  femur,  using  the  patella  as  the 
point  of  reference.  Two  or  three  months  are  a 
necessary  minimum  as  a treatment  period.  Sur- 
gery is  almost  never  indicated. 

(E)  More  rarely  we  see  an  external  rotation 
of  the  tibia  upon  femur.  Here  the  child  tends 
to  correct  a basic  internal  rotation  of  the  femur 
by  walking  with  the  femurs  slightly  internally 
rotated  so  that  the  patellae  tend  to  point  in- 
wards 10  to  15  degrees  while  the  feet  are  ex- 
ternally rotated  from  15  to  20  degrees.  The 
internal  rotation  of  the  femur  or  antexersion  of 
the  femoral  neek  results  in  the  internal  rotation 
position  of  the  femur. 

The  condition  cannot  be  corrected  w'ith  a Den- 
nis Brown  bar  for  full  correction  and  may  later 
come  to  surgeiy.  Conservative  treatment  after 
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the  age  of  5 is  seldom  effective;  however,  bear 
in  mind  that  this  is  a cosmetic  problem  and  be 
certain  that  the  deformity  is  severe  enough  to 
present  a real  cosmetic  or  psychologic  problem. 

VALGUS  AND  VARUS  OF  THE  KNEE 

There  are  2 other  major  problems  that  affect 
the  child,  especially  from  IV2  to  6,  and  hence 
are  of  concern  to  parents  and  physicians.  These 
revolve  about  the  lateral  and  medial  deviations  of 
the  lower  extremities  from  the  midline  with  the 
knee  as  the  usually  accepted  focus  of  attention. 

Valgus  is  extremely  common,  and  certainly 
frequently  brought  to  the  attention  of  the  phy- 
sician. It  is  more  easily  accepted  in  the  male 
child  than  in  the  female,  and  the  degree  of 
concern  manifested  by  the  parents  varies  con- 
siderably. The  deformity  is  generally  fairly 
symmetrical,  and  for  each  pair  of  extremities 
deviations  from  the  180  degree  femur  tibia  rela- 
tionship occur  in  varying  amounts. 

This  disparity  is  measurable  between  the 
malleoli,  in  inches.  It  should  be  born  in  mind  that 
there  is  a normal  lateral  deviation  present  in 
most  children  as  well  as  adults,  and  this  must  be 
taken  into  consideration  in  evaluating  the  con- 
dition. 

A distance  of  from  1 to  2”  between  the  mal- 
leoli is  not  at  all  uncommon  and  occasionally  3” 
may  be  measured  between  the  medial  malleoli 
with  the  knees  held  in  contact  with  one  another. 
A pes  planus  of  varying  degrees  is  a common 
concomittant  but  not  essential.  Thomas  heel 
correction  gives  some  improvement  though,  and 
seems  to  favorably  influence  a long  term  return 
to  normal,  but  more  especially  the  problem  is 
resolved  in  general  by  the  normal  growth  pro- 
cess. 

A 2”  deviation  at  3 years  is  quite  noticeable, 
while  a 2”  to  3”  deviation  at  12  is  not  remarkable. 

Not  only  do  these  deviations  from  the  mid- 
line tend  to  actually  correct  themselves,  but  lon- 
gitudinal growth  hides  them.  Occasionally  knock 
knee  braces  worn  as  night,  or  as  day  and  night 
braces  are  helpful. 

Osteotomy  is  almost  never  indicated  except  in 


extreme  cases  and  should  be  deferred  until  the 
age  of  10  to  12  years.  At  this  age  very  few  os- 
teotomies will  be  found  necessary.  It  must  be 
clearly  understood  that  the  above  discussion  con- 
cerns only  the  physiological  knock  knee  and  not 
those  associated  with  polio  or  other  paralytic- 
conditions;  nor  those  due  to  partial  epiphyseal 
closure. 

Varus  deformities  are  much  more  uncommon 
and  the  concern  is  that  a case  of  rickets  may  be 
overlooked.  Careful  dietary  history  and  full  leg 
X-rays  are  necessary.  Occasionally  resistant 
rickets  or  renal  rickets  may  need  be  differen- 
tiated. In  addition  to  general  signs  a metabolic- 
disturbance  will  be  recognized  by  the  widened 
band  of  provisional  calcification. 

Tibia  varum  or  Blount’s  disease  can  cause  the 
same  difficulty,  but  in  our  particular  locale  is 
very  uncommon.  More  commonly  the  X-rays 
show  some  beaking  of  the  medial  margin  of  the 
epiphyses  and  frequently  a dense  band  of  cor- 
tical thickening  along  the  medial  side  of  the 
tibia  without  widening  of  the  epiphyseal  line. 

These  changes  represent  variations  within  nor- 
mal limits,  and  will  gradually  disappear  with 
growth.  Here  again  the  treatment  depends  on 
the  degree  of  deformity  and  the  anxiety  of  par- 
ents. Many  can  be  followed  for  a few  months 
for  better  evaluation  of  the  progression  or  regres- 
sion of  the  condition. 

In  general,  however,  this  problem  causes  much 
more  alarm  and  corrects  itself  more  slowly.  If 
the  deformity  is  within  accepable  limits  watch- 
ful waiting  is  the  treatment  of  choice.  If  there 
is  progression,  undue  anxiety,  or  a severe  cos- 
metic variation,  long  leg  braces  are  the  best 
treatment.  These  are  worn  both  day  and  night 
for  the  first  2 to  3 months  and  then  only  at  night. 

They  are  extremely  hard  to  fit  in  the  first  year 
of  life  because  of  rapid  growth  and  in  general 
are  not  applied  until  the  growth  rate  has  de- 
creased in  the  late  first  year  or  the  second  year. 
We  use  a double  bar,  long  leg  brace  with  no 
knee  joints,  having  a broad  push  pad  above  the 
knee  medially  to  press  against  the  medial  side 
of  the  femur  and  an  inside  T strap  at  the  ankle. 
These  2 points  act  as  counter  pressure  for  the 
main  corrective  force  that  is  applied  through  a 
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broad  leather  strap  with  three  buckle  attach- 
ments secured  over  the  medial  bar  of  the  brace, 
the  brace  having  been  previously  bent  out  me- 
dially to  allow  the  application  of  adequate  cor- 
rection. This  is  usually  effective  within  a 6 
month  period. 

Osteotomy  is  rarely  necessary  except  for  the 
varus  associated  with  renal  rickets  or  resistant 
rickets,  and  in  these  circumstances  should  only 
be  done  following  correction  of  the  basic  meta- 
bolic problem  or  recurrence  of  the  deformity 
is  inevitable. 

RECURVATUM 

One  last  problem  is  that  of  the  physiological 
back  knee  or  recurvatum  which  is  fairly  common, 
but  less  commonly  complained  about  since  it  is 
usually  not  noticed.  It  is  understood  that  the 
recurvatum  under  discussion  is  not  associated 
with  cerebral  palsy,  poliomyelitis,  or  conditions 
affecting  the  stability  of  the  knee  joint.  The  de- 
gree of  hyperextension  varies  from  10  to  30  de- 
grees, usually  being  10  to  15  degrees.  It  is  sel- 


dom if  ever  progressive,  is  often  hereditary,  and 
of  no  real  clinical  significance.  Very  often  the 
patient  can  walk  with  a back  knee  or  without  a 
back  knee  at  will. 

Very  often  the  child  walks  without  a back 
knee  but  stands  with  back  knee.  Bracing  is 
valueless.  Physical  therapy  consisting  of  exer- 
cises to  develop  the  musculature  of  the  thigh 
and  calf  is  of  no  value,  and  osteotomy  almost 
unheard  of  for  this  condition.  Osteotomy  is,  of 
course,  commonly  resorted  to  in  this  condition 
when  it  is  severe  and  associated  with  a paralytic 
problem  or  one  of  knee  instability. 

There  are  other  postural  variations  affecting 
the  growing  skeleton,  but  these  do  not  fall  with- 
in the  scope  of  this  paper.  Most  of  them  are 
associated  with  metabolic,  paralytic,  or  trauma- 
tic problems  or  are  related  to  osteochondrodys- 
trophy, or  allied  skeletal  abnormalities. 

It  is  our  hope  that  this  article  may  be  of 
help  to  the  busy  clinician  in  handling  the  more 
simple  variations  of  posture  and  gait  as  seen 
in  the  lower  extremity. 


SOME  Physicians  are  social  snobs. 

Mixing  French  phrases  with  medical  terms. 
Collecting  dowagers  by  the  gobs. 

And  treating  their  gold-plated  high  elass  germs. 
SOME  Physicians  are  “Umm”  and  “Ahhh”  men 
Too  busy  to  bother  with  explanations. 

Who  guard  their  knowledge  like  ancient  Chaumen, 
Hiding  the  truth  in  strange  cantations. 

MOST  Physicians  themselves  are  tonics 
Dispensing  confidence  with  their  pills. 

Who,  without  frills  and  histrionics. 

Quietly,  patiently  cure  our  ills. 

Phyllis  Jean  Fields 
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A Follow-up  Study  of  the  Colonna  Procedure 
For  Congenital  Flip  Dislocation* 

E.  R.  Schottstaedt,  M.D. 

Loren  J.  Larsen,  M.D. 

R.  Kirklin  Ashley,  M.D. 

John  N.  Callander,  M.D. 

Shriners  Hospital  For  Crippled  Children 
San  Francisco  Unit 
University  of  California 
Department  of  Orthopaedic  Surgery 


I N 1932  Colonna  wrote  a preliminary  report  of 
his  capsular  arthroplasty  performed  on  4 cases 
in  an  article  dealing  with  several  other  ap- 
proaches to  the  problems  of  congenital  disloca- 
tion of  the  hip.  In  this  article  he  gave  credit 
to  Hey  Groves,  who  had  suggested  the  procedure 
in  1927. 

Note  was  made  of  the  fact  that  there  was  at 
that  time,  1932,  no  report  of  the  results  of  any 
cases  done  by  this  technique  reported  in  the 
literature. 

In  January  of  1947,  at  a meeting  of  the  Amer- 
ican Academy  of  Orthopaedic  Surgery,  he  re- 
ported in  more  detail,  and  made  a follow-up 
report  in  1953.  All  of  these  reports  deal  with 
cases  represent  the  best  follow  up  under  similar 
care,  and  possible  complications. 

Case  review  and  analysis  were  not  appended. 
It  is  our  purpose  to  review  the  procedure,  its 
modifications  in  our  hands,  and  the  results  that 
have  been  obtained  at  the  San  Francisco  Shriner’s 
Hospital.  This  does  not  represent  our  entire  ex- 
perience with  the  procedure  since  many  cases 
have  been  done  in  other  hospitals. 

“Presented  at  the  annual  meeting  of  The  Arizona  Medical 
Association,  Scottsdale,  May  4-7,  1960. 


Continuing  follow  up  of  any  series  becomes  a 
very  real  problem  and  our  Shriner’s  Hospital 
cases  represent  the  best  follow-up  under  similar 
case  circumstances.  Some  of  these  cases,  espe- 
cially in  the  older  age  group  have  been  closed 
because  the  child  has  become  “over  age”.  As 
yet  only  a few  cases  on  which  we  have  an  ade- 
quate follow-up  have  reached  early  adulthood. 

The  group  to  be  reported  consists  of  38  cases 
with  44  hips  done  from  March,  1947,  until 
March,  1955,  where  a follow-up  of  at  least  5 
years  was  available.  The  period  of  follow-up 
varies  from  5 to  12  years.  Eight  cases  and 
10  hips  were  discarded  from  a total  of  46  cases 
since  their  follow-up  extended  over  a period  of 
less  than  5 years  ( usually  between  2 and  4 
years ) . 

The  oldest  case  was  13  Va  at  the  time  of  sur- 
gery and  the  youngest,  1%  years.  (In  addition 
to  this  group  done  for  congenital  dislocation,  12 
cases  with  15  hips  were  done  for  various  other 
causes  of  hip  dislocation  and  will  be  reported 
later.  These  conditions  include  poliomyelitis, 
spina  bifida,  cerebral  palsy,  multiple  joint  dis- 
location, traumatic  dislocation,  and  instability 
secondary  to  osteomyelitis  of  the  head  and  neck 
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of  femur.) 

Not  included  in  this  series  is  one  postoperative 
death  occuring  the  night  of  surgery  associated 
with  adrenal  insufficiency. 

The  procedure  in  our  hands  has  been  varied 
in  some  aspects  but  the  basic  surgical  concept 
has  not  changed.  In  none  of  our  cases  was 
arthroplasty  done  before  the  hip  could  be  easily 
brought  to  the  level  of  the  original  acetabulum. 
In  some  few  this  could  be  accomplished  without 
skeletal  traction.  The  greater  majority;  how- 
ever, were  treated  by  preliminary  adductor  re- 
lease (occasionally  with  concommitant  section 
of  the  hamstrings  from  the  ischial  tuberosity) 
and  skeletal  traction  for  10-21  days.  Traction  of 
from  8-12  pounds  was  necessary  and  depended 
on  the  size  of  the  patient. 

When  the  femoral  head  has  been  brought  op- 
posite the  original  acetabulum  arthroplasty  is 
performed.  This  is  done  through  an  anterior 
ilio-femoral  approach  ( Smith  Peterson  type ) 
rather  than  the  lateral  approach  described  by 
Colonna,  and  the  trochanter  is  not  detached. 
This  modification  was  made  because  of  concern 
over  the  trochanteric  epiphysis.  This  concern 
would  now  appear  ill  founded  in  view  of  Col- 
onna’s  reports. 

The  capsule  of  the  hip  joint  is  detached  from 
the  acetabular  rim  — care  being  taken  that  none 
is  wasted  for  excessive  capsule  is  easily  trimmed 
later,  but  insufficient  capsule  may  cause  a poor 
result. 

The  anterior  and  superior  capsule  are  easily 
freed  from  the  acetabular  margin  to  the  base 
of  the  trochanter,  but  it  is  more  difficult  to  free 
the  capsule  to  the  trochanter  posteriorly.  Here 
it  is  important  to  detach  the  posterior  capsular 
rim  from  the  acetabular  margin  — hold  it  up 
with  Kocher  clamps  and  unfold  ( strefch  out ) the 
posterior  capsule. 

If  this  is  not  done  it  may  be  impossible  to  get 
complete  coverage  without  resorting  to  splitting 
the  capsule,  (starting  a short  distance  away  from 
the  cut  edge  so  that  the  new  edge  can  be  turned 
in  to  fill  the  gap).  This  of  course  results  in  a 
thin  capsule  since  only  a portion  of  it  is  used, 


but  the  filleting  does  not  have  to  extend  over 
very  much  of  the  surface.  If  this  is  not  possible 
a fascia  lata  graft  can  be  used,  though  fascia 
lata  is  not  the  equivalent  of  capsular  coverage. 
It  is  essential  that  the  head  be  covered  and  this 
of  course  necessitates  the  cutting  of  ligamenta 
teres  from  the  femoral  head  at  the  time  of  cap- 
sular closure.  No  trimming  is  done  to  the  head 
in  any  way. 

The  acetabulum  is  now  deepened  at  the  site 
of  the  original  acetabulum.  The  new  socket  is 
deepened  in  a cup  shape.  The  cup  must  be 
deep  enough  to  receive  the  head  covered  with 
capsule  so  that  the  entire  head  is  covered  with 
the  hip  abducted  to  25  or  30  degrees.  The  con- 
struction of  the  new  acetabulum  is  of  consider- 
able importance.  If  for  any  reason  it  is  neces- 
sary to  make  the  new  socket  higher  than  the 
old  acetabulum,  insufficient  bone  will  be  present. 
This  is  not  apparent  from  X-ray,  but  it  is  true 
because  the  wings  of  the  ilium  become  thinner 
as  the  crest  is  approached  from  the  acetabular 
roof. 

Construction  of  the  acetabulum  at  the  ideal 
level  is  not  always  possible,  because  there  may 
have  been  severe  molding  of  the  acetabular 
roof  itself  by  the  adjacent  femoral  head  during 
the  time  of  dislocation. 

In  any  event  care  is  taken  to  construct  an  ace- 
tabulum which  is  cup  shaped  rather  than  saucer 
shaped  and  made  through  the  entire  width  of 
the  bone  to,  and  occasionally,  through,  the  inner 
table  of  the  innominate. 

The  greater  the  amount  of  original  superior 
acetabular  rim  remaining,  the  greater  will  be 
the  available  bone  and  thus  the  better  the  ace- 
tabulum constructed. 

When  a capacious  cup  shaped  acetabulum  has 
been  formed  the  capsule  covered  head  is  gently 
reduced  into  it.  If  the  head  is  well  covered 
with  the  shaft  in  neutral  position  an  osteotomy 
will  not  be  necessary,  but  in  general  a position 
of  internal  rotation  will  be  found  most  stable 
and  this  can  be  followed  later  by  osteotomy  of 
the  femur.  Eighty  per  cent  of  our  cases  had 
transverse  osteotomies  done  in  general  from  2 
to  4 weeks  following  arthroplasty,  though  a few 
were  done  at  the  original  time  of  the  arthro- 
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plasty.  We  now  feel  that  osteotomy  should  not 
be  done  at  the  time  of  arthroplasty,  but  de- 
ferred. 

The  greater  percentage  of  these  were  done  in 
the  sub-trochanteric  region  of  the  femoral  shaft, 
but  some  few  were  performed  in  the  supra- 
condylar region.  Following  surgery  our  treat- 
ment has  varied  a good  deal. 

At  the  outset  of  this  operative  program  all 
cases  were  placed  in  hip  spicas  until  the  osteo- 
tomy was  satisfactorily  healed  — a period  of  from 
2 to  3 months.  This  program  was  then  evaluated 
and  the  decision  made  to  keep  all  future  cases 
in  light  traction  suspension  postoperatively.  This 
was  done  for  several  years.  At  the  present  time 
we  are  placing  our  cases  postoperatively  in  cast 
fixation  from  2%  to  3 months.  A Steinman  nail 
is  used  to  fix  the  head  in  position  to  the  acetabu- 
lum. This  pin  is  thus  available  to  control  the 
osteotomy  position  postoperatively.  It  is  left 
in  place  approximately  6 weeks.  The  additional 
4 to  8 weeks  is  spent  in  a spica  to  insure  ade- 
quate healing  of  the  osteotomy. 

A position  of  valgus  is  to  be  avoided  in  post- 
operative osteotomy  position.  If  a normal  angle 
is  not  maintained  it  is  wiser  to  have  the  osteo- 
tomy in  slight  varus. 

The  spica  is  followed  by  the  use  of  a spreader 
bar  for  6 weeks,  night  and  day,  except  for  bath 
and  exercise,  and  then  with  bar  only  at  nap 
and  night  time.  This  program  is  continued  ap- 
proximately 6 months,  depending  somewhat 
upon  the  stiffness  of  the  hip.  If  there  is  exces- 
sive tightness  in  abduction  the  spreader  bar 
is  not  used  beyond  a 3 month  period.  Weight 
bearing  is  begun  at  the  time  of  cast  removal 
when  the  patient  is  out  of  the  bar  for  exercise. 

It  would  seem  as  nearly  as  we  are  able  to 
determine  that  there  is  little  difference  at  IV2 
years  postoperatively  between  the  hip  treated 
by  immediate  postoperative  traction  and  that 
treated  by  initial  cast  immobilization. 

CASE  REVIEW 

Arbitrarily  the  38  cases  have  been  divided 
into  three  age  groups.  They  are  those  aged 
0 to  3,  those  between  the  ages  of  3 to  5,  and 


those  over  5 years  of  age.  None  were  done 
earlier  than  1%  years,  and  none  were  older  than 
ISV2  years  at  the  time  of  arthroplasty. 

Though  the  ages  0 to  3,  and  3 to  5 might  well 
be  merged,  it  was  our  feeling  from  reading  Col- 
onna’s  original  articles,  that  the  early  age  groups 
should  be  set  apart,  to  determine  whether  there 
was  any  essential  difference. 

In  view  of  the  operative  attack  on  the  ace- 
tabulum, none  were  truly  anatomically  normal 
hips,  and  in  many  there  had  been  long  term 
molding  of  the  femoral  head,  and  in  some  cases 
there  was  evidence  preoperatively  of  asceptic 
necrosis. 

In  general  closed  reduction  had  failed  to  give 
a satisfactory  post  manipulative  X-ray.  Either 
the  head  stood  away  too  far  or  the  acetabulum 
seemed  inadequate.  Some  cases  had  had  pre- 
vious open  reduction  and  some  had  had  pre- 
vious shelf  procedures.  There  were  also  in  the 
group,  especially  from  3 to  5,  a few  cases  that 
had  had  no  preliminary  treatment  except  traction 
to  bring  the  head  to  the  level  of  the  original 
acetabulum.  In  an  attempt  to  gain  comparable 
information  without  obscuring  the  results  in 
pedantic  detail  we  have  arrived  at  3 result  cate- 
gories. These  are:  good,  fair,  and  poor. 

1.  Good  — Those  hips  demonstrating  a range 
of  motion  better  than  50%  of  normal,  (flexion 
to  90  degrees  +;  extension  160/180;  abduction 
25  degrees  adduction  20  degrees  rotation 
50%  of  a normal  range) 

A negative  Trendelenberg  test 

Good  head  coverage  by  the  acetabular  margin, 
preventing  subluxation  (at  least  % of  the  head 
covered ) 

No  pain  or  tiredness 

2.  Fair  — range  = to  that  of  the  good  result 

Equivocal  or  positive  Trendelenberg 

Apparent  satisfactory  acetabular  coverage  of 
the  head.  No  pain  but  some  discomfort  or  tired- 
ness may  be  complained  of  by  the  patient. 
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3.  Poor  — all  others  with  limited  range 

Positive  Trendelenberg 

Poor  head  coverage 

Pain  and  tiredness  not  necessarily  present, 
but  may  be  present. 

Group  I.  0-3  years  of  age. 

In  this  group  are  8 cases  with  9 hips  repre- 
sented 

5 good 

1 fair 

2 poor 

1 penetrated,  later  arthrodesed. 

The  earliest  stage  at  which  arthroplasty  was 
done  was  1%  years.  One  of  these  was  redone 
later  at  8%  years  because  of  over  growth  of  the 
acetabulum  with  gradual  forcing  of  the  head 
from  the  acetabulum.  The  final  result  was  good, 
but  this  case  is  not  reported  in  the  older  age 
category  since  it  represents  failure  of  an  early 
arthroplasty. 

Group  II.  3-5  years  of  age 

In  this  group  there  are  14  cases  with  16  hips: 

10  good 

2 fair 

2 poor 

1 penetrated  ( in  spite  of  this  patient  has 
almost  normal  range,  but  a positive  Trendelen- 
berg, and  occasional  discomfort.) 

1 ankylosed  (this  was  a poor  result  de- 
manding additional  surgery  — infection  ensued 
with  ankylosis.  This  is  our  only  case  comiilicated 
by  infection). 

Group  III.  Over  the  age  of  5 

In  this  group  there  are  16  cases  with  19 
hips: 

4 good 

14  fair 
1 poor 


Our  only  postoperative  death  occurred  in  this 
group  in  a 10  year  old  child.  The  oldest  pa- 
tient operated  was  13%,  and  this  was  a good 
result. 

DISCUSSION 

There  are  several  complications  to  surgery. 
Among  these  were  occasional  asceptic  necrosis 
of  the  femoral  head,  though  except  in  rare  in- 
stance this  was  present  prior  to  surgery,  and  oc- 
casional penetration  of  the  femoral  head  through 
the  acetabulum  due  to  excessive  removal  of  ace- 
tabular floor. 

Technical  errors  included  excessive  cupping 
or  deepening  upwards  from  the  superior  ace- 
tabular rim.  This  gave  a good  looking  hip,  but 
one  poor  in  motion  due  to  apparent  entrapment 
of  the  femoral  head.  There  were  also  cases 
that  were  not  sufficiently  deepened  or  could  not 
be  sufficiently  deepened,  and  did  not  provide 
adequate  head  coverage.  This  is  not  always  easy 
to  determine  on  the  operative  table.  There  were 
some  hip  joints  that  looked  good  anatomically 
by  X-ray,  but  when  graded  for  range  of  mo- 
tion, demonstrated  a poor  range.  This  appar- 
ently related  to  postoperative  fibrosis. 

In  general,  however,  the  X-ray  appearance 
closely  paralleled  the  range  of  motion.  In  other 
words  if  the  X-ray  showed  a satisfactory  ace- 
tabulum and  femoral  head,  the  range  of  motion 
was  good  and  the  Trendelenberg  negative. 

During  the  evaluation  process  it  seemed  evi- 
dent that  in  general  there  was  no  change  in 
grade  after  2V2  to  3 years  of  observation.  A 
negative  Trendelenberg  remained  negative. 
Good  bony  architecture  continued  to  develoji 
well,  and  range  of  motion  was  well  maintained 
or  improved.  Only  occasionally  did  the  clin- 
ical picture  worsen. 

Conversely  a poor  hip  at  2 ¥2  to  3 years  re- 
mained poor  with  the  same  criticisms  obtaining 
from  that  time  forth,  or  the  hip  gradually  de- 
veloped pain. 

From  our  study  it  seemed  apparent  that  the 
hip  operated  from  2 to  5 will  usually  yield  a 
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good  result,  while  that  operated  after  5 on  will 
usually  give  only  a fair  result.  After  the  age 
of  5 the  results  with  increasing  years  were  quite 
comparable  among  themselves. 

The  greatest  single  difference  after  this  age  is 
the  finding  of  a positive  Trendelenberg  in  the 
older  age  groups.  Range  of  motion  is  usually 
adequate,  but  stabilization  is  not.  We  do  not 
know  the  ultimate  fate  of  this  group  with  a posi- 
tive Trendelenberg,  but  there  is  every  reason 
to  believe  that  many  of  this  group  will  even- 
tually develop  pain  and  tiredness  in  adult  life. 
Of  these  some  will  be  able  to  cope  with  the 
problem  by  decreasing  their  activity  while  others 
will  require  future  arthroplasty  or  arthrodesis. 


SUMMARY 

The  Colonna  procedure  is  in  general  a good 
procedure  for  those  children  through  the  age  of 
5,  and  an  acceptable  salvage  procedure  after 
this  age,  though  the  really  good  results  de- 
crease sharply  from  this  point  forth. 

The  procedure  re-establishes  a normal  or  prac- 
tically normal  Y-coordinate  and  gives  adequate 
head  coverage  with  a normal  acetabular  inclina- 
tion that  is  well  maintained  through  growth  and 
development.  Its  chief  advantages  over  a shelf 
are  adequate  depth  of  acetabulum  and  the  im- 
provement of  the  Y-coordinate  which  materially 
shortens  the  long  lever  arm  from  the  center  of 
gravity  to  the  center  of  the  femoral  head. 

It  seems  evident  that  any  previous  surgical 
procedure  that  has  resulted  in  a decrease  of 
available  capsule  for  head  coverage  at  the  time 
of  arthroplasty  will  prejudice  the  result,  for 
fascia  lata  is  not  the  equal  of  capsule  for  head 
coverage. 

For  this  reason  it  is  our  opinion  that  if  a 
surgical  procedure  is  to  be  undertaken,  and  a 
Colonna  procedure  is  considered  as  an  ultimate 
solution  to  the  problem,  that  the  Colonna  pro- 
cedure be  done  as  a primary  hip  procedure. 
Thus  will  time  and  arthroplasty  material  be 
saved  and  both  are  important  to  a successful 
outcome. 


In  the  younger  age  group  we  consider  it  an 
ideal  solution  to  the  problem  of  congenital  hip 
dislocation,  that  is  not  amenable  to  closed  re- 
duction before  the  age  of  3 and,  in  general  prefer 
it  to  closed  reduction  or  open  reduction  be- 
tween the  ages  of  3 and  5. 

Since  we  are  still  unhappy  with  many  of  our 
results  in  the  older  age  group  we  are  making 
use  of  several  other  techniques,  dependent  chief- 
ly on  the  individual  indications.  These  include 
such  procedures  as  Pemberton’s  shelf  procedure, 
acetabular  rotation,  and  osteotomy  of  the  ilium 
above  the  superior  acetabular  margin  with  med- 
ial displacement  of  the  hip  joint  beneath  the 
entire  iliac  wing.  As  yet  these  procedures  have 
not  been  in  use  long  enough  to  make  evaluation 
possible. 

The  Colonna  procedure  is  the  operative  pro- 
cedure of  choice  in  children  to  the  age  of  5. 
It  is  a useful  procedure  after  this  age  in  se- 
lected cases,  and  may  eventually  prove  the  best 
procedure  available  as  a salvage  procedure  in 
the  older  age  group. 

The  authors  will  continue  to  use  it  in  this 
group,  but  because  of  its  inadequacies  will 
search  for  other  procedures. 

By  individualizing  the  hip  problems  of  the 
older  age  group  some  will  be  found  suitable 
for  the  Colonna  procedure,  while  others  will 
be  deemed  more  suitable  for  various  other  ap- 
proaches. 

We  are  all  searching  for  the  ideal  and  in  all 
probability  there  will  be  no  one  ideal  proce- 
dure, but  as  is  generally  true,  as  indications 
and  criteria  are  delineated  more  elearly  we  shall 
find  several  equally  useful  procedures  in  this 
age  group. 
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This  excellent  paper  by  Doctor  Hodgson  gives  the  experiences  at  Mayo  Clinic 
on  surgical  treatment  for  the  solitary  circumscribed  lung  cancer.  Emphasis  is 
made  on  early  recognition  and  tomography  so  that  a greater  percentage  of  cure 
may  he  obtained.  One  hundred  per  cent  operability  is  of  particular  note.  Especial 
emphasis  is  placed  on  striving  for  further  improvement  in  our  diagnostic  tech- 
niques. (DWN) 


0 NE  third  of  the  solitary  circumscribed  nod- 
ules of  the  lung  removed  surgically  are  malig- 
nant tumors  and  most  of  these  are  not  rec- 
ognizable as  such  before  operation.  The  urgent 
need  for  a dynamic  attack  on  these  dangerous 
nodules  is  apparent. 

A simplified  definition  of  a solitary  circum- 
scribed pulmonary  nodule  is  as  follows:  A le- 
sion seen  on  a roentgenogram  of  the  thorax  to 
be  solitary,  more  or  less  circumscribed,  intrapul- 
monary,  and  free  of  known  complications  or 
demonstrable  metastasis.  These  nodules  are  due 
to  many  causes,  including  metastatic  malignancy, 
but  this  discussion  will  be  confined  largely  to 
the  solitary  circumscribed  primary  cancer  of 
the  lung. 

Within  the  memory  of  many  of  us,  we  have 

"Read  at  the  meeting  of  the  Arizona  Medical  Association, 
Scottsdale,  Arizona,  May  4 to  7,  1960. 

tThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a jrart  ol 
the  Graduate  School  of  the  University  of  Minnesota. 


changed  from  believing  cancer  of  the  lung  to 
be  rare  to  considering  it  the  number  one  cancer 
killer.  Whether  this  change  is  apparent  or  real 
is  not  a settled  question,  but  there  is  no  doubt 
that  the  disease  is  being  recognized  with  ever- 
increasing  frequency. 

DETECTION  AND  DIAGNOSIS 

Before  we  can  attack  these  lesions,  we  must 
first  recognize  them,  but  once  found,  to  diag- 
nose them  clinically  is  usually  difficult.  When 
symptoms  from  cancer  of  the  lung  appear 
(cough,  expectoration,  or  hemoptysis),  they  are 
nonspecific  and  lead  to  a diagnosis  only  because 
they  bring  the  patient  to  the  physician.  Periph- 
eral carcinomas,  unfortunately,  cause  symptoms 
only  when  there  are  complications  such  as  bron- 
chial obstruction,  invasion  of  adjacent  struc- 
tures, or  metastasis.  Because  the  parenchyma 
of  the  lung  and  the  \ isccral  pleura  are  dc\  oid  of 
pain  fibers,  pain  can  be  produced  only  by  ex- 
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tension  of  the  growth  beyond  the  lung  and  is, 
therefore,  a late  symptom. 

Age  and  sex  have  a dominant  role  in  cancer  of 
the  lung,  but  in  determining  the  cause  of  a le- 
sion in  any  one  person  they  are  often  misleading. 

The  Clinical  Laboratory.  — The  clinical  labor- 
atory, which  is  helpful  in  many  diseases,  is  of 
little  use.  The  results  of  bacteriologic  studies  of 
sputum,  secretions,  and  gastric  content  are  often 
negative  even  when  there  is  active  infection 
witiiin  a peripheral  circumscribed  granuloma. 
Cultures  for  Brucella  and  fungi  require  only  2 
to  3 weeks,  but  cultures  for  tuberculosis  may 
require  6 to  8 weeks  for  completion.  It  is  not 
advisable  to  wait  for  the  outcome  of  these 
studies  when  faced  with  the  possibility  that  a 
malignant  tumor  is  present  which  already  may 
be  shedding  tumor  emboli  into  invaded  blood 
vessels.  Skin  tests  must  not  induce  one  to  post- 
pone thoracotomy,  nor  should  one  forget  that 
there  is  no  skin  test  for  pulmonary  cancer. 

Roentgenography.  — The  greatest  single  help 
in  bringing  the  lesion  to  our  attention  is,  of 
course,  the  thoracic  roentgenogram,  and  it  is 
particularly  valuable  during  the  important  peri- 
od before  symptoms  develop.  Community  sur- 
veys, routine  thoracic  roentgenograms  on  admis- 
sion to  hospitals  and  physicians’  offices,  and 
roentgenography  for  all  patients  with  symptoms 
disclose  many  cases  of  cancer  of  the  lung  every 
year.  Thoracic  roentgenography  must  include 
more  and  more  people  in  the  groups  with  high- 
est incidence  of  cancer.  Among  persons  who 
have  been  examined,  the  frequency  with  which 
cancer  of  the  lung  is  discovered  by  the  roent- 
genogram depends  on  the  age  (more  frequent 
after  45  years),  on  the  sex  (much  commoner 
among  males  than  among  females),  and  on  res- 
piratory symptoms  (oftener  among  those  who 
have  than  those  who  do  not  have  such  symp- 
toms ) . 

Brett(l)  reported  two  interesting  thoracic 
roentgenographic  surveys  for  comparison.  One 
unit,  which  was  engaged  in  a routine  survey  of 
apparently  healthy  men,  yielded  findings  of  pul- 
monary cancer  at  the  rate  of  27  per  100,000  per- 
sons examined.  The  other  unit  examined  patients 
referred  to  it  by  physicians,  and  many  of  these 
people  had  symptoms.  The  rate  of  detection  of 


cancer  in  this  group  was  267  per  100,000  per- 
sons examined  or  10  times  the  yield  of  the  other 
unit. 

Other  roentgenographic  surveys  by  Bondi  and 
Leites(2),  Guiss(3),  Seiler  and  associates(4), 
and  Boucot  and  associates  (5,6)  have  shown  the 
rate  of  detection  of  pulmonary  cancer  to  vary 
from  13  to  422  cases  per  100,000  persons  exam- 
ined. The  great  differences  are  largely  due  to 
factors  of  selection  of  patients  examined. 

In  community-wide  X-ray  surveys,  which  in- 
clude people  of  both  sexes  and  of  all  ages,  the 
yield  of  cancer  cases  is  very  low.  It  is  not  worth 
while,  therefore,  to  conduct  community  sur- 
veys only  for  detection  of  cancer  of  the  lung, 
but  rather  in  conjunction  with  campaigns  for 
tuberculosis  and  heart  disease. 

The  number  of  cancers  which  are  solitary  and 
circumscribed  that  are  found  in  these  surveys 
will,  of  course,  be  small  in  comparison  to  the 
whole.  Holin  and  co-workers  ( 7 ) found  soli- 
tary circumscribed  nodules  of  all  types  in  one 
of  every  1,000  patients  examined;  of  all  lesions 
found  only  3 per  cent  proved  to  be  malignant 
lesions,  which  gave  an  average  of  three  per 
100,000  patients  examined. 

The  roentgenogram  is  of  great  help  in  the 
detection  and  localization  of  a solitary  circum- 
scribed lesion  but,  unfortunately,  it  does  not 
afford  conclusive  evidence  for  the  final  diag- 
nosis. It  is  of  assistance  in  ruling  out  malig- 
nant tumor  in  the  following  circumstances:  (1) 
if  the  lesion  is  regressing,  (2)  if  it  was  present 
on  available  roentgenograms  taken  a number  of 
years  previously  and  remains  without  enlarge- 
ment, and  (3)  in  certain  instances  of  calcifica- 
tion. 

A regressing  lesion  obviously  is  not  cancerous, 
but  few  solitary  circumscribed  nodules  regress. 
These  nodules  should  never  be  “watched”  by 
means  of  periodic  roentgenograms,  because  the 
fatal  spread  may  occur  during  the  period  of 
watching.  A few  cases  are  on  record  of  cancers 
that  have  remained  unchanged  for  3 or  more 
years.  These  are  more  apt  to  be  adenomas  of 
the  bronchus  than  carcinomas.  But  the  like- 
lihood that  a malignant  tumor  will  remain  sta- 
tionary for  3 or  more  years  and  the  likelihood 
that  it  will  still  be  resectable  and  curable  are 
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both  so  slight  that  discretion  should  be  used 
before  recommending  the  removal  of  nodules 
present  without  change  for  a number  of  years. 

Calcification  can  be  of  definite  help  in  ruling 
out  malignancy  in  certain  instances.  “Lami- 
nated,” “onionskin,”  or  “target”  type  of  calci- 
fieation  is  present  in  a granuloma  only  and  never 
in  a neoplasm;  “popeorn”  type  of  calcifieation, 
when  recognized,  practically  always  signifies  a 
hamartoma.  On  the  other  hand,  the  presence 
of  calcification  within  the  lesion  also  may  be 
misleading:  When  there  are  multiple  calcific 
shadows  scattered  throughout  the  lung,  by  mere 
chance  one  of  these  might  have  been  engulfed 
within  a malignant  tumor;  also,  calcification  is 
so  common  in  the  hilar  regions  it  might  well 
be  included  in  a solitary  circumscribed  caneer 
in  this  location.  A few  cases  of  calcification 
within  solitary  circumscribed  cancers  have  been 
reported  but  they  are  indeed  rare. 

O’Keefe  and  associates  ( 8 ) made  roentgeno- 
grams of  surgically  removed  solitary  nodules. 
Seventy-two  were  malignant  lesions,  and  13.9 
per  cent  of  these  showed  the  presence  of  cal- 
cium on  a roentgenogram  of  the  surgical  spec- 
imen itself  but  only  one  showed  calcification 
on  the  preoperative  clinieal  roentgenogram.  The 
probability  of  a solitary  peripheral  cancer  eon- 
taining  roentgenographically  demonstrable  eal- 
cium  is  so  small  that  one  should  think  twice 
before  recommending  the  removal  of  nodules 
containing  calcium.  For  each  lesion  that  turned 
out  to  be  cancerous  many  benign  lesions  would 
be  removed  with  the  attendant  discomfort,  ex- 
pense, and  risk. 

The  importanee  of  calcification  within  the 
lesion  and  the  superiority  of  tomography  in 
demonstrating  it  require  that  practieally  all 
patients  with  a solitary  circumscribed  pulmo- 
nary nodule  have  a tomographic  examination  be- 
fore thoracotomy  if  calcification  or  malignancy 
is  not  otherwise  established. 

Bronchoscopy.  — Because  of  the  peripheral 
location  of  these  cancers,  they  often  are  not  seen 
bronchoscopically  and  tissue  for  diagnosis  is 
seldom  available.  The  greatest  usefulness  of 
bronchoscopy  is  in  obtaining  secretions  and 
washings  for  cytologic  examination  and  culture. 


Pathologic  Aspects.  — The  greatest  single  help 
in  confirming  the  preoperative  diagnosis  of  soli- 
tary circumseribed  eancer  is,  of  eourse,  the 
tissue  laboratory.  It  provides  our  only  means  of 
knowing  precisely  with  what  we  are  dealing. 
Bronchoscopic  biopsy  will  provide  tissue  for 
diagnosis  only  occasionally.  We  are  largely  de- 
pendent, therefore,  on  the  examination  of  bron- 
ehial  material  ( seeretions,  washings,  or  sputum ) . 

In  the  over-all  cytologic  examination  of  bron- 
chial material  from  patients  with  earcinoma  of 
the  lung,  findings  in  approximately  65  to  70  per 
eent  will  be  positive,  but  this  high  rate  will  not 
obtain  in  cases  of  solitary  circumscribed  periph- 
eral cancers.  The  efficacy  of  the  method  is 
dependent  on  the  submission  of  a satisfactory 
number  of  specimens  ( three  or  more ) , the  qual- 
ity of  the  material  (bronchial  sputum  and  not 
saliva),  the  cell  type  of  the  cancer,  and  some- 
what on  the  location  of  the  tumor  (less  effec- 
tive in  peripheral  cancers  and  metastasis).  This 
method  also  is  limited,  because  some  patients 
are  unable  to  produce  sputum;  but  one  of  the 
brighter  hopes  for  the  preoperative  diagnosis  of 
pulmonary  cancer  by  cytologic  methods  comes 
from  the  recently  published  work  of  Allan  and 
Whittlesey  (9). 

These  workers  discovered  that  by  the  judi- 
cious inhalation  of  sulfur  dioxide,  98  per  cent 
of  patients  without  cough  or  expectoration  could 
be  made  to  produce  enough  sputum  for  exam- 
ination. Of  great  significance  is  the  fact  that 
of  64  patients  with  cancer  of  the  lung  who  eould 
not  produce  sputum  without  sulfur  dioxide,  all  of 
them  expeetorated  satisfactory  specimens  by  the 
sulfur  dioxide  method,  and  63  of  the  64  were 
found  to  have  carcinoma  cells.  Of  eight  pa- 
tients with  “coin”  lesions  due  to  cancer,  five,  or 
62  per  cent,  were  found  to  have  carcinoma  cells 
after  the  use  of  sulfur  dioxide.  This  may  prove 
to  be  a definite  technical  improvement  in  the 
early  detection  of  cancer  of  the  lung. 

Because  sputum  for  cytologic  examination  is 
easily  collected  in  a preservative  and  requires 
no  special  hamlling  until  it  arrives  at  the  cytol- 
ogy laboratory,  it  promises  to  become  a more 
universal  procedure  for  patients  of  cancer  age, 
especially  for  those  with  respiratory  symptoms 
or  with  roentgenographically  demonstrable  le- 
sions in  the  lung. 
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Thoracotomy.  — If  the  cause  of  a solitary 
circumscribed  lesion  of  the  lung  cannot  be  estab- 
lished or  its  benignity  proved,  diagnostic  thor- 
acotomy is  indicated.  In  a majority  of  cases  this 
will  prove  to  be  the  crucial  diagnostic  proce- 
dure. Because  thoracotomy  usually  proves  to 
be  therapeutic  as  well  as  diagnostic  it  will  be 
discussed  further  under  therapy. 

TREATMENT 

Roentgen  Therapy  and  Chemotherapy.  — So 
few  patients  having  solitary  lesions  have  been 
treated  only  by  roentgen  therapy  or  by  chemo- 
therapy that  no  recommendation  is  warranted 
regarding  these  forms  of  treatment.  Whether  or 
not  these  methods  are  superior,  equal,  or  in- 
ferior to  surgical  removal  of  the  tumor  cannot 
be  said. 

Surgical  Treatment.  — The  majority  of  soli- 
tary circumscribed  cancers  are  now  treated  by 
surgical  removal.  Because  thoracotomy  is  usu- 
ally necessary  to  establish  the  diagnosis  and  to 
determine  the  extent  of  involvement,  it  is  gen- 
erally feasible  to  remove  the  tumor  at  the  same 
operation  if  possible.  This  may  require  lobec- 
tomy or  pneumonectomy.  By  the  very  definition 
of  the  lesions,  all  solitary  circumscribed  pulmo- 
nary cancers  should  be  operable  provided  the  pa- 
tients’ general  condition  permits  such  treatment. 
This  100  per  cent  operability  compares  to  50  per 
cent  operability  for  all  types  of  bronchogenic 
carcinoma.  Approximately  90  per  cent  of  the 
solitary  lesions  (98  per  cent,  Paulson[I0])  are 
resectable  whereas  only  30  per  cent  of  all  types 
combined  are  resectable.  Therefore,  from  the 
surgical  standpoint,  we  are  dealing  with  the 
most  favorable  kind  of  pulmonary  cancer. 

Whether  thoracotomy  will  continue  to  merit 


our  trust  as  the  best  means  of  treatment  will  de- 
pend on  the  results.  We  have  studied  the  sur- 
vival of  our  patients  with  solitary  circumscribed 
cancers  of  the  lung  and  are  presenting  an  addi- 
tional report  of  the  results  of  surgical  treatment. 

THE  STUDY 

Previously,  Vance  and  associates  ( II ) report- 
ed a 3-year  follow-up  study  of  94  patients  with 
solitary  circumscribed  bronchogenic  cancer  who 
were  treated  surgically.  Our  present  report  is 
a 5-year  follow-up  study  of  these  same  patients, 
100  per  cent  of  whom  were  traced.  If  we  elim- 
inate from  the  94  patients  those  who  were  ex- 
plored but  found  inoperable  (nine  cases),  those 
who  had  palliative  resection  only  (three  cases), 
and  those  who  died  in  the  hospital  after  opera- 
tion (five  cases),  77  remain  who  underwent  re- 
section with  the  hope  of  cure  and  survived  opera- 
tion. Of  these  77,  26  or  33.8  per  cent  were  liv- 
ing after  5 years.  In  the  series  of  bronchogenic 
carcinoma  of  all  types  reported  for  the  Mayo 
Clinic  by  Kirklin  and  associates  (12),  37  per 
cent  of  the  patients  who  were  resected  with  the 
hope  of  cure  survived  5 years.  It  is  discourag- 
ing, therefore,  to  learn  that  the  survival  rate  of 
patients  having  resection  with  the  hope  of  cure 
is  no  better  for  those  with  solitary  circumscribed 
caneer  than  for  those  with  other  types  of  cancer. 
This  is  contrary  to  the  impression  commonly 
held. 

However,  the  resectability  rate  in  our  group 
(90  per  cent)  is  nearly  twice  as  great  as  that 
in  the  series  reported  by  Kirklin  and  associates 
(49.8  per  cent);  so  the  survival  rate  for  all  sur- 
gical patients  with  circumscribed  cancer  is  near- 
ly twice  as  good  as  that  for  patients  with  other 
forms  of  surgically  explored  bronchogenic  car- 
cinoma. 


TABLE  1 

Curative  Resections  for  Solitary  Circumscribed  Pulmonary  Lesions  Due  to 
Bronchogenic  Carcinoma:  5-Year  Survival  Rates  According  to 


Lesion,  cell  type 

Cell  Type  (77  Patients) 

Lived  5 or  more  years 
after  operation 

Patients  Number  Per  cent 

Adenocarcinoma 

26 

9 

34.6 

Large  cell 

25 

8 

32.0 

Squamous  cell 

19 

8 

42.1 

Small  cell 

1 

0 

— 

Unclassified 

6 

1 

167 

Total 

77 

26 

33.8 

"Inquiry  as  of  January  1, 

I960.  Hospital  deaths  are  excluded  in 

the 

calculation  of  survival  rates. 
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Survival  rates  according  to  cell  types  are  given 
in  table  1.  There  seems  to  be  little  difference 
between  the  three  most  numerous  types:  adeno- 
carcinoma, large  cell  tumors  and  squamous  cell 
tumors. 

Survival  rates  according  to  different  variables 
are  given  in  table  2.  It  seems  to  make  no  dif- 
ference whether  thoracic  symptoms  are  present 
or  absent,  whether  the  lesion  is  greater  or  less 
than  4.0  cm.  in  diameter,  or  whether  the  sedi- 
mentation rate  of  erythrocytes  is  greater  or  less 


than  30  mm.  in  1 hour.  The  survival  rate  is 
more  favorable  if  the  cytologic  findings  are  nega- 
tive rather  than  positive,  and  the  chance  of  sur- 
vival appears  to  be  slightly  better  if  the  nodes 
are  not  involved  than  if  they  are  involved. 

In  this  group  of  patients,  77  of  the  94  had 
cytologic  examination  of  bronchial  material;  the 
results  in  31  (40  per  cent)  cases  were  positive. 
This  finding  is  of  definite  help  in  making  a pre- 
operative diagnosis.  Tissue  diagnosis  was  made 
in  only  seven  (10  per  cent)  of  the  67  bron- 
choscopic  examinations  performed. 


TABLE  2 

Curative  Resections  for  Solitary  Circumscribed  Pulmonary  Lesions  Due  To 
Bronchogenic  Carcinoma:  5-Year  Survival  Rates  According  To 
Different  Variables  (77  Patients) 

Lived  5 or  more  years 
after  operation 


Variable 

Palients 

Number 

Per  cent* 

Total 

77 

26 

33.8 

Thoracic  symptoms: 

Present 

45 

15 

33.3 

Absent 

32 

11 

34.4 

Size  of  lesion: 

4.0  cm.  or  less 

43 

14 

32.6 

More  than  4.0  cm. 

34 

12 

35.3 

Sedimentation  rate 
(mm.  in  1 hour): 

30  or  less 

39 

14 

35.9 

More  than  30 

25 

9 

36.0 

Unknown 

13 

3 

23.1 

Cytologic  findings: 

Positive 

20 

5 

25.0 

Negative 

44 

19 

43.2 

Unknown 

13 

2 

15.4 

Operation: 

Pneumonectomy 

41 

12 

29.3 

Lobectomy 

36 

14 

38.9 

Nodal  involvement: 

Present 

34 

10 

29.4 

Absent 

40 

15 

37.5 

Unknown 

3 

1 

33.3 

“Inquiry  as  of  January  I, 

I960.  Hospital  deaths 

are  excluded  in  the  calculation 

of  survival  rates. 

COMMENT 

Much  emphasis  has  been  placed  on  the  early 
detection  and  surgical  removal  of  cancer  of  the 
lung,  and  at  present  our  hopes  are  largely  con- 
fined to  these  two  fields.  It  is  therefore  of 
great  interest  to  study  the  solitary  circumscribed 
pulmonary  cancer  because  it  affords  the  best 
ehance  to  make  an  early  diagnosis  and  to  re- 
move the  lesion.  Therefore,  it  should  be  the 
most  favorable  type  of  cancer  of  the  lung. 


A question  of  some  importance  is  whether 
or  not  there  is  any  fundamental  difference  be- 
tween the  solitary  peripheral  and  the  central 
carcinoma  of  the  lung.  In  our  group  of  pa- 
tients having  solitary  circumscribed  cancers,  the 
ratio  of  males  to  females  was  4:1;  this  was  also 
characteristic  for  all  types  of  bronchogenie  car- 
cinoma. The  average  age  of  the  patients  (58.7 
years)  conformed  to  the  general  pattern.  In 
comparing  the  cell  types  of  our  circumscribed 
lesions  with  the  cell  types  in  all  types  of  bron- 
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TABLE  3 

Cancer  of  the  Lung:  Comparison  of  Cell  Types  in  Solitary  Circumscribed 
Lesions  and  in  All  Types  of  Carcinoma 

All  types  carcinoma(12).  Solitary  circumscribed 

Cell  type  percent  carcinoma(ll),  per  cent 


Large  cell 

37.9 

Adenocarcinoma 

12.6 

Squamous  cell 

33.7 

Small  cell 

15.8 

Unclassified 

— 

Total 

100.0 

cliogenic  carcinoma  as  reported  by  Kirklin  and 
associates  (table  3),  it  would  appear  that  the 
percentage  of  large  cell  and  squamous  eell  car- 
cinomas is  roughly  the  same  in  the  two  groups, 
but  there  is  a higher  percentage  of  adenocar- 
cinoma and  a smaller  percentage  of  small  cell 
carcinoma  in  the  group  having  solitary  cir- 
cumscribed cancers.  The  significance  of  this  is 
debatable  because  of  the  small  number  in  the 
latter  group  (94  cases).  The  difference  in  re- 
sectability rate  between  peripheral  and  other 
types  of  lesions  is  large,  but  the  survival  rates 
of  the  two  groups  of  resected  cases  again  point 
to  a similarity.  From  this  study  we  cannot 
conclude  that  there  are  any  significant  differ- 
ences between  the  two  types  of  lesions,  the  great- 
est difference  perhaps  being  the  relative  age  of 


Fig.  1.  Roentgenogram  made  on  patient’s  admission  showing 
atelectasis  of  right  upper  lobe  due  to  “central”  carcinoma. 


32 

31 

27 

3 

7 

100 

the  tumor  when  the  patient  was  first  seen. 

Figure  1 shows  the  roentgenogram  of  a patient 
on  admission  to  the  Mayo  Clinic.  The  atelec- 
tasis of  the  right  upper  lobe  suggests  a central 
type  of  bronchogenic  carcinoma  and  if  this  had 
been  the  first  roentgenogram  one  would  so  con- 
clude. However,  a roentgenogram  taken  pre- 
viously elsewhere  (Fig.  2)  shows  this  to  have 
been  a solitary  circumscribed  peripheral  type  of 
cancer  at  an  earlier  stage  of  its  development. 

It  is  encouraging  that  90  per  cent  or  more  of 
solitary  tumors  of  the  lung  are  resectable,  but 
it  is  equally  discouraging  that  the  5-year  sur- 
vival rate  in  cases  of  resection  with  the  hope 
of  cure  is  only  33.8  per  cent,  a poor  showing 


Fig.  2.  Roentgenogram  made  about  11  months  before  figure 
1 showing  lesion  to  have  been  solitary  and  circumscribed. 
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for  this  highly  selected,  supposedly  favorable 
type  of  lesion.  This  is  a survival  rate  of  27.7 
per  cent  for  the  94  cases  of  solitary  circum- 
scribed cancers  studied.  According  to  most  re- 
ports in  the  literature,  95  per  cent  of  patients 
with  bronchogenic  carcinoma  of  all  types  com- 
bined will  be  dead  of  their  disease  within  5 years 
of  the  time  of  its  discovery.  Even  if  we  could 
detect  and  remove  all  lesions  while  they  were 
still  in  the  favorable  solitary  circumscribed  state, 
only  about  a fourth  of  the  patients  would  reach 
the  5-year  goal,  according  to  our  studies. 

Better  methods  must  be  developed  before 
the  outlook  will  improve  and,  until  then,  we  are 
committed  to  make  the  best  use  of  what  we 
have:  We  must  continue  roentgenographic  sur- 
veys among  those  with  the  highest  susceptibility 
to  cancer  of  the  lung  (men  more  than  45  years 
of  age).  We  must  interpret  the  roentgenograms 
carefully  and  investigate  thoroughly  every  case 
in  which  a lesion  of  suspicious  nature  has  been 
encountered.  We  must  evaluate  carefully  each 
patient  with  respiratory  symptoms,  and  we  must 
extend  our  use  of  sputum  cytology.  We  should 
make  frequent  use  of  diagnostic  thoracotomy  for 
patients  with  pulmonary  lesions  of  unconfirmed 
diagnosis.  Aside  from  this,  we  have  palliative 
and  supportive  therapy  for  the  patient  who 
cannot  be  cured  ( an  important  part  of  our  treat- 
ment of  cancer  of  the  lung),  and  we  have  hope 
for  improvement  in  the  future. 

Regarding  the  future,  in  a forthright  article 
on  the  treatment  of  cancer  of  the  lung,  Big- 
nall(13)  concluded  with  the  following  state- 


ment: “But  it  seems  likely  that  no  major  im- 
provement in  the  results  of  treatment  will  ap- 
pear until  some  method  is  found  of  bringing 
the  uncontrolled  ‘cancerous’  growth  back  under 
control.”  And  only  by  recognizing  the  inade- 
quacy of  our  present  means  can  we  be  inspired 
to  search  for  improved  methods  of  treating  can- 
cer of  the  lung. 
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Doctor  and  Lawyer 


Lindsay  E.  Beafon,  M.D. 


It  is  an  inauspicious 
reflection  of  the  in- 
tellectual divisions  of 
our  age  that  the  two 
great  learned  profes- 
sions, medicine  and 
law,  find  so  small  an 
area  of  eommon  un- 
derstanding. Perhaps 
a physieian’s  interpre- 
tation of  the  varianee 
in  views  may  illumi- 
nate them  so  that 
they  ean  be  seen  and 
seized,  and  it  may 
evoke  its  eounter- 
part  from  some  member  of  the  bar.  The  two 
at  least  meet  in  the  professional  ideals  of  service 
to  the  publie  and  rigorous  adherenee  to  the 
standards  of  one’s  peers.  Doctor  and  lawyer  are 
also  equated  in  public  esteem,  the  former  per- 
haps more  affeetionately  considered,  thanks  to 
the  nature  of  his  offices  to  the  siek,  the  latter 
more  admired  for  his  rational  keenness.  Both 
are  regarded  by  the  laity  with  some  awe,  but  at 
times,  and  too  often  of  late,  with  ambivalence, 
indispensable  for  their  speeial  skills,  but  mis- 
trusted because  of  their  socio-economie  status, 
their  individualism,  and  their  esoterie  knowl- 
edge. Each  would  do  well  to  look  to  his  public 


image,  as  an  integral  part  of  voeational  respon- 
sibility, sinee  only  the  trusted  professional  ean 
fully  answer  the  needs  of  those  who  eome  to  his 
door. 

There  are,  of  course,  defining  differences  be- 
tween law  and  medieine,  and  the  chief  of  these 
is  the  fact  that  they  play  separate  roles  in  eivili- 
zation.  Historically,  at  least  in  this  eountry,  the 
attorney  has  been  the  architect  of  government, 
the  deviser  of  the  corporate  structure  of  our  eco- 
nomic life,  and  the  arbiter  of  soeietal  regulation. 
He  guarantees  that  the  individual  eitizen  re- 
ceives the  full  benefit  and  proteetion  that  the 
law  has  to  offer  but  he  always  remains  an  officer 
of  the  court.  More  significantly  he  ensures  that 
society  remains  eontrolled.  The  physician’s  focus 
is  not  the  same;  he  is  responsible  not  for  society 
but  for  the  individual.  Even  in  his  public  health 
role  he  cannot  escape  the  imperative  of  solici- 
tude for  the  single  sick  man.  If  lawyer  and  doc- 
tor understood  more  explicitly  the  social  func- 
tion of  the  other,  each  would  be  more  tolerant. 

It  is  not  surprising  that  the  two  professions 
attract  men  of  dissimilar  temperament.  The  at- 
torney needs  attributes  of  impersonality  and  de- 
tached objectivity,  the  ability  to  reify  relation- 
ships so  that  the  law  can  deal  with  them.  The 
physician  on  the  other  hand  must  be  a man  who 
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can  empathize  and  be  at  bottom  his  patient’s 
passionate  partisan.  This  is  no  place  to  go  into 
explanations  of  the  development  of  the  two 
characters.  They  do  exist,  and  the  contrast  ac- 
counts in  part  for  the  gap  that  divides  their 
points  of  view.  Their  educations  further  split 
them.  Law  school,  with  its  emphasis  on  ease 
study,  its  debunking  of  judicial  opinion,  and  its 
skeptical  attitude  toward  legal  absolutes  pro- 
duces a relativist.  Medieal  school  is  much  less 
iconoelastic,  and  the  physician  in  embryo  learns 
to  think  in  mutually  exclusive  terms,  health  and 
disease,  cure  and  failure.  The  medieal  student 
is  taught  approved  techniques  and  treatments 
in  an  authoritarian  way  totally  foreign  to  the 
indoctrination  of  the  law  student.  His  training 
contributes  to  the  physician’s  displeased  puzzle- 
ment that  there  is  no  legal  certainty,  no  undis- 
puted formula  of  right  and  wrong,  while  the  at- 
torney finds  the  doetor’s  expectation  naive. 

The  difference  between  the  attorney’s  im- 
personal intellectual  grasp  and  the  physieian’s 
sympathetic  concern  is  not  a new  observation. 
It  wouid  seem  to  account  for  the  amusing  com- 
ment of  Thomas  Fuller,  a 17th  century  English 
clergyman: “Commonly,  physicians, like  beer,  are 
best  when  they  are  old;  and  lawers,  like  bread, 
when  they  are  young  and  new.” 

One  way  to  attack  the  misunderstanding  is  not 
directly  by  an  account  of  the  ideals  and  realities 
of  each  profession,  but  instead  by  analysis  of 
the  perversities  that  each  sees  in  the  other. 
Let  me  start  with  the  complaints  that  doctors 
have  against  lawyers.  A physician  does  this  with 
trepidation.  In  1959  a Nebraska  attorney  filed 
suit  against  a visiting  prominent  orthopedic 
surgeon  for  $500,000  for  slandering  the  legal 
profession  in  a speech  before  a medical  society. 
Both  the  local  bar  and  the  medical  society  re- 
gretted the  action,but  the  doctor  had  already 
taken  the  precaution  of  returning  to  his  home 
state,  and  no  service  could  be  made  on  him. 
I have  no  place  to  go.  So  the  prudent  and 
trembling  pen  let  me  first  set  forth  some  of  the 
accusations  of  the  doctor  against  the  lawer,  and 
in  each  case  the  defense  that  the  latter  might 
reasonably  offer. 

To  begin,  probably  nothing  so  contributes  to 
the  physician’s  distrust  of  the  attorney  as  the 


rising  frequency  of  malpratice  suits.  The  doctor 
believes  that  the  lawer  fosters  disgruntlement 
in  the  client  who  comes  to  him  with  some  ques- 
tion about  medical  care.  He  feels  that  he  is  being 
persecuted  in  court  and  morally  condemed.  He 
decries  a tendency  for  judges  to  rule  more  and 
more  medieal  accidents  as  patent  acts  of  neg- 
ligence not  requiring  professional  testimony  for 
proof,  under  the  doetrine  of  res  ipsa  loquitur.  He 
fears  that  next  the  rule  of  warranty  will  be  ap- 
lied  to  him  and  that  he  will  be  sued  every  time 
the  issue  does  not  meet  textbook  perfection,  on 
the  unspoken  grounds  that  with  the  “miracles” 
of  modern  medieine  every  patient  has  a right  to 
anticipate  complete  restoration  of  health  with- 
out running  any  risk.  Knowing  the  variety  of 
illness  and  the  inexactness  of  treatment,  the 
physician  finds  all  this  a deluding  fantasy.  And 
he  points  with  real  distress  to  the  fact  that  some 
of  his  eollegues  refuse  to  employ  advanced  ther- 
apeutie  techniques  to  avoid  the  possibility  of 
being  sued.  Finally  he  would  probably  say,  if 
you  pressed  him,  that  to  him  the  law  seems 
like  an  abstraetion  related  neither  to  social 
reality  nor  to  the  reality  of  the  patient’s  health. 
Fortunately  this  is  an  area  in  which  rapproche- 
ment is  being  sought,  and  we  will  discuss  it, 
but  the  lawer  ean  still  reply  that  every  person 
deserves  aecess  to  the  services  of  counsel  if  he 
feels  that  he  has  been  done  an  injury.  He  would 
deny  that,  except  for  notorious  ambulance- 
chasers,  attorneys  encourage  the  filing  of  mal- 
practice suits,  and  in  Arizona  he  could  support 
the  contention.  And  lastly  he  would  maintain 
that  a malpractice  action  is  not  an  arraignment 
for  wrong-doing;  it  is  merely  an  allegation  of 
error  in  the  course  of  treatment  with  consequent 
damage  to  the  patient.  The  doctor  carries  mal- 
praetice  insurance,  the  lawyer  would  add,  just  as 
he  insures  himself  against  other  forms  of  human 
error,  about  which  he  is  not  so  sensitive  because 
they  do  not  touch  his  professional  self-esteem. 

Next,  the  physician  calls  attention  to  the  field 
of  personal  injury  law,  in  which  he  sees  high 
verdicts  for  incapacitations  that  he  considers 
minimal  and  at  times  non-existent.  The  reply  of 
admission  of  some  gross  inequities  would  be 
tempered  by  the  fact  that  measures  are  being 
planned  to  correct  them  and  by  the  observation 
that  the  open-handedness  of  some  juries  is  one 
of  the  calculated  risks  of  a democratic  legal 
system  and  a small  price  to  pay.  The  plain- 
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tiff’s  advocate  would  stress  sharply  that  maim- 
ing and  loss  of  life  certainly  deserve  sub- 
stantial compensation  from  a negligent  party, 
that  large  awards  are  necessary  to  meet  the 
realities  of  the  expenses  of  modern  living  and 
medical  care,  and  that  the  proper  answer  does 
not  lie  in  newspaper  ads  by  insurance  companies 
blasting  jury  generosity  but  rather  in  the  recog- 
nition that  more  adequate  insurance  coverage  is 
required.  He  might  go  further  and  postulate  that 
the  physician’s  upper  class  status  identification 
leads  him  to  rise  automatically  to  the  defense  of 
the  insurance  company,  because  he  is  uncons- 
ciously threatened  by  the  implication  of  assault 
on  his  own  economic  group. 

As  an  ancillary  charge  against  the  present 
pattern  of  personal  injury  trials,  the  doctor  aims 
a denouncing  finger  at  the  medical  harm  done 
through  delay  in  reaching  a determination 
because  of  what  he  would  characterize  as  legal 
red  tape  and  the  pettifogging  maneuvers  of 
attorneys.  I doubt  that  any  reputable  observer 
would  fail  to  deplore  the  damage  done  a claim- 
ant by  clogging  delay  in  the  courts,  but  the  lawyer 
would  say  that  what  the  doctor  regards  as  undue 
deference  to  the  rituals  of  jurisprudence  is  only 
the  discharge  of  the  law’s  promise  to  protect  the 
rights  of  the  individual.  He  would  add  that 
measures  are  being  urgently  devised  to  speed 
the  clearance  of  court  calendars.  A recent  issue 
of  the  Annals  of  the  American  Academy  of  Po- 
litical and  Social  Science  was  devoted  to  the 
topic  of  “Lagging  Justice,”  and  it  contains  en- 
couraging discussion  of  the  many  methods  being 
used  and  contemplated.  Here  the  simple  state- 
ment will  suffice  that  lawyers  are  more  aware 
of  the  problem  than  doctors  and  that  rectifying 
steps  are  being  taken. 

The  psychiatrist  particularly  would  next  criti- 
cize the  lawyer  for  adherence  to  medieval  con- 
cepts of  mental  illness  and  of  free  will  and  per- 
sonal responsibility.  The  McNaghten  rules,  by 
which  most  criminal  cases  involving  mental  ill- 
ness are  still  decided,  are  actually  meaningless 
in  terms  of  modern  psychiatry.  As  a mat- 
ter of  fact,  an  American  psychiatrist,  Isaac 
Ray,  attacked  these  concepts  as  long  ago  as 
1838,  and  the  Durham  decision  of  the  Court  of 
Appeals  for  the  District  of  Columbia  in  1954  re- 
curred to  Ray’s  concepts  in  establishing  a more 
scientific  rule  for  the  determination  of  mental 


competency.  This  decision  is  a modern  recasting 
of  the  New  Hampshire  State  test  of  insanity, 
which  has  its  origin  in  a judgment  in  that  State 
in  1869.  The  precise  point  of  this  more  enlight- 
ened and  more  moral  thesis  is  that  a person  ac- 
cused of  a crime  shall  be  adjudged  innocent  by 
virtue  of  mental  illness  if  it  is  attested  by  com- 
petent psychiatric  authority  that  he  would  not 
have  committed  his  offense  if  he  had  not  been 
mentally  ill.  As  Associate  Justice  of  the  United 
States  Supreme  Court  William  O.  Douglas  has 
put  it,  “We  of  the  Western  world  work  on  the 
assumption  that  a civilized  society  does  not  as- 
sess punishment  where  it  cannot  ascribe  blame.” 
What  is  the  attorney’s  answer  to  this  indict- 
ment? This  is  a question  I cannot  answer  for 
him.  I can  only  assume  that  he  would  respond 
in  terms  of  the  overriding  necessity  of  removing 
the  potentially  dangerous  person  from  the 
streets,  and  the  peril  of  permitting  a legal  loop- 
hole through  which  an  undisciplined  man  can 
escape  the  consequences  of  his  actions,  to  the 
ultimate  detriment  of  the  social  fabric.  The  prob- 
able fact  is,  from  the  psychological  view,  that 
the  attorney  is  bound  by  the  terms  of  his  pro- 
fession to  deal  within  an  intellectual  framework 
that  has  nothing  to  do  with  the  question,  which 
is  one  of  understanding  the  ways  in  which 
thought  and  action  are  governed  by  unconscious 
emotional  forces  over  which  the  individual  has 
no  useful  control. 

Other  instances  of  cultural  lag  in  the  adjust- 
ment of  the  law  are  also  disturbing  to  the  phy- 
sician. For  example,  he  finds  it  hard  to  stomach 
many  sumptuary  statutes,  which  he  blames  on 
the  lawyer,  perhaps  in  tacit  recognition  of  the 
fact  that  in  the  legislature  or  on  federal  com- 
missions the  lawyer  is  the  law-maker.  I refer  to 
such  ordinances  as  those  concerning  sexual  of- 
fenses, narcotic  addiction,  birth  control,  and 
adoption,  \\4iich  the  pliysician  would  regard  as 
scientifically  out  of  date.  He  finds  the  lawyer 
too  slow  to  accept  modern  medical  fact.  For  ex- 
ample, in  a paternity  case  in  Ohio  in  1958,  after 
blood  tests  had  definitely  proved  that  the  ac- 
cused could  not  possibly  have  sired  the  child  in 
question,  the  trial  judge  in  the  juvenile  court 
could  still  give  the  following  instruction  to  the 
jury:  “Giving  full  w'eight  to  all  factors,  has  the 
complainant  succeeded  in  pro\  ing  the  guilt  of 
the  defendant  by  a preponderance  of  the  e\i- 
dence  — notwithstanding  the  testimony  of  tlu' 
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expert  serologist  that  the  blood-grouping  tests 
establish  the  exclusion  of  the  defendant  as  the 
father  of  the  child?”  If  there  is  an  answer  to  this 
accusation  it  would  probably  be  that  the  law 
properly  depends  on  precedent  and  that  it  is  so- 
cially necessary  to  make  haste  slowly,  since  the 
law  must  remain  hitched  to  the  accepted  opin- 
ions of  the  community  and  it  takes  time  for  the 
community  to  absorb  sophisticated  scientific 
ideas.  Another  instance  is  the  allowance  by 
judges  of  awards  for  cancer  alleged  to  have 
been  caused  by  injury,  though  this  popular  im- 
pression is  against  all  medical  evidence.  Dr. 
Lionel  S.  Auster  of  New  York  estimates  that  only 
about  six  out  of  every  100,000  cases  of  neoplasm 
show  even  the  slightest  possible  relationship  to 
injury  and  notes  that  experimentally  it  has  never 
been  possible  to  produce  a tumor  by  a single 
trauma.  The  law  s faith  in  the  efficacy  of  capital 
punishment  is  another  example.  For  an  ethical 
refutation  one  has  only  to  read  Jerome  Frank’s 
“Not  Guilty”  or  Arthur  Koestler’s  “Reflections 
on  Hanging.”  The  psychiatrist  adds  that  there  is 
no  deterrent  effect  by  capital  punishment,  as 
abundantly  proved  by  many  sets  of  statistics, 
and  that  the  need  to  inflict  such  penalty  has  its 
roots  in  the  unconscious  constraint  to  control 
hostile  impulses  within  ourselves  and  to  dispose 
of  our  own  hidden  guilts.  The  law  might  contest 
this,  sworn  as  it  is  to  a doctrine  of  free  will  that 
modern  psychology  cannot  accept.  The  attorney 
would  perhaps  defend  the  institution  of  capital 
punishment  as  a traditional  defense  against  the 
ehaotic  forces  in  civilization,  with  the  unspoken 
fear  that  without  this  extreme  recourse  people 
would  run  amok  in  aggressive  crime.  With  all 
obeisance  to  the  position  of  a fellow  profession- 
al, the  psychiatrist  is  still  bound  to  state  that 
the  irrationality  of  capital  punishment  is  clear 
and  that  there  can  be  no  argument  about  it.  In 
fact,  as  many  lawyers  as  physicians  are  in  the 
van  of  the  fight  to  abolish  it. 

The  doctor’s  last  expostulations  to  his  brother 
the  lawyer  involve  the  general  techniques  of  the 
law,  and  the  reply  would  be  that  these  merely 
highlight  the  doctor’s  ignorance  of  the  legal 
craft.  With  his  high  regard  for  an  absolute  an- 
swer the  physician  is  likely  to  look  to  the  law  as 
a final  arbiter  in  regulating  social  health.  He 
does  not  see  it  as  realistically  as  does  the  attor- 
ney, who  apprehends  a self-contained  profes- 
sional system,  a set  of  precedents,  often  fictional 


and  sometimes  mystical,  but  well  adapted  to  the 
practical  needs  of  society  for  decisions  that  will 
fit  the  accepted  beliefs  of  the  time  and  will 
keep  both  private  and  public  business  oiled  and 
moving.  The  doctor  often  can  literally  not  com- 
prehend the  idea  of  the  adversary  proceeding 
as  a method  of  arriving  at  truth.  Its  partisanship 
outrages  him.  The  lawyer  will  answer  that  no 
fairer  means  has  been  found  and  that  a public 
encounter,  with  all  parties  heard,  is  the  only 
known  safeguard  against  legal  tyranny.  The  phy- 
sician objects  that  he  cannot  credit  a contingen- 
cy fee  arrangement,  which  by  the  tenets  of  his 
calhng  is  wildly  unethical.  The  attorney  replies 
that  unless  he  is  willing  to  make  this  personal 
bargain  the  poor  could  never  obtain  their  day 
in  court.  The  doctor,  like  other  legal  laymen, 
finds  it  hard  to  understand  how  a lawyer  can 
consent  to  represent  an  accused  man  whose  guilt 
seems  manifest.  The  lawyer  responds  a little 
wearily  that  no  one  is  guilty  until  so  proven  and 
that  in  the  meantime  he  has  a democratic  right 
to  the  best  defense  that  society  can  provide.  The 
history  of  America  is  full  of  examples  of  lawyers 
who  were  courageously  willing  to  plead  the 
cause  of  the  unpopular.  As  early  as  the  days  of 
the  Boston  Massacre,  John  Adams  and  Josiah 
Quincy,  Jr.  served  as  counsel  for  a British  cap- 
tain who  had  participated  in  that  action.  Doc- 
tors, with  their  reverence  for  professional  ex- 
pertise, are  sceptical  to  the  point  of  contempt 
about  the  jury  system.  But  attorneys  see  it  as 
one  of  the  guarantors  of  liberty,  as  Sir  Patrick 
Devlin  has  called  it,  “the  lamp  of  freedom”. 
Furthermore  it  can  be  supported  as  a symbol  of 
democracy,  the  citizen’s  chance  to  participate  in 
the  process  of  public  order,  and  the  way  by 
which  the  harshness  of  the  inherited  law  is  soft- 
ened and  brought  into  contact  with  present  so- 
cial reality.  As  Judge  Charles  E.  Wyzanski,  Jr. 
of  the  U.  S.  District  Court  of  Massachusetts  has 
stated  it,  “Traditionally  juries  are  the  device  by 
which  the  rigor  of  the  law  is  modified  pending 
the  enactment  of  new  statutes.”  In  destruction 
of  the  physician’s  expressed  preference  for  de- 
cision by  the  judge  alone  probably  no  one  has 
put  it  more  succinctly  than  G.  K.  Chesterton, 
when  he  said,  “I  would  trust  twelve  ordinary 
men,  but  I cannot  trust  one  ordinary  man.”  Fi- 
nally the  doctor  is  more  than  a little  impatient 
with  insistence  on  legal  procedure;  with  his 
training  in  the  absolutes  of  medicine  he  values 
only  the  substantive  law.  Here  the  lawyer  might 
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respond  with  some  exasperation  that  the  whole 
saga  of  western  civilization  disloses  the  fact  that 
historically  freedom  was  won  by  claiming  for 
everyone  the  right  to  impartial  legal  procedure, 
to  “due  process”,  and  that  the  means  of  the 
courts  not  the  words  of  the  law  have  proved  to 
be  man’s  protection  against  dictatorship  and  his 
insurance  of  personal  liberty.  The  attorney  is 
much  less  impressed  with  judicial  decision  than 
the  legal  layman,  but  he  is  much  more  impressed 
with  the  procedures  that  pledge  to  every  citizen 
his  fair  chance  in  open  hearing.  Thus  results 
the  paradox  that  the  lawyer,  a sworn  officer  of 
the  court,  is  little  awed  by  legal  authority. 

Let  us  now  trade  interrogator  and  respondent 
in  our  Socratic  dialogue.  What  are  the  lawyer’s 
complaints  about  the  doctor?  First  of  all  he 
would  say  that  the  doctor  refuses  his  duty  as  a 
citizen  when  he  will  not  testify  against  other 
doctors  in  malpractice  suits.  Here  there  is  cer- 
tainly some  substance.  The  public  widely  be- 
lieves this  to  be  the  fact.  Harry  Golden,  the 
newspaper  editor  and  columnist,  recently  noted 
that  the  loyalty  of  doctors  to  each  other  is  “im- 
mense.” In  contrast  he  says,  “Perhaps  because 
of  the  nature  of  their  work  lawyers  are  a little 
more  sceptical  about  colleagues.”  At  least  in 
Arizona,  recent  developments  take  some  of  the 
force  out  of  this  accusation,  as  will  be  remarked 
below.  The  plaintiff’s  counsel  thinks  he  finds  a 
similar  disinclination  on  the  part  of  the  physi- 
cian to  testify  against  a large  corporation  or  in- 
surance company,  some  going  so  far  as  to  grum- 
ble that  they  have  difficulty  in  obtaining  testi- 
mony. This  they  would  blame  on  the  class  iden- 
tifications of  doctors  and  their  unconscious  de- 
fense of  other  members  of  their  social  group. 
There  is  some  justice  in  this  imputation.  The 
physician  as  a good  citizen  should  always  be 
willing  to  make  his  knowledge  available  to  the 
courts  to  assist  in  a just  disposition  of  disputes, 
even  at  the  cost  of  his  time  and  occasional  per- 
sonal discomfiture. 

Some  attorneys  have  objections  to  high  fees 
charged  by  physicians  for  expert  testimony,  to 
which  the  doctor  too  often  feels  that  he  makes 
adequate  reply  by  gibing  at  the  lawyer’s  contin- 
gency percentage  remuneration.  It  is  hardly  an 
answer  to  imply  that  both  professions  have  some 
kind  of  right  to  mulct  the  public.  We  should  re- 
gard our  courtroom  appearances  as  another  pro- 


fessional service,  to  be  charged  for  on  the  basis 
of  how  much  the  time  spent  would  have  brought 
in  our  practices.  The  attorney  also  has  a cynical 
conviction  that  doctors  can  be  bought  to  repre- 
sent either  side.  The  ethical  physician  replies 
that  this  is  true  only  of  the  “specialist”  in  expert 
testimony,  and  that  the  honest  doctor  abhors 
this  practice  and  will  only  give  a medical  opin- 
ion as  he  sees  it.  This  seems  a fair  answer.  Part 
of  the  difficulty  in  varying  viewpoints  on  the 
proper  position  of  the  expert  medical  witness  is 
a semantic  one,  for  the  doctor  conceives  of 
“cause”  far  differently  than  the  lawyer.  He  seeks 
the  ultimate  determinant,  not  the  precipitant, 
since  he  is  bound  by  his  need  to  think  in  terms 
of  therapy  and  not  in  terms  of  assigning  blame. 
And  in  a nice  switch  on  the  pragmatic  lawyer, 
the  physician  adds  that  medicine  too  is  not  an 
exact  science  and  that  the  notion  of  “reason- 
able medical  certainty”  is  often  totally  inapplica- 
ble to  his  determinations. 

Perhaps  most  of  all  the  lawyer  would,  in  the 
private  company  of  his  confreres,  inveigh  against 
the  doctor’s  smug  arrogance  about  the  law, 
which  leads  him  to  sweeping  pronouncements 
that  merely  display  his  ignorance  of  the  liistori- 
cal  process  that  has  erected  the  modern  legal 
structure  and  of  the  sustaining  role  that  it  plays 
in  our  culture  today.  To  this  there  seems  to  be 
no  rebuttal  except  the  physician’s  willingness  to 
be  edified  and  the  lawyer’s  willingness  to  teach 
him.  It  is  painfully  clear  that  the  attorney  has 
been  more  inclined  to  learn  about  medicine  than 
the  doctor  has  been  to  learn  about  the  law. 

Ending  the  debate  and  proceeding  to  the  con- 
crete conclusions  it  suggests,  one  might  first  in- 
dicate ways  in  which  the  physician  can  con- 
tribute to  better  use  of  medical  knowledge  in 
the  courtroom.  First,  he  should  prepare  more 
accurate  definitions  of  incapacitation  after  in- 
jury. A start  has  been  made  on  this  through 
various  guides  being  published  under  AMA 
auspices.  Second,  he  can  clarify  the  problems  of 
mental  status  and  use  his  influence  to  see  that 
enlightened  modern  legislation  is  enacted.  He 
can,  third,  repair  his  own  lack  of  co-operation 
by  manifesting  willingness  to  testify  in  court  in 
either  malpractice  or  personal  injury  cases.  And 
last,  he  can,  on  invitation  of  the  local  bar  associ- 
ation, contribute  to  the  education  of  lawyers. 
By  this  I do  not  mean  acquainting  the  lawyer 
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with  medical  interpretations  that  will  enable 
him  to  get  juicier  verdicts  or,  conversely,  to  nul- 
lify a justified  award  completely.  I mean  some 
basic  education  in  the  true  facts  of  health  and 
disease  and  the  welfare  of  the  sick  and  injured. 

The  lawyer  on  his  side  also  can  reduce  this 
controversy  between  the  professions  by  the  in- 
doctrination of  the  physician  in  the  law  and  by 
acting  to  bring  the  law  closer  to  scientific  med- 
ical fact  and  social  need.  He  can  first,  through 
the  local  medical  society,  slowly  bring  the  doc- 
tor to  some  understanding  of  the  necessary  con- 
ventions of  the  law,  discuss  the  pros  and  cons 
of  the  jury  system,  and  teach  the  lesson  that  ap- 
parently obstructive  procedures  are  truly  the 
citizenry’s  traditional  shield  against  legal  or  gov- 
ernmental despotism.  The  bar  is  actively  ex- 
ploring ways  of  reducing  trial  delay  and  of  ad- 
justing personal  injury  law  to  social  reality.  One 
plan  in  the  latter  area  is  the  substitution  of  the 
concept  of  comparative  negligence  for  that  of 
contributory  negligence  by  which  a plaintiff  is 
prevented  from  recovering  damages  if  his  own 
negligence  has  contributed  even  in  a minor  de- 
gree to  causing  the  accident.  The  comparative 
rule  would  merely  decrease  the  award  by  the 
percentage  that  is  accounted  for  by  the  plain- 
tiff’s negligence.  Another  device  is  the  reduction 
of  automobile  liability  suits  by  instituting  a com- 
pensation plan  similar  to  workman’s  industrial 
insurance,  recognizing  that  motor  vehicle  acci- 
dents are  an  inevitable  concomitant  of  a mech- 
anized society,  and  proposing  that  a fund  be 
set  up  from  which  scheduled  awards  would  be 
made,  regardless  of  fault.  It  is  not  too  far  a cry 
to  extend  this  principle  to  all  injuries.  Perhaps 
this  would  be  regarded  as  a limitation  on  the 
personal  liberty  to  seek  redress,  but  the  doctor 
would  regard  it  as  a release  from  the  nonsense 
of  damage  suits.  An  option  could  always  be  in- 
cluded that  would  allow  individual  recovery  at 
law  under  certain  circumstances,  as  in  Arizona’s 
Workmen’s  Compensation  Act. 

Finally  there  are  several  projects  on  which 
doctors  and  lawyers  can  work  together.  One  that 
is  already  being  successfully  pursued  in  this 
state  is  the  medico-legal  pretrial  panel  that  in- 
vestigates malpractice  cases  before  they  are 
brought  into  court.  This  was  inaugurated  in  Pima 
County  as  the  joint  conception  of  Dr.  Ian  Ches- 
ser and  Mr.  Robert  Lesher  and  has  been  widely 


admired  throughout  the  country.  It  provides 
greater  legal  security  to  the  blameless  physician; 
it  also  gives  the  attorney,  if  he  has  a justifiable 
case,  access  to  unimpeachable  medical  testimo- 
ny. In  practice  to  date  it  has  prevented  almost 
all  malpractice  disputes  from  coming  to  the  pub- 
lic attention  of  an  open  trial  and  has  thus  served 
both  the  innocent  physician  and  the  patient, 
who  learned  that  his  grievance  was  mistaken.  In 
a similar  way  lawyers  and  doctors  might  unite 
to  achieve  wider  use  of  the  impartial  medical 
witness  as  amicus  curiae,  the  court-employed  ex- 
pert. This  system  is  now  being  tried  in  many 
parts  of  the  United  States.  Physicians  welcome 
the  idea;  with  their  concepts  about  disease,  it 
is  much  more  acceptable  to  testify  without  the 
taint  of  partisanship.  Lawyers  too  have  accepted 
the  scheme,  though  there  are  dissents.  Some 
have  protested  that  its  fundamental  basis  is 
faulty  because  it  assumes  that  medicine  is  an 
exact  science,  whereas  it  is  well  known  that  com- 
petent and  honest  experts  will  disagree  on  the 
interpretation  of  identical  medical  facts.  Calling 
a doctor  impartial  does  not  mean  he  is  right, 
observes  Elwood  S.  Levy  of  Philadelphia,  and 
yet  the  court  appointment  cloaks  him  with  in- 
fallibility. The  procedure  is  further  objected  to 
as  doing  violence  to  the  adversary  proceeding, 
which  is  small  loss  in  the  physician’s  eye.  There 
is,  however,  substance  in  the  contention  that  the 
system  of  the  court-appointed  expert  substitutes 
trial  by  a single  witness  for  trial  by  jury. 

There  are  many  other  problems  on  which 
lawyers  and  doctors  can  and  should  by  choice 
employ  a bidisciplinary  approach.  Among  them 
are  penal  reform;  the  efficacy  of  various  kinds 
of  punishment;  the  teen-age  criminal,  the  so- 
called  juvenile  delinquent,  who  is  merely  an 
underage  person  who  breaks  the  law;  and  better 
use  of  modern  knowledge  of  behavior  in  juri- 
dical dispositions.  In  fact  the  entire  theory  of 
criminality  demands  a new  legal  interpretation 
in  the  light  of  the  findings  of  modem  social  sci- 
ence and  psychiatry.  Changes  are  coming.  The 
Durham  decision  is  only  one.  The  conclusions 
of  the  American  Law  Institute  in  1955  that 
adultery  should  not  be  a statutory  crime  and 
that  private  homosexuality  should  also  not  be 
enjoined  by  law  are  other  landmarks.  In  that  ses- 
sion Judge  Learned  Hand,  perhaps  America’s 
foremost  jurist,  commented,  “Criminal  law  which 
is  not  enforced  practically  is  much  worse  than 
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if  it  was  not  on  the  books  at  all.  Sodomy  is  a 
matter  of  morals,  and  it  is  not  a matter  that 
people  should  be  put  in  prison  about.” 

Each  of  the  two  great  professions  could  do  no 
better  than  to  attain  the  ideal  that  the  other 
holds  for  it.  The  doctor  expects  the  lawyer  to 
stand  for  and  achieve  justice,  and  the  attorney 
who  finds  this  view  naive  and  uninformed  might 
do  well  to  pause  a moment  and  realize  the  trust 
that  legal  laymen  put  in  him  in  the  mere  ex- 
pression of  this  reliance.  Perhaps  it  is  time  for 
the  lawyer  to  lead  the  advance  more  rapidly 
toward  social  justice  as  the  world  anticipates  it. 
E.  S.  Robinson  in  his  book,  “Law  and  the  Law- 
yers,” remarks  that  lawyers  are  a priesthood  with 
prestige  to  maintain.  “They  must  have  a set  of 
doctrines  that  do  not  threaten  to  melt  away  with 
the  advances  of  psychological  and  social  sci- 


ence.” It  is  time  for  abandonment  of  those  an- 
cient restrictions.  The  physician  looks  to  the  at- 
torney to  represent  what  David  Riesman  calls 
“the  beneficent  use  of  law  in  the  public  inter- 
est.” And  that  is  high  compliment. 

The  doctor  on  the  other  hand  is  generally  ad- 
mired by  the  lawyer,  who  has  an  image  of  him 
as  the  selfless  guardian  of  health  and  minister 
to  the  sick.  The  physician  can  appreciate  the 
obstacles  that  come  from  a hierarchical  inherit- 
ance, for  medicine  is  directly  descended  from  a 
priesthood.  The  doctor  too  can  now  abandon 
some  of  his  outworn  prerogatives  and  conven- 
tions and  enter  into  the  common  arena.  The  at- 
torney believes  that  the  good  physician  will  offer 
his  science  and  his  knowledge  unstintingly  in 
the  service  of  public  justice  and  public  health. 
And  that  too  is  high  compliment. 


NEW  DOCUMENTARY  HISTORY  OF  MEDICINE 

A non-commercial,  capsule  history  of  medicine  — from  ancient  time  to  the 
present  — has  been  produced  by  White  Laboratories  and  is  available  for  medical 
and  lay  group  showings.  Title  of  the  film  is  “69.3”. 

This  unusual  title  is  derived  from  the  theme  of  the  film,  which  reveals  how 
medical  progress  over  the  years  has  helped  raise  our  average  life  expectancy  at 
birth  from  about  20  years  in  ancient  time  to  the  present  69.3  today. 

The  film  is  narrated  by  Alistair  Cooke,  who  gained  fame  on  the  TV  series, 
“Omnibus,”  and  was  written  by  Irve  Tunick,  winner  of  the  Robert  E.  Sherwood 
writing  award.  Dr.  Robert  L.  Swain  was  technical  advisor. 

The  documentary  is  a black-and-white  16mm  film,  and  runs  13V2  minutes.  Re- 
quests for  free  bookings  should  be  sent  to;  Institute  of  Visual  Communications, 
Inc.,  40  East  49th  Street,  New  York  17,  N.Y. 
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GUEST  EDITORIAL 
FEDERAL  AID  TO  EDUCATION 


It  has  always  been  said  that  but  “two  things 
are  inevitable  — death  and  taxes.”  If  either  of 
the  two  major  political  party  platforms  are  car- 
ried out,  as  they  were  written,  then  two  more 
inevitables  will  be  added  — socialized  medicine 
and  federal  aid  to  education.  Both  of  these,  how- 
ever, have  no  place  in  freedom-loving  America. 

In  addressing  the  members  of  the  medical 
profession  of  Arizona,  I need  not  dwell  on  the 
evils  and  consequences  of  socialized  medicine, 
but  you  may  not  be  so  well  informed  concerning 
the  question  of  federal  aid  to  education.  So, 
without  attempting  to  cover  the  field  in  detail 


or  boring  you  with  too  many  figures  and  statis- 
tics, may  I merely  hit  the  high  points  of  the  na- 
tional question  and  be  a bit  more  specific  in  re- 
gard to  the  financing  of  Arizona’s  public  schools. 

There  has  been,  of  course,  for  years,  a drive 
among  our  more  socialist-minded  educators  and 
Washington  bureaucrats  for  direct  federal  fi- 
nancing of  the  public  schools;  but,  never  before 
have  the  candidates  for  President,  of  both  major 
political  parties,  advocated  such  a “welfare”  step. 
The  basic  premise  behind  this  drive,  although 
not  admitted  as  such,  is  “thought  control.”  Loud- 
ly protesting  against  this  fact  though,  our  social- 
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ist  welfarers  shout  that  the  individual  states 
“NEED”  and  “must  have”  this  assistance  from 
the  federal  government  in  order  to  even  catch 
up,  let  alone  keep  up,  with  the  Communist  edu- 
cational system.  But  do  we  as  individual  states 
actually  need  — or  better  — can  we  afford  such 
“Indian-giving?”  Statistics  show  that  the  indi- 
vidual school  boards  have  done  a commendable 
job  in  these  post-war  years;  for,  while  the  school 
population  has  increased  by  approximately  fifty 
per  cent,  the  school  boards  have  provided  the 
school  buildings  to  house  these  additional  chil- 
dren, recruited  the  teachers  to  staff  them,  raised 
teachers’  salaries  and,  in  general,  have  provided 
for  better  schools  today  than  in  any  previous 
time  in  history.  This  achievement  has  been 
brought  about  by  a tripling  of  the  public  school 
expenditures  — from  $4.3  billion  in  1947-48  to 
$14.4  billion  in  1958-59.  Most  of  this  money  has 
come  from  the  property  ta.xpayer,  and  we  read- 
ily agree  that  he  is  carrying  more  than  his  share 
of  the  load.  Obviously  the  cost  of  the  public 
schools  is  going  to  continue  to  rise;  it  has  been 
estimated  that  it  will  require  a fifty  per  cent  in- 
crease in  the  next  decade  just  to  accommodate 
the  increased  enrollment  alone.  Where  is  this 
additional  money  to  come  from?  We  say  the 
large  majority  of  it  must  come  from  the  indi- 
vidual states.  Why?  Because  they  have  a much 
wider  tax  base,  and  because  in  manv  instances 
the  states  have  not  been  carrying  their  just  load. 
This  latter,  we  feel  to  be  especially  true  in  the 
case  of  our  own  state,  where  “big  industry,”  by 
its  stranglehold  on  our  state  legislature,  has  not 
permitted  bills  to  pass  that  would  have  kept 
the  state  in  line  with  her  obligations. 

Most  proponents  of  federal  aid  agree  that 
the  additional  financial  aid  should  come  from 
the  state,  but  contend  that  the  state  isn’t  going 
to  provide  it;  hence  “we  must  turn  to  the  fed- 
eral government,”  whose  bureaucrats  are  already 
trying  to  stuff  it  down  our  throats  and  will  then 
tax  us  double  for  it.  Oh,  that  we  could  but  re- 
verse our  state  and  federal  income  taxes!  The 
states  should  be  allowed  to  keep  a greater  por- 
tion of  their  own  tax  revenues.  However,  in  order 
to  provide  the  money  for  the  various  federal 
subsidies,  the  federal  government  has  pre-empt- 
ed so  many  of  the  other  tax  sources  from  the 
state.  The  sound  method  to  aid  the  schools  would 
be  to  stop  this  vicious  cycle  of  sending  more  and 
more  money  back  to  Washington,  and  getting 


relatively  less  and  less  back  in  the  form  of 
“doles.” 

This  could  be  accomplished  by  reducing  the 
federal  income  tax  and  by  repealing  many  fed- 
eral taxes,  particularly  excise,  giving  the  states  a 
chance  to  reimpose  as  many  of  them  as  neces- 
sary. For  instance,  telephone  and  telegraph 
taxes  raise  $700  million  a year,  federal  tobacco 
taxes  run  to  nearly  $2  billion,  estate  taxes  $1.2 
billion,  beer  taxes  $800  million,  etc.  Their  repeal 
would  not  affect  the  federal  budget  if  the  sub- 
sidies were  unloaded  at  the  same  time.  The  re- 
lease of  the  many  federally  controlled  utilities 
and  industries  to  the  states,  or  to  private  owner- 
ship, would  be  another  almost  unlimited  source 
of  funds  for  the  states. 

When  our  Constitution  was  adopted,  all  pow- 
ers not  given  to  the  federal  government  were 
reserved  to  the  states.  Education  was  one  of 
these  powers.  In  their  wisdom,  our  forefathers 
provided  that  education  should  be  decentral- 
ized. The  states  and  local  property  ta.xpayers 
have  thus  provided  for  the  education,  down 
through  the  years,  that  has,  in  the  relatively 
short  span  of  our  history,  advanced  us  to  the 
unquestioned  position  of  world  leader.  But  here 
again  our  well-meaning  friends,  who  feel  that 
only  Washington  can  solve  any  of  our  problems 
any  more,  scream  that  because  of  the  urgency 
thrown  on  our  education  system  by  the  Russian 
sputnik  and  because  of  the  almost  unbelievable 
mushrooming  of  the  school  population,  the 
states  are  no  longer  able  to  meet  this  crisis.  Can 
this  claim  really  be  true  in  wealthy  United 
States?  The  Committee  for  Economic  Develop- 
ment, after  a thorough  study  and  extensive  sur- 
vey of  the  problem,  concluded  that  federal  as- 
sistance should  be  provided  only  for  those  states 
where  there  are  extremely  low  personal  incomes 
in  relation  to  the  number  of  school  children. 
They  further  concluded  that  but  thirteen  states 
were  in  this  category.  However,  it  is  further  re- 
vealed that  of  these  thirteen  states,  eleven  of 
them  were  at  least  trying  to  support  two  sepa- 
rate school  systems;  one  for  the  white  and  one 
for  the  colored.  Should  our  tax  money  be  used 
to  support  such  an  unconstitutional  act?  Fur- 
ther, when  one  scans  the  list  of  states  with  the 
below  average  personal  income,  one  notes  a 
number  which  have,  instance  after  instance,  in- 
duced industries  to  leave  states  where  school 
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taxes  were  and  are  eonsidered  to  be  high  and 
where  all  businesses  pay  their  fair  share  of  the 
taxes,  to  come  to  their  states  where  they  are 
promised  tax  moratoriums  of  some  ten  or  fifteen 
years,  or  other  such  inducements.  And  still  again 
our  well-meaning  friends  will  say,  “But  con- 
gress has  already  appropriated  the  money,  and 
it  we  don’t  take  our  share,  somebody  else  will 
use  it.”  It  seems  never  to  occur  to  our  liberal 
friends  that  money  doesnt’  grow  on  trees  (even 
in  Washington);  that  we  have  a seemingly  ever- 
mounting  national  debt;  and  that  if  something 
isn’t  soon  done,  not  only  to  balance  our  national 
budget,  but  also  to  drastically  reduce  our  nation- 
al debt,  our  beloved  country  will  no  longer  be 
the  “land  of  the  free,”  but  rather  the  land  of  the 
slaves  to  a centralized  bureaucracy  in  Wash- 
ington. 

Without  federal  aid,  local  school  boards  have 
built  680,000  classrooms  since  the  last  war  and 
raised  teachers’  salaries  ninety-nine  plus  per 
cent.  A noteworthy  accomplishment  to  be  sure, 
but  an  accomplishment  which  has  demanded 
more  of  a sacrifice  on  the  part  of  the  local  prop- 
erty taxpayer  than  it  should.  So,  what  is  the  an- 
swer? How  are  we  going  to  pay  for  these  more 
and  better  public  schools? 

There  is  no  question  but  that  the  states,  with 
their  broad  tax  base,  should  assume  the  bulk  of 
the  increased  school  costs  that  lie  ahead.  The 
big  problem,  of  course,  is  going  to  be  to  get 
state  legislatures  to  recognize  and  accept  this  as 
their  responsibility.  Being  dependent  as  they 
are  on  so  many  different  groups,  and  with  so 
many  lobbyists  and  pressure  groups  working  on 
them  all  the  time,  it  will  take  real  dedicated 
leadership  in  both  houses  of  the  legislature  to 
put  through  the  necessary  bill.  But  it  can  and 
must  be  done. 

Now,  briefly,  what  can  Arizona  do  to  meet 
this  crisis? 

1.  The  state  legislature  should,  by  mandatory 
action,  bring  about  immediate  reorganization  of 
our  smaller  school  districts  into  larger,  more  ef- 
ficient and  effective  (and  at  the  same  time, 
much  more  economical)  districts.  In  1952  the 
legislature  paid  some  $25,000  for  the  Griffen- 
hagen  report,  which  survey  recommended  the 
districting  of  our  state  by  counties  for  financial 


purposes.  However,  nothing  was  done  concern- 
ing this  recommendation. 

2.  The  state  legislature  should  immediately 
set  up  a state  school  fund,  from  which  needy 
school  districts  could  borrow  money  for  capital 
improvements  at  a low  rate  of  interest.  Some 
sixteen  states  now  have  such  a fund. 

3.  The  state  legislature  should  increase  the 
ten  cent  levy  fund  to  a realistic  figure  (most 
states  have  gone  to  at  least  twenty-five  and  fifty 
cents,  and  others  even  higher). 

4.  Since  some  twelve  school  districts  in  the 
state  have  now  reached  their  statutory  debt 
limit  of  ten  per  cent,  the  state  legislature 
should  increase  this  limit  to  fifteen  per  cent,  as 
a number  of  states  have  been  forced  to  do. 

5.  The  state  legislature  should  provide  the 
greater  portion  of  the  money  needed  to  provide 
“a  basic  foundation  program”  for  each  public 
school  child  in  the  State  of  Arizona.  A leading 
school  finance  consultant  — one  who  has  set  up 
the  program  in  a number  of  states  — advises 
that  when  the  state  will  provide  between  fifty 
and  sixty-five  per  cent  (the  optimum  seeming 
to  be  about  fifty-five  per  cent)  of  such  a foun- 
dation program,  then  the  individual  property 
taxpayer's  burden  will  be  lessened  and  he  will, 
in  most  cases,  be  able  to  carry  his  share  of  the 
load  without  undue  hardship. 

6.  And  finally,  the  state  legislature  should  at- 
tempt to  remove  the  office  of  Superintendent 
of  Public  Instruction  from  politics,  and  let  him 
be  hired  by  an  appointed  board  similar  to  the 
Board  of  Regents  hiring  the  university  presi- 
dents, Some  will  question,  what  has  this  to  do 
with  financing  the  public  schools?  To  which  we 
will  simply  answer:  An  administrator  who  does- 
n’t have  to  spend  a large  share  of  his  time  get- 
ting re-elected,  can  provide  sound  counseling 
and  innumerable  ways  of  sa\ing  the  state  and 
school  districts  money. 

Such  action  at  the  state  level  will  most  cer- 
tainly not  only  prevent  the  extension  of  the  can- 
cer of  federal  aid  to  education,  but  will  also 
continue  the  progress  of  public  education  in  the 
United  States  to  ever  greater  and  greater  heights. 

D.  L.  Secrist,  M.D. 
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EDITOR'S  NOTES 
FOURTH  NATIONAL  CANCER 
CONFERENCE  — 1960 

(IN  TWO  PARTS) 


PARTI 

Precancerous  Lesions  — This  is  a questionable 
term  and  probably  an  improper  term.  We  do 
not  know  whieh  lesions  are  truly  preeaneerous. 
Aekerman(12)  has  shown  that  praetieally  none 
of  the  proved  thyroid  eaneers  arise  from  a pre- 
viously existing  adenoma.  However,  in  spite  of 
this,  he  encourages  that  all  nodules  be  removed, 
for  one  does  not  know  which  nodule  is  the 
malignant  one  prior  to  getting  it  under  the 
microscope. 

In  the  past  keratosis  of  the  larynx  has  been 
considered  a precancerous  lesion,  yet  this  quality 
of  being  a pre-malignant  lesion  shows  a very 
low  incidence  of  conversion  to  cancer.  Con- 
sequently, are  we  correct  here  calling  this  a pre- 
malignant  lesion? 

The  adenomatous  polyp  of  the  colon  has  al- 
ways been  considered  to  be  a precancerous 
lesion;  yet  it  is  difficult  to  prove  that  this  hy- 
pothesis is  correct.  The  distribution  of  polyps 
does  not  coincide  with  the  distribution  of  cancer 
in  the  colon.  (12) 

If  the  concept  of  a precursor  lesion  is  correct, 
that  is,  a lesion  which  may  go  on  to  be  a cancer, 
it  is  very  likely  that  the  whole  area  where  this 
precursor  lesion  arises  has  had  some  exposure 
in  the  past  to  a carcinogen.  This  exposure  is  not 
limited  to  the  site  of  the  development  of  the 
precursor  lesion  or  the  malignant  lesion  which 
eventually  develops,  but  includes  the  entire 
area.  ( 10) 

Pathogenesis  of  Tumors  — Tumors  show  a 
discontinuous  development.  There  are  intermedi- 
ate stages  between  the  normal  before  the  de- 


velopment of  an  obvious  cancer.  Some  of  the 
lesions  actually  get  into  the  precursor  phase  and 
then  regress  with  only  a small  portion  going  on 
to  a carcinoma.  Of  those  lesions  progressing  to  a 
carcinoma,  some  will  advance  to  a more  ma- 
lignant or  more  anaplastic  phase.  One  cannot 
predict  what  any  one  lesion  will  do.  (10)  For 
example,  with  neoplasia  of  the  basal  epithehum 
of  the  cervix  uteri,  this  basal  epithelium  may 
convert  directly  into  an  invasive  cancer.  Or, 
however,  it  may  reach  the  malignant  phase  by 
going  through  a carcinoma-in-situ  and  then  to 
an  invasive  cancer.  However,  the  carcinoma-in- 
situ  itself  can  regress  or  persist;  or  the  basal 
epithelium  can  convert  to  a dysplasia,  which  can 
regress  or  persist  or  convert  into  an  invasive 
cancer.  ( 10) 

Fundamentally,  three  main  steps  of  develop- 
ment are  often  distinguishable.  With  the  appli- 
cation of  a carcinogen,  there  is  a relatively  rapid 
establishment  of  a state  of  incipient  neoplasia 
which  involves  the  entire  area  of  exposure  to 
the  carcinogen.  At  this  time  there  is  not  neces- 
sarily any  growth  or  multiplication  of  cells  or 
any  other  specific  clinical  or  histological  abnor- 
mality. Yet  the  tissue  has  been  permanently  al- 
tered and  has  acquired  new  capacities  for  pro- 
gression to  overt  neoplasia.  Secondly,  after  a 
considerable  delay  and  with  or  without  further 
stimulation  from  the  carcinogen,  visible  lesions 
will  emerge  either  locally  or  multifocally  within 
the  region  of  incipient  neoplasia.  These  altera- 
tions are  often  multiple  and  varied;  many  are 
imperfect  neoplasms.  Finally,  as  a third  stage, 
malignant  tumors  emerge.  Some  tumors  develop 
by  progression  in  the  lesions  established  in  the 
preceding  stage,  but  others  may  emerge  where 
no  precusor  lesion  had  existed.  And  they  may 
emerge  for  prolonged  periods  after  other  lesions 
have  regressed. 

The  early  lesions  are  subject  to  diverse  fates; 
some  regress,  some  persist  indolently,  some  grow 
progressively  as  benign  tumors,  and  usually  a 
small  minority  progress  to  malignant  tumors. 
These  lesions  are  precancerous  only  in  the  sense 
of  a certain  statistical  probability  of  progression 
to  carcinoma,  and  there  is,  usually,  perhaps 
always,  an  alternate  possibility  that  carcinoma 
will  emerge  elsewhere  within  the  region  of  in- 
cipient neoplasia.  Carcinoma-in-situ  must  be  in- 
terpreted as  an  imperfect  carcinoma  from  which 
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invasive  cancer  may  develop  by  a progression 
of  changes  that  confer  properties  of  invasiveness 
on  the  malignant  lesion  which  were  not  manifest 
or  evident  in  the  earlier  lesion.  ( 10 ) 

At  present  the  literature  carries  cases  of  120 
instances  of  spontaneous  regression  of  proved 
cancer,  proved  by  biopsy  with  adequate  medical 
work-up  and  pathological  study  and  a later 
proved  complete  regression  of  the  malignant 
tumor. 

Genetic  Concepts  of  the  Developynent  of  Ma- 
lignant Change  — Specific  genes  have  been 
identified  on  specific  chromosomes  that  are  re- 
lated to  specific  types  of  carcinoma. 

The  propagation  and  transmission  of  cancer 
viruses  is  under  the  control  of  genes.  This  may 
come  about  as  in  transduction,  in  which  both 
the  gene  and  virus  are  changed,  and  then  by 
lysogeny  where  this  transmittable  alteration  is 
transmitted  to  each  daughter  cell.  The  gene  has 
been  altered,  but  the  virus  also  has  been  so 
altered  that  it  is  not  recoverable. 

Genes  further  enter  into  the  occurrence  of 
cancer,  in  their  influence  upon  the  endocrine 
factors  in  the  control  of  the  production  of  the 
hormones  and  in  their  control  of  the  response 
of  the  end  organ  to  the  hormone.  (32) 

Chemical  Carcinogens  — Such  as  the  poly- 
cyclic hydrocarbons,  aromatic  amines,  nitro- 
amines,  aminostilbenes,  azo  compounds  and 
metals,  must  operate  by  biochemical  routes 
which  are  initially  very  different,  but  they  may 
lead  to  a similar  end  result.  (29) 

It  is  doubtful  that  in  the  laboratory  we  have 
ever  produced  a tumor  in  a specie  that  could 
not  have  occurred  in  that  specie  spontaneously. 

The  carcinogen  may  work  effectively  as  a 
tumor  stimulating  agent  with  the  proper  back- 
ground, i.e.,  with  the  proper  pre-existing  change, 
that  pre-existing  change  modifying  the  response 
of  that  animal  to  the  carcinogen.  With  the 
chemical  carcinogen  there  is  a critical  dose  level, 
a certain  amount  that  is  needed  to  be  tumoro- 
genic.  A greater  amount  is  no  more  effective  as 
a carcinogen. 


The  response  to  a carcinogen  may  vary  with 
the  dose  given  in  the  same  specie,  may  vary 
with  the  different  species  to  which  the  dose 
is  given,  may  vary  with  the  age  it  is  given  to 
a specific  specie,  or  it  may  precipitate  different 
tumors  in  different  species.  And  some  species 
may  be  immune  to  the  tumor.  Or,  altering  the 
dose  may  change  the  type  of  the  tumor  pro- 
duced in  the  same  animal  or  in  the  same  specie. 

The  single  carcinogenic  chemical  (DMBA) 
may  give  rise  to  entirely  different  neoplastic- 
responses  depending  upon  the  species  of  animal 
used,  the  age  of  that  animal,  the  dose  of  the 
material,  and  the  route  of  administration.  ( 13) 

Chemical  carcinogens  may  work  as  co-carino- 
gens.  Urethane,  if  applied  to  the  skin,  can  pro- 
mote but  not  complete  a skin  carcinoma.  If  taken 
orally,  it  cannot  initiate  leukemia,  but  it  can 
complete  the  development  of  leukemia. 

Immunology  — Treatment  by  this  means  can 
be  passive,  active  or  non-specific. 

Passive  therapy  — normal  globulin  has  been 
used  with  disappointing  results;  only  one  in  13 
patients  improved.  The  serum  of  a patient  who 
has  had  a spontaneous  remission  will  alleviate 
the  recipient  patient  with  a tumor  of  the  same 
type.  This  has  been  noted  in  a specific  case  of 
melanoma.  This  recipient  patient  has  had  a com- 
plete remission  for  over  five  years.  (19)  Murray 
has  developed  a common  antigen  from  horse 
serum,  and  presumably  some  patients  have  been 
benefitted.  Bjorklund  serum  has  given  some  good 
results. 

Active  immunity  could  be  obtained  with  the 
use  of  vaccine  prepared  from  a common  antigen. 
The  lipoprotein  present  in  the  cancer  of  man 
is  a common  antigen,  but  little  work  has  been 
done  here.  A specific  antigen  has  been  developed 
using  a cellular  suspension  of  cancer  cells  with 
the  addition  of  Freund’s  adjuvant.  The  vaccine 
is  made  from  the  susjiension  of  fresh  tumor 
cells  in  an  equal  volume  of  Freund’s  adjuvant 
(85  thin  mineral  oil,  15  emulsifying  agent  Arlaccl 
A and  0.25  killed  tubercule  bacilli).  The  vaccine 
is  given  intradermally  in  the  anterior  aspect  of 
both  thighs,  .1-1  cc.  into  each  site.  Most  of  the 
patients  have  developed  an  ulceration  at  tlu- 
site  that  the  xacciue  is  gi\'cn.  One  jiatienl  d('- 
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veloped  a tumor  at  the  site  of  inoculation.  One 
year  after  treatment,  of  26  patients  with  the 
vaccine  (all  had  advanced  pelvic  cancer),  11  or 
42%  were  alive  and  five  were  symptom  free. 
In  21  comparable  patients  treated  with  radio- 
therapy, two  were  alive  at  the  end  of  one  year 
and  one  symptom  free.  In  19  similar  patients 
treated  with  chemotherapeutic  agents,  three 
were  alive,  none  symptom  free.  Therefore,  one 
is  inclined  to  believe  that  there  has  been  some 
beneficial  influence  in  a minority  of  the  patients 
with  the  use  of  this  vaccine. 

Non-specific  immunity  with  the  use  of  pro- 
paridine  has  given  only  disappointing  results  to 
date. 

Animals  can  be  immunized  by  inoculation  with 
cancer  cells. 

The  serum  of  a normal  patient  is  more  destruc- 
tive to  cancer  cells  than  the  serum  of  the  patient 
with  advanced  cancer. 

Patients  with  malignant  disease  have  been 
found  to  elaborate  a factor  which  has  been 
isolated  from  their  serum  which  will  lyse  their 
own  cancer  cells.  Certainly  some  patients  pro- 
duce antibodies  to  their  own  cancer. 

As  stated  above,  there  is  a common  antigen  in 
the  carcinoma  of  the  human,  a lipoprotein.  ( 19 ) 

In  rats  the  transplantable  ascitic  tumor  may 
be  and  is  inactivated  by  serum  containing  an 
antibody.  This  serum  may  be  used  effectively 
both  on  a therapeutic  and  on  a prophylactic  basis 
in  these  animals.  (42) 

Radiation  — It  is  well  established  that  radia- 
tion may  cause  any  form  of  cancer  if  absorbed 
under  appropriate  conditions  by  a susceptible 
host.  The  mechanism  of  this  carcinogenesis  by 
radiation  is  not  known.  In  some  instances  the 
carcinogenic  effect  of  radiation  may  depend 
upon  the  activation  of  a virus. 

There  is  a reversibility  in  the  development  or 
evolution  of  certain  growths  stimulated  by  radia- 
tion, indicating  that  this  is  a step-wise  pattern 
of  neoplastic  transformation,  a thought  that  is 
not  inconsistent  with  the  multiple  mutation  or 
viral  hypothesis  of  cancer,  but  does  exclude  any 


simple  all-or-none  mechanism.  ( 4 ) 

The  probability  that  cancer  will  result  from 
any  given  dose  of  radiation  varies  enormously 
with  the  form  of  cancer  in  question,  the  con- 
stitution of  the  irradiated  subject,  the  manner  in 
which  the  irradiation  is  absorbed  and  many 
other  environmental  variables.  In  no  instance 
has  the  probability  of  cancer  been  a simple 
linear  function  of  the  dose.  In  fact,  many  forms 
of  cancer  have  been  found  to  decrease  in  fre- 
quency with  increasing  dosage  levels. 

X-ray  irradiation  may  act  by  causing:  I)  a 
hormonal  imbalance,  2 ) activate  a virus,  3)  cause 
somatic  alteration,  4)  may  depress  host  im- 
munity. It  may  act  directly  as  a carcinogen  or 
as  a co-carinogen.  ( 4 ) 

In  therapy  with  irradiation,  the  combination 
treatment  with  x-ray  and  Actinomycin  D has 
demonsti'ated  favorable  responses  in  patients 
with  Wilms’s  tumor,  Ewing’s  tumor,  hemangio- 
endothelioscarcoma  and  rhabdomyosarcoma. 
The  simultaneous  treatment  with  radiotherapy 
and  chemotherapy  in  low  doses  was  more  effec- 
tive than  higher  doses  of  either  component  alone 
and  brought  about  therapeutic  effects  of  longer 
duration.  (42) 

A significant  development  in  irradiation 
therapy  is  the  technique  of  removing  large  quan- 
tities of  bone  marrow  from  a patient  before 
irradiation,  quick-freezing  the  marrow  and  giv- 
ing it  back  to  the  patient  as  needed  after  the 
irradiation  is  completed. 

Chemical  protection  against  irradiation  has 
been  observed  in  animals.  In  man  this  is  not 
true,  and  there  is  a need  for  drugs  with  lesser 
toxicity.  AET  protects  mice  against  the  toxic 
effects  of  irradiation  and  also  of  nitrogen  mus- 
tard and  does  not  suppress  the  anticancer  effects 
of  either  of  these  modes  of  treatment  while  con- 
trolling some  of  their  toxic  effects.  (42) 

Viruses  — As  with  the  chemical  agents,  the 
heterogenicity  of  initial  reaction  probably  ap- 
plies equally  for  the  oncogenic  viruses.  The  ques- 
tion remains,  to  what  degree  do  chemical  and 
physical  carcinogens  operate  by  the  activation 
of  a latent  virus,  or  do  viral  agents  introduce 
changes  in  the  genome  which  can  be  induced  by 
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chemical  or  physical  agents? 

No  virus  has  been  isolated  to  date  or  which 
has  been  proved  to  cause  malignant  disease  in  a 
human.  There  may  be  a single  genetic  factor  in 
a host  which  will  determine  the  infectiousness 
of  a virus.  The  virus  itself  is  composed  of  a 
nucleic  acid  center  with  a protein  overcoat.  ( 43 ) 

The  quantity  of  virus  introduced  may  deter- 
mine if  a tumor  is  stimulated,  and  if  a tumor  is 
stimulated,  that  quantity  of  introduced  virus 
will  also  determine  the  rate  of  growth.  The  virus 
itself  may  not  be  recoverable  after  forming  or 
stimulating  the  formation  of  the  tumor,  the  genes 
of  the  host  probably  having  changed  the  virus 
itself.  An  antiviral  substance  has  been  proved 
to  be  produced. (3) 

In  various  laboratory  animals  there  have  been 
more  than  12  viruses  isolated  which  will  elicit 
tumors.  These  viruses  may  be  strain  or  specie 
specific.  The  viruses  in  these  animals  may  be 
complete  oncogens  or  may  require  a secondary 
factor  to  produce  a tumor.  Of  the  complete 
oncogens  we  have  the  fowl  tumors  and  the 
polyoma  virus.  Of  the  incomplete  oncogens,  that 
is,  the  virus  needs  a second  factor  to  act  jointly; 
with  the  milk  tumor  virus,  a hormone  is  needed; 
with  the  mouse  lymphatic  leukemia  virus,  there 
must  be  a thymus  present  in  the  animal;  in  the 
.Shope  fibroma,  there  must  be  an  external  ap- 
plication of  a carcinogen. (3) 

Stewart  and  Eddy  have  demonstrated  the  re- 
lease of  an  oncogenic  virus  in  culture  fluids 
which  will  produce  multiple  types  of  primary 
tumors  in  mice,  hamsters,  rats  and  rabbits.  This 
has  been  designated  the  polyoma  virus.  This 
virus  cannot  be  demonstrated  in  extracts  of 
tumors  without  the  use  of  tissue  culture.  Possibly 
this  inability  to  demonstrate  it  in  the  tumor  is 
due  to  the  low  concentration  of  the  virus  in  the 
tumor  or  the  presence  of  antibodies  to  the 
polyoma  virus  in  the  host  bearing  diat 
tumor.  ( 37 ) 

Extracts  and  concentrates  prepared  from  hu- 
man neoplastic  tissue  have  been  reported  to  pro- 
duce tumors  in  mice.  This  may  be  an  inoculation 
of  a specific  virus  or  possibly  only  the  injection 
of  non-specific  material  which  activated  a latent 
virus  in  the  host.  (37) 


“.  . . there  is  no  evidence  available  that  the 
virus  alone  can  be  considered  as  the  sole  cause 
of  all  malignancies.”  If  we  could  assume  that 
viruses  are  integral  parts  of  certain  cells  and 
that  these  cells  usually  lead  a normal  life  in 
spite  of  or  because  of  the  permanent  presence 
of  symbiotic  viruses,  then  if  such  a virus-infected 
but  otherwise  normal  cell  is  exposed  to  one  or 
more  factors  which  can  act  on  a “virus-infected” 
but  not  on  a “non-infected”  cell,  malignant 
change  may  be  the  result  of  this  inter-action 
of  an  infectious  and  non-infectious  factor.(3) 

Hormones  — Action  of  hormones  in  tumoro- 
genesis  — they  can  play  an  endogenous  role  with 
an  hormone  imbalance,  or  the  hormones  may 
play  a secondary  role.  In  the  first  case,  the 
endocrine  factors  are  the  causative  ones  of  tumor 
induction  and  growth  as  illustrated  by  the  estro- 
gen-induced mammotropie  pituitary  tumors. 
Secondly,  the  hormones  may  act  as  cofactors 
with  an  extrinsic  carcinogen  as  illustrated  by 
experimental  imbalance,  initially  these  are  de- 
pendent tumors  which  grow  only  in  the  presence 
of  the  endogenous  imbalance.  There  is  probably 
a cytoplasmic  change.  In  time  these  dependent 
tumors  change  and  become  autonomous  tumors, 
and  then  the  change  is  nuclear  in  nature.  How- 
ever, if  the  imbalance  is  corrected  during  the 
phase  of  the  tumor  when  it  is  still  in  the  de- 
pendent phase,  there  may  be  a regression.  How- 
ever, if  the  imbalance  continues,  in  time  there 
is  a release  of  the  dependent  tumor  cells  from 
the  requirement  of  endocrine  imbalance,  and  the 
tumor  shifts  into  an  autonomous  state.  In  con- 
trast to  the  tumors  listed  above  resulting  from  an 
endocrine  imbalance,  carcinogen  induced  tumors 
of  rats  are  immediately  autonomous.(2) 

In  therapy,  hormones  are  used  in  the  treat- 
ment of  carcinoma  of  the  prostate,  initially  with 
castration,  to  be  followed  by  estrogen  therapy. 
Cancer  of  the  endometrium  is  found  to  respond 
in  many  cases  to  progestional  hormones.  And 
the  corticosteroids  are  used  in  lymphomas,  ad- 
vanced breast  cancer  and  in  multiple  myeloma 
with  hypercalcemia.  ( 17a)  Androgens  and  estro- 
gens are  used  in  advanced  cancer  of  the  breast. 

Spread  of  Tumor  Cells  — Malignant  cells  arc 
found  in  the  regional  veins  draining  a tumor  site 
in  80%  of  lung  cancer  cases,  in  55-60%  of  cancers 
of  the  stomach  and  in  less  than  50%  of  the 
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patients  with  malignancy  of  the  colon.  A similar 
incidence  of  tumor  cells  has  been  found  in  11 
examinations  of  bone  marrow  and  the  regional 
blood  vessels. 

There  is  a correlation,  but  a poor  one,  between 
the  number  of  cells  found  in  the  circulating 
blood  and  the  survivorship  of  the  host. 

There  are  a greater  number  of  implants  or 
takes  of  cells  escaping  into  the  peritoneum  than 
of  the  malignant  cells  escaping  into  the  blood 
or  lymphatics.  ( 11 ) 

Recovery  of  tumor  cells  from  washings  of  the 
peritoneal  cavity  range  from  30%  in  caneer  of 
the  colon  to  over  80%  in  cancer  of  the  ovary. 

Tumor  cells  can  rather  frequently  be  recovered 
from  the  thoracic  duct  in  patients  with  cancer 
of  the  lung,  but  rarely  in  patients  with  advanced 
cancer  of  the  colon.  (11) 

While  all  types  of  cells  may  be  discharged 
from  the  primary  tumor  into  the  blood  or  lymph, 
only  the  heteroploid  cells  may  be  able  to  estab- 
lish metastatic  foci.  (42) 

There  are  so  many  cells  in  the  circulating 
blood  of  the  patient  with  eancer  prior  to  surgical 
manipulation  that  one  is  forced  to  question  the 
significance  of  manipulation  in  the  spread  of 
cancer.  ( 13 ) 

The  growth  of  metastatie  cells  in  the  various 
organs  is  not  similar.  Tumor  cells  can  be  re- 
covered from  the  liver,  brain  and  musele  for 
several  hours  after  eell  injection.  None  remains 
after  12  hours,  and  metastatic  growth  is  ex- 
tremely rare.  However,  if  the  animal  receives 
eortisone  prior  to  the  injection  of  malignant  cells, 
tumor  cells  can  be  reeovered  from  the  liver  in 
nearly  100%  of  the  animals,  and  cells  may  be 
found  in  the  circulating  systems  72  hours  after 
injeetion.  Cortisone  seems  to  decrease  the  re- 
sistanee  of  the  host  to  the  implantation  of  the 
cireulating  malignant  cells.  (11) 

Some  of  the  patients  show  a rapid  develop- 
ment of  distal  metastasis  for  the  first  time  shortly 
after  surgical  or  irradiation  treatment  to  their 
primary  tumor.  (42) 


Cancer  of  the  Skin  — Epithelial  cells  of  the 
epidermis,  hair  follicles,  and  cutaneous  glands, 
all  of  which  are  derived  from  the  secondary 
ectoderm,  remain  pluripotential  and  to  a great 
extent  equipotential  throughout  life.  The  basal 
matrix  cells  ordinarily  mature  to  form  prickle 
cells  and  keratinize.  But  prickle  eells  may  re- 
convert to  basal  cells  during  wound  healing. 
Hair  follicles  and  sweat  glands  can  form  new 
epidermis.  Epidermis  can  probably  form  new 
adnexa.  However,  pigment-forming  cells  are  de- 
rived from  neuroectoderm,  and  therefore  melano- 
cytes and  melanocytic  tumors  are  basically  dif- 
ferent from  epidermal  cells  and  their  tumors. 
Further,  the  role  of  the  mesoderm  as  a control- 
ling factor  in  normal  and  abnormal  growth  is 
just  being  recognized. 

Skin  caneer  does  not  present  a sharp  boundary 
between  the  benign  and  malignant  neoplasia. 
One  must  divide  the  eetodermal  tumors  into 
those  resembling  epidermis  and  those  resembling 
adnexa.  This  classification  does  not  imply  origin 
from  separate  sources  and  does  not  contradict 
the  pluripotentiality  of  normal  epithelia.  This 
classification  of  epidermoid  and  adnexoid  tumors 
implies  that  tumor  cells  have  lost  some  of  the 
potentialities  of  normal  cells  and  have  become 
fixed  in  one  course.  (28) 

Epidermoid  tumors  may  be  classified  into  the 
benign  tumors  of  which  we  have  papillomas  and 
under  that  warts  and  keratosis;  malignant  tumors 
as  squamous  eell  earcinoma;  and  a third  group 
that  does  not  fit  the  definition  of  malignancy. 
The  keratoacanthoma  are  “self-healing”  squam- 
ous cell  carcinomas. 

The  benign  adnexal  tumors  consist  of  the 
adenomas  and  trichoepithelioma.  The  malignant 
tumors  are  adenoeareinomas.  And  a specifie 
group  whieh  is  made  up  of  the  basal  cell  car- 
cinomas. There  is  mutual  interdependence  of 
ectodermal  and  mesodermal  components.  (28) 

Malignant  acanthosis  nigricans  is  a benign 
dermatosis,  yet  a clue  to  internal  carcinoma. 
There  is  an  association  with  carcinoma  in  almost 
100%  of  the  cases.  The  two  lesions  run  a parallel 
course;  as  the  carcinoma  progresses  and  re- 
gresses, the  skin  lesion  progresses  and  regresses. 
The  associated  internal  tumor  is  always  an 
adenocarcinoma.  It  may  originate  in  stomach, 
pancreas,  cystic  or  hepatic  ducts,  colon,  rectum. 
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esophagus,  uterus,  ovaries,  prostate,  breast  or 
lung.  The  dermatosis  may  precede  the  internal 
malignancy  by  10-16  years.  ( 35 ) 
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MEDICAL  SCHOOL 
LEADERSHIP 

The  intent  of  our  teaching  centers  must  be 
questioned  as  they  prohibitively  expand  their 
house  staffs  to  a point  that  they  have  inadcr 
quate  clinical  material  for  these  men;  and  by  so 
including  many  on  their  house  staffs,  there  is 
an  unreasonable  drain  upon  the  available  in- 
terns and  residents  for  other  qualified  hospitals. 


With  the  expansion  of  medical  care  insur- 
ance, these  large  house  staffs  in  many  cases  are 
afforded  limited  clinical  experience.  This  has 
been  proved  to  be  so  small  in  a number  of  cases 
that  residents  from  excellent  teaching  institu- 
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tions  are  taking  added  work  in  secondary  hospi- 
tals after  they  have  completed  their  period  of 
training  for  board  qualification.  The  training  for 
the  boards  in  the  various  specialties  is  now  so 
prolonged  that  this  is  an  unjust  demand  upon 
these  men  to  take  further  time  to  have  the  op- 
portunity to  do  surgery  and  to  be  directly  re- 
sponsible for  patients. 

Many  of  our  teaching  institutions  should  so 
cut  back  their  table  of  organization  for  their 
house  staff  that  the  men  can  be  properly  trained 
upon  completing  their  residency  program. 

Further,  one  is  forced  to  question  the  leader- 
ship shown  and  the  training  given  to  our  medi- 
cal students  in  medical  economics,  the  changing 
social  structure  of  America,  and  the  public  rela- 
tions of  medical  practice. 

Whether  we  desire  it  or  not,  the  last  30  years 
have  given  us  many  socio-economic  changes  that 
will  not  permit  the  return  to  the  economic  struc- 
ture of  our  fathers.  In  many  aspects,  that  return 
is  not  desired.  Our  schools  are  not  taking  ade- 
quate steps  to  better  adapt  the  students  for  this 
changing  socio-economic  outlook. 

DWN 


COUNTY,  STATE  AND 
AMERICAN  MEDICAL 
ASSOCIATION 

Is  there  adequate  self-criticism  within  medi- 
cal organizations?  And  are  adequate  steps  being 
taken  to  correct  inequities  and  injustices? 

With  the  increase  in  health  insurance,  plus 
the  shortage  of  hospital  beds,  it  seems  impera- 
tive within  the  near  future  that  utilization  com- 
mittees be  established  at  the  various  hospitals 
to  eliminate  those  cases  that  will  prove  or  do 
prove  unjust  claims  against  the  insurance  com- 
panies. These  claims  could  become  so  great  as 
to  endanger  the  voluntary  health  insurance  pro- 


grams now  in  use. 

Secondly,  we  give  lip  service  to  the  effective- 
ness of  the  grievance  committees  at  the  various 
levels  of  the  medical  organization.  However, 
their  means  of  function  is  so  cumbersome  that 
at  times  these  committees  are  ignored,  and  the 
criticism  persists  without  receiving  a satisfactory 
hearing.  It  is  desirable  that  there  be  greater 
ease  for  filing  complaints. 

What  active  steps  are  we  taking  to  eliminate 
that  small  percentage  that  we  consider  unscrupu- 
lous, the  overchargers,  the  inadequately  trained 
or  those  who  have  developed  incompetence  for 
any  of  many  reasons? 

We  are  inclined  not  to  throw  the  first  stone, 
for  all  of  us  are  well  aware  there  are  incidents 
where  we  could  have  handled  the  patient  more 
properly  and  adequately.  This  does  not  seem  to 
justify  our  ignoring  those  whom  we  consider  to 
fit  the  above  classifications.  It  is  this  limited 
group  that  is  the  cause  for  the  bulk  of  criticism 
against  the  medical  profession  and  which,  if  al- 
lowed to  continue,  will  enforce  some  controls 
upon  our  society. 

DWN 


EDITOR'S  NOTE: 

The  editor  can  only  apologize  for  his  failure 
and  the  failure  of  the  proofreader  to  pick  up  the 
error  that  appears  on  Page  666  of  the  November 
1960  issue  of  Arizona  Medicine. 

Obviously,  the  statement,  “We  must  defend 
the  great  body  of  medicine  against  private  medi- 
cal practitioners,”  was  an  error  by  the  typeset- 
ter of  inserting  a segment  of  one  sentence  in 
conjunction  with  that  of  a succeeding  sentence 
and  developing  the  above  statement,  which  does 
not  appear  in  the  original  manuscript.  We 
apologize. 
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The  Role  of  Professional  Management 


By 


Edward  W.  Rice 

Professional  Management  Consultant 

Boise,  Idaho 


The  following  news  release  will  create  as 
much  national  interest  as  many  of  the  events 
now  making  headhnes  in  our  daily  papers. 

Datelined  Chicago,  it  bears  the  following 
heading: 

MEDICAL  CARE  CHARGES  TO  PATIENTS 
BY  PHYSICIANS  DOWN  4% 
FUTURE  COST  REDUCTIONS  POSSIBLE 

INCREASED  SERVICES  RENDERED  BY 
DOCTORS  AT  LESS  COST 

The  American  Medical  Association  announced 
today  in  Chicago  that  there  has  been  a very  sub- 
stantial reduction  in  the  fees  which  are  charged 
by  America’s  medical  doctors.  The  reduction  of 
4%  has  been  brought  about  in  the  face  of  rising 
costs  in  practically  all  other  segments  of  the 
economy  and  despite  rising  costs  in  the  prices 

"Address  given  before  the  Arizona  Chapter,  American  Academy 
of  General  Practice,  October  13,  1960,  Valley  Ho  Hotel,  Scotts- 
dale, Arizona. 


which  physicians  pay  for  the  goods  and  services 
which  make  up  their  overhead. 

The  announcement  was  made  by  Dr.  Louis 
M.  Orr,  Chairman  of  the  Association’s  Commis- 
sion on  Medical  Care  Costs  and  a past  president 
of  the  Association.  Dr.  Orr  stated  that  these  re- 
ductions to  the  patient  were  made  possible  en- 
tirely within  the  medical  profession  through  a 
program  of  studying  and  reducing  business  over- 
head costs  in  physicians’  offices. 

Joining  with  the  AMA  Commission  on  Medi- 
cal Care  Costs,  to  bring  about  this  significant 
reduction  were  the  Society  of  Professional  Busi- 
ness Consultants  and  the  Professional  Manage- 
ment Section  of  the  Medical-Dental-Hospital 
Bureaus  of  America  whose  memberships  include 
the  majority  of  the  nation’s  leading  professional 
business  consultants. 

During  the  same  period  of  time  which  saw 
these  cost  reductions,  the  amount  of  medical 
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care  rendered  to  patients  by  Doctors  increased 
by  10%  as  a result  of  better  management  meth- 
ods. Both  figures  are  exclusive  of  the  medical 
care  rendered  without  charge  by  America’s  phy- 
sicians to  tlie  poor  and  indigent,  which  services 
have  now  increased  to  nearly  12%  of  the  total 
medical  care  furnished  by  the  nation’s  M.D.s. 

In  describing  the  mission  of  the  Commission 
on  Medical  Care  Costs,  Dr.  Orr  stated; 

“ . . . when  it  comes  to  providing  medical  care 
and  services  we  seek  the  best  quality  at  the  low- 
est possible  costs.  Any  barrier  which  stands  in 
the  way  of  this  objective  should  be  removed 
. . . immediately.” 

NO  . . . this  press  release  has  not  yet  been  is- 
sued, but  the  significant  thing  is  that  it  could 
be  issued.  The  figures  and  amounts  given  are 
not  wishful  thinking.  They  are  sound  and  actual 
figures  of  what  is  being  done  every  day  in  well 
managed  physicians’  offices  throughout  our 
country. 

Furthermore  . . . the  day  this  news  release 
can  be  issued  will  be  the  day  that  American 
medicine  will  strike  a telling  blow  against  the 
forces  of  “liberalism”  who  seek  to  socialize  the 
medical  system  which  has  given  our  people  the 
finest  standard  of  health  care  the  world  has  ever 
known. 

Using  a rudimentary  example  let’s  see  how 
this  situation  can  come  about. 

Assume  a flat  reduction  of  10%  in  overhead 
costs,  all  of  which  is  passed  on  to  the  patient. 
In  addition  we  will  allow  for  an  increase  of  10% 
in  the  volume  of  practice  which  is  a normal  re- 
sult of  improved  business  operations. 

On  $100,000  of  practice  with  an  overhead  of 
40%  and  net  of  $60,000  a reduction  of  overhead 
of  10%  or  $4000  is  passed  on  to  the  patient  which 
reduces  his  overall  charges  the  4%  stated  in  the 
news  release. 

Gross  practice  is  then  $96,000  and  overhead 
is  now  $36,000,  leaving  a net  of  $60,000  exactly 
the  same  as  before. 

The  reduction  of  overhead  by  $4,000  and  total 


practice  volume  by  the  same  amount  gives  a new 
overhead  rate  of  37y2%.  ($36,000  divided  by 

$96,000). 

An  increased  practice  of  10%  or  $9,600  on 
$96,000  gives  a new  total  practice  of  $105,000  to 
which  the  37V2%  overhead  is  applied,  giving 
overhead  of  $39,600  which  leaves  a resulting  net 
to  the  office  of  $66,000,  an  increased  net  of  10%. 
Thus,  patients  get  10%  more  care  by  volume  as 
distinguished  from  price,  the  doctor  gets  an  ac- 
tual 10%  increase  in  net  earnings  and  the  cost 
of  medical  care  and  services  rendered  by  the 
doctor  to  the  patient  is  reduced  an  actual  4%. 

While  the  figures  used  in  the  example  are  ar- 
bitrary, the  percentages  are  conservative  and 
will  stand  up  because  they  are  based  upon  ac- 
tual accomplishment  in  offices  over  the  nation 
by  the  nation’s  leading  professional  management 
consultants. 

The  figures  of  10%  for  overhead  reduction 
and  that  of  40%  as  overhead  are  conservative. 
Unfortunately  a higher  figure  exists  in  far  too 
many  offices  today. 

If  medicine  is  to  succeed  in  its  campaign  to 
provide  the  highest  quality  and  the  greatest 
quantity  of  health  care  at  the  lowest  cost,  the 
matter  of  looking  into  and  doing  something 
about  operating  costs  is  mandatory.  While  it  is 
of  course,  sound  to  point  up  and  thoroughly 
publicize  every  added  cost  to  the  pubhc  from 
causes  outside  the  profession;  clearly  as  to  mat- 
ters within  its  own  sphere,  medicine  must  be 
like  the  queen  . . . above  and  beyond  any  pos- 
sible reproaeh. 

The  question  is  — how  does  this  come  about?? 

American  business  has  been  accomphshing 
this  very  thing  for  years  . . . and  in  fact  it  is  as 
a result  of  successful  accomplishment  by  busi- 
ness that  the  growth  and  economic  status  of  our 
country  has  come  about. 

The  automobile,  for  example,  is  with  us  today 
as  an  integral  part  of  our  way  of  hfe  because 
Henry  Ford  first  put  into  practical  operation 
the  principle  that  by  application  of  sound  man- 
agement, the  product  could  be  made  better, 
sold  at  a reduced  price  and  still  bring  a better 
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profit  return  to  the  manufacturer.  As  a concur- 
rent and  necessary  part  of  such  development  it 
was  necessary  to  bring  together  the  functions 
of  management,  accounting  and  of  financing  — 
providing  means  of  paying  for  the  product. 

It  is  readily  recognized  and  admitted  that 
the  manufacture  and  sale  of  automobiles  and  the 
providing  of  so  personal  a thing  as  medical  care 
are  not  to  be  compared  as  to  nature  of  the  prod- 
uct or  service  and  this  is  in  no  way  advocating 
“assembly  line”  medicine.  However  it  does 
recognize  and  point  up  the  fact  that  there  is  an 
economic  and  business  factor  in  the  practice  of 
medicine  that  can  not  be  disregarded  from  either 
the  doctor’s  or  the  patient’s  point  of  view,  unless 
of  course,  pure  socialization  of  medical  practice 
is  adopted. 

Management  consulting  began  in  this  country 
at  the  turn  of  the  century  when  business,  as  a 
result  of  the  work  of  pioneers  in  the  field  of  sci- 
entific management,  recognized  and  accepted 
the  basic  distinction  that  management  is  a sep- 
arate activity,  completely  detached  from  the 
mere  prerogative  of  ownership. 

As  a result  of  this  “break  through”  the  field 
of  independent  management  consulting  has  de- 
veloped apace  with  the  growth  of  business  be- 
cause of  the  absolute  necessity  for  independent 
and  objective  appraisals  as  well  as  specialized 
knowledge  and  broad  viewpoints,  uninhibited 
by  too  close  an  association  with  operating  prob- 
lems. 

Professional  business  management  consulting 
has  of  course  developed  much  later  on  the  Amer- 
ican scene  since  it  is  only  recently  that  the  eco- 
nomic side  of  medical  practice  has  become  im- 
portant to  the  public  generally  and  to  the  doctor 
particularly. 

PROFESSIONAL  BUSINESS  MANAGE- 
MENT has  been  defined  as:  “Analysis  of  a doc- 
tor’s professional  and  personal  business  activi- 
ties; the  recognition  of  criticisms  and  their  func- 
tioning; and  the  planning  of  remedial  proposals 
with  the  direction  and  control  of  the  determined 
actions.” 

The  actual  work  of  a professional  manage- 
ment consultant,  begins,  or  shonld  begin  with  a 


survey  of  the  office  concerned  ...  a complete 
physical  examination  including  laboratory  and 
X-ray  studies  so  to  speak.  After  all,  the  business 
consultant,  if  he  is  going  to  be  the  “family  phy- 
sician,” should  know  all  he  can  about  the  pa- 
tient. 

Even  if  the  consultant  is  desired  only  for  a 
specified  purpose,  such  as  a personnel  or  a 
work  load  study,  or  perhaps  to  examine  the 
plans  of  a proposed  new  office  layout,  a study 
of  the  accounts  receivable  structure  — or  work- 
ing out  a program  for  a partnership,  he  can  no 
more  do  a satisfactory  job  in  diagnosis  and  pre- 
scribing than  the  physician  who  is  asked  to  pre- 
scribe “something  for  my  belly-ache.  Doc,”  with- 
out an  examination. 

If  the  problem  includes  the  personal  business 
affairs  of  the  doctor,  then  the  survey  or  study 
will  not  be  confined  to  the  office  alone,  but  will 
naturally  have  to  include  a detailed  study  of 
such  things  as  life  insurance,  investments,  real 
estate  holdings,  tax  picture,  obligations  and  the 
family  and  its  future  needs  and  requirements  — 
estate  planning,  the  making  of  a will  and  even 
possibly  the  extravagance  of  the  doctor’s  fam- 
ily. 

Certainly,  in  the  office  study  and  sometimes 
in  the  personal  study  of  the  doctor’s  life  and 
family  the  consultant  will  examine  and  probe 
into  personal  factors  of  the  people  involved. 
This  is  the  part  I choose  to  call  “psychosomatic 
management”  although  tomorrow’s  speaker  on 
“Psychosomatic  Medicine  in  General  Practice” 
might  not  find  it  altogether  consistent  with  the 
problems  he  will  present. 

When  the  management  consultant  has  made 
the  survey,  then  and  only  then  is  he  in  a posi- 
tion to  get  to  the  specifics  — to  diagnose  the 
case,  so  to  speak  and  to  prescribe  treatment. 

In  the  course  of  study  and  diagnosis  he  must 
recognize  which  matters  fall  in  the  category  of 
the  “specialist”  — for  example  the  tax  field  or 
legal  problems  which  must  be  referred  to  the 
doctor’s  attorney,  the  insurance  specialist,  in- 
vestment specialist  and  tlie  like  just  as  \'Oii  gen- 
eral practitioners  do.  In  the  case  of  life  estate 
planning  for  example,  the  probleins  which  arise 
must  absolutely  be  referred  to  the  lawyer  and 
the  accountant  if  the  plan  is  to  be  successful. 
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The  professional  management  consultant  has 
all  he  can  do  for  himself  and  for  his  client  just 
staying  in  the  field  of  management,  and  that 
field  it  must  be  remembered  is  his  prime  func- 
tion. Business  which  gave  management  consult- 
ing its  start  does  not  expect  or  intend  that  the 
manager  shall  be  a specialist  in  every  field  but 
insists  that  he  be  a specialist  only  in  manage- 
ment and  have  the  good  sense  to  recognize  and 
defer  specialist  problems  to  the  specialist.  It 
seeks  and  wants  the  overall  management  picture. 

Distinction  must  be  made  between  profes- 
sional management  consulting  and  professional 
business  services.  The  former  is  solely  a man- 
agement function  and  the  latter  are  distinctly 
products  of  management. 

Bear  in  mind  that  the  Professional  manage- 
ment consultant  may  be  and  usually  is  a spe- 
cialist in  one  or  more  of  the  specialty  fields, 
such  as  a lawyer,  an  accountant,  a tax  expert, 
insurance  or  finance  for  example.  Further  he 
may  as  part  of  his  services,  offer  and  engage  in 
one  or  more  of  the  fields  of  professional  busi- 
ness services.  He  does  this  because  the  need  for 
those  services  being  done  on  a strictly  profes- 
sional plane  is  not  being  met  elsewhere  and  thus 
must  be  made  available  for  his  own  clients  to 
have  these  services. 

In  addition,  he  makes  full  use  of  his  special- 
ized talents  by  doing  these  collaterally  and  of 
most  importance  he  is  permitted  to  participate 
in  the  actual  operations  to  the  extent  that  he 
maintains  close  understanding  of  the  pulse  of 
operations  and  thus  broadens  his  own  knowledge 
and  ability  in  the  problems  affecting  the  busi- 
ness side  of  medical  practice.  It  would  be  a sub- 
stantial contribution  too  the  business  side  of 
medicine  if  all  professional  business  services 
were  carried  on  by  or  under  the  supervision  of 
trained  professional  management  consultants 
and  conversely  if  all  consultants  were  a part  of 
the  performance  of  the  specialized  professional 
business  services.  As  standards  of  performance 
are  being  developed  and  required  in  these  fields 
the  time  will  undoubtedly  come  when  such  will 
be  true. 

It  is  important  that  recognition  be  given  to 
the  fact  that  in  the  role  of  professional  manage- 


ment consultant,  the  consultant  is  in  a position 
of  professional  trust  to  his  client  in  that  the  ac- 
tivity he  performs  is  of  high  individual  respon- 
sibility and  deals  with  problems  strictly  on  an 
intellectual  plane.  Motivation  is  that  of  service 
and  social  duty  and  ethical  responsibility  in 
terms  of  medical  ethics  as  well  as  personal  ethics. 

Of  the  greatest  significance  is  the  require- 
ment that  in  the  role  of  professional  manage- 
ment, the  consultant  must  remain  independent 
in  his  judgment  and  thinking,  and  never  be  in  a 
subordinate  position. 

Just  as  no  ethical  physician  subordinates  his 
professional  judgment  to  that  of  the  patient  or 
anyone  else,  so  must  the  management  consultant 
be  in  the  same  position  at  all  times.  If  clients  do 
not  like  his  honest  advice  he  may  regret  it  sin- 
cerely; but  no  one  would  condone  his  altering 
his  honest  opinion  to  avoid  giving  offense  or 
collecting  a fee. 

With  your  indulgence  I would  like  to  read 
with  pardonable  pride  a personal  note  I received 
from  a management  client  just  before  leaving 
for  this  meeting  which  I think  will  illustrate  this 
point. 

“Dear  Ed: 

“Frequently  I have  found  I fail  to  ade- 
quately express  my  appreciation  to  persons 
who  contribute  a great  deal  to  my  life.  I 
want  you  to  know  that  I am  very  grateful 
to  you  for  the  many  extra  hours  you  have 
spent  on  our  problem,  and  assure  you  that 
any  verbal  friction  was  in  no  way  intended 
to  contest  your  advice.  You  have  been  very 
patient,  very  helpful,  a sounding  board,  a 
friendly  listener  to  a frequently  emotional 
man.  I respect  you,  need  you,  and  sincerely 
appreciate  all  the  many  things  you  have 
done  to  help  me.” 

S/ 

Finally,  it  is  necessary  to  consider  one  of  the 
images  of  the  doctor  which  is  held  by  the  Amer- 
ican public  and  that  is  the  image  that  is  almost 
universal  — that  the  doctor  is  a poor  business 
man.  Because  of  this  image,  everybody,  but  ev- 
erybody is  ready  and  willing,  and  I might  say 
feels  fully  qualified  to  advise  the  doctor  on  his 
business  problems. 
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Not  only  does  this  include  everybody  who 
wants  to  sell  the  doctor  something,  from  life 
insurance  to  all  the  new  office  machines  and 
gadgets,  on  to  burnt  matches  and  gold  mines; 
but  anyone  else  whose  income  is  not  dependent 
upon  and  whose  reputation  doe  not  stand  or  fall 
solely  upon  the  service  he  renders  to  the  doctor 
and  NOT  the  profit  or  commission  he  makes  on 
a sale  to  the  doctor. 

The  test  is  strictly  one  of  measuring  payment 
of  tlie  fee.  Unless  the  adviser  is  solely  dependent 
upon  the  results  he  furnishes  to  the  doctor  in 
the  services  of  management,  then  the  obvious 
conflict  of  interest  furnishes  the  answer. 

CONCLUSION 

In  closing  I would  offer  this  word  of  caution. 
Don’t  rush  home  and  fire  the  office  girl  to  re- 
place her  with  someone  more  “efficient”  or 
“cheaper.”  And  don’t  go  home  all  fired  up  to 
bring  about  “efficiency”  in  the  office  — or  don’t 
try  to  arbitrarily  slash  all  e.xpenditures  10%  just 
to  solve  your  problem  — assuming  that  you  feel 
that  you  have  one. 

Many  times  cutting  costs  is  the  wrong  ap- 
proach entirely.  I know  of  cases  where  the  prob- 
lem is  strictly  one  of  the  doctor  being  a pinch- 
penny  who  counts  tlie  pennies  and  never  misses 
the  dollars. 

By  the  same  token  don’t  get  all  fired  up  to 
buy  a new  bookkeeping  machine,  dictating  ma- 
chine or  some  other  fancy  gadget,  or  remodel 
the  office.  You  could  waste  an  awful  lot  of  mon- 
ey without  any  good  result.  It’s  possible  that  a 
good  management  consultant  might  recommend 
that  you  don’t  need  any  of  these  things. 

Basically  there  must  be  an  overall  study  and 
an  overall  plan  taking  into  consideration  your 
own  goals,  capabilities  and  prospects  of  achiev- 
ing them.  Very  sincerely  and  very  frankly  I have 
seen  many  professional  management  problems 
where  the  entire  problem  was  the  doctor  him- 
self. I assure  you,  that’s  usually  the  toughest  one. 

Finally  — maybe  you  are  now  convinced  that 
you  have  no  problems  and  everything  is  work- 
ing perfectly.  I sincerely  hope  that  such  is  the 
situation.  However,  I would  remind  you  of  the 
recent  history  making  passenger  airliner  trip. 


After  the  airplane  was  airborne  the  loudspeaker 
announced  that  this  was  an  historic  flight  in  that 
it  was  the  first  passenger  airliner  flight  with  no 
crew  at  the  controls.  The  loudspeaker  assured 
the  passengers  that  they  need  have  no  cause  for 
alarm  as  their  flight  was  being  monitored  from 
the  ground  by  radio  and  radar.  The  last  known 
words  to  com.e  over  the  speaker  were;  “every- 
thing is  working  perfectly  . . . working  perfectly, 
working  perfectly  . . . 


THREE  PHOENICIANS 
AWARDED  UA 
MEDALLION  OF  MERIT 

Three  residents  of  Phoenix,  including  an 
archaeologist,  a psychiatrist,  and  a surgeon,  were 
awarded  The  University  of  Arizona’s  75th  Anni- 
versary Medallion  of  Merit  at  a College  of 
Liberal  Arts  luncheon  in  the  UA  Student  Union 
Wednesday,  Oct.  12. 

The  Medallion  recipients  are  Odd  S.  Halseth, 
former  city  archaeologist  of  Phoenix;  Dr.  Samuel 
Wick,  superintendent  of  Arizona  State  Hospital; 
and  Dr.  Dermont  W.  Melick,  past  president  of 
the  Maricopa  County  Medical  Society  and  the 
Arizona  Medical  Association,  and  member  of 
the  Western  Interstate  Commission  for  Pligher 
Education  (WICHE).  The  medallions  were 
presented  by  Dr.  Richard  A.  Harvill,  UA  presi- 
dent. 

In  a citation  presenting  Halseth,  Dr.  Emil  M'. 
Haury,  head  of  the  UA  anthropology  department 
and  director  of  the  Arizona  State  Museum,  said 
that  as  city  archaeologist  of  Phoenix,  “Halseth 
has  dedicated  his  life  to  the  preservation  of  the 
remains  of  ancient  cultures  in  the  Salt  Ri\cr 
Valley,  and  to  the  successful  interprctatiou  of 
these  remains  to  a large  and  pcrccptixc 
citizenry.” 

Educated  iu  Norway  aud  Cermany,  Halsctli 
was  formerly  curator  of  art  at  the  San  Diego 
Museum  of  Man  and  curator  of  archac'olog>-  at 


746 


Aeizona  Medicine 


December,  1960 


the  Museum  of  New  Mexico.  He  served  as  city 
archaeologist  in  Phoenix  from  1929  to  1960. 

The  citation  introducing  Dr.  Wick  was  read 
by  Dr.  Neil  R.  Bartlett,  head  of  the  department 
of  philosophy  and  psychology,  who  said,  “Since 
1952  Dr.  Wick  has  devoted  his  skills  in  psychiatry 
to  the  improvement  of  the  Arizona  State  Hos- 
pital in  Phoenix.  He  has  upgraded  patient  care 
at  that  hospital,  and  with  his  vision  he  has 
pointed  the  road  to  the  future  in  formulating 
plans  for  day-care  centers  and  out-patient  clinics. 
He  has  created  a better  understanding  by  the 
people  of  this  state  of  the  life  problems  faced 
by  so  many  of  its  citizens.  In  this  educational 
effort  can  be  counted  his  wholehearted  coopera- 
tion in  helping  to  solve  some  University  problems 
in  research  and  in  training  professional  special- 
ists.” 


L.  to  r.:  President  Richard  A.  Harvill  gave  The 
University  of  Arizona’s  75th  Anniversary  Medal- 
lion of  Merit  to  Dr.  Dermont  W.  M click,  Phoenix 
physician  and  past  president  of  the  Maricopa 
County  Medical  Society  and  the  Arizona  Medical 
Association  and  member  of  the  Western  Inter- 
state Commission  for  Higher  Education;  Dr. 
Samuel  Wick,  superintendent  of  Arizona  State 
Hospital;  and  Odd  S.  Halseth,  former  city  arch- 
aeologist of  Phoenix.  The  presentation  to  the 
Phoenix  recipients  took  place  at  a luncheon  in 
the  UA  Student  Union  on  Oct.  12. 

Dr.  Melick  was  presented  by  Dr.  Herbert  D. 
Rhodes,  dean  of  the  Graduate  College  and  ex- 
ecutive secretary  of  WICHE.  A 1931  graduate 
of  The  University  of  Arizona,  Dr.  Melick  re- 
ceived the  doctor  of  medicine,  master  of  science. 


and  doctor  of  science  degrees  at  the  University 
of  Pennsylvania.  He  has  been  engaged  in  the 
practice  of  medicine  and  surgery  in  Phoenix 
since  1946.  He  is  a member  of  the  American 
College  of  Surgeons,  the  American  Association 
for  Thoracic  Surgery,  the  American  College  of 
Chest  Physicians,  the  Southwestern  Surgical  Con- 
gress, and  the  Western  Surgical  Association. 

A past  president  of  both  the  Maricopa  County 
Medical  Society  and  the  Arizona  Medical  Asso- 
ciation, Dr.  Melick  has  been  exceptionally  ac- 
tive in  medical  education.  He  was  one  of  Ari- 
zona’s first  commissioners  of  the  Western  Inter- 
state Commission  for  Higher  Education  and  still 
serves  on  that  body,  which  aids  Arizona  resi- 
dents in  securing  an  education  in  medicine,  den- 
tistry, and  veterinary  medicine. 


FELLOWS  OF  THE 
AMERICAN  COLLEGE 
OF  SURGEONS 

Approximately  1,175  surgeons  were  inducted 
October  14  as  new  Fellows  of  the  American 
College  of  Surgeons  in  ceremonies  closing  the 
annual  five-day  Clinical  Congress  in  San  Fran- 
cisco. 

Those  receiving  this  distinction  from  the  State 
of  Arizona  at  the  1960  Convocation  are: 
Glendale 

George  E.  Reynolds,  Lt.  Col.,  USAF 
Mesa 

George  L.  Hoffman 
Sherman  W.  Thorpe 
Phoenix 

Morton  S.  Comess 
Ray  Fife 

Howard  W.  Kimball 
Robert  E.  Lorenzen 
Hal  W.  Pittman 
Monroe  E.  Shack 
Adolph  J.  Urban 
Tucson 

Philip  G.  Dierickson 
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ARIZONA  POISONING  CONTROL 
INFORMATION  CENTER 

HAZARDS  OF  INTENTIONAL 
INHALATION  OF  PLASTIC 
CEMENT  FUMES 

The  Arizona  Poisoning  Control  Information 
Center  at  The  University  of  Arizona  College  of 
Pharmacy  recently  received  a number  of  dis- 
turbing reports  regarding  the  intentional  inhala- 
tion of  plastic  cement  by  teenagers  in  this  state. 
For  example,  since  July  1,  1960,  the  Phoenix 
Police  Department  recorded  processing  11  juve- 
niles who  were  under  the  influence  of  plastic 
cement  vapor.  The  Police  Department  in  Tucson 
has  a record  of  1 teenager  who  was  involved  in 
the  inhalation  of  plastic  cement  fumes  and  who 
also  admitted  knowledge  of  several  schoolmates 
who  practiced  this  undesirable  fad.  A Tucson 
physician  reported  to  this  office  that  he  was 
treating  a young  girl  for  the  effects  of  plastic 
cement  sniffing  and  indicated  that  he  had  in- 
formation about  almost  a score  of  other  youths 
who  participated  in  this  type  of  practice.  Al- 
though it  is  impossible  to  determine  the  pre- 
valence of  this  dangerous  fad,  the  incidence  of 
intentional  inhalation  of  plastic  cement  vapor  is, 
undoubtedly,  great  enough  to  be  of  grave  con- 
cern to  law  enforcement  officials  and  medical 
practitioners.  In  the  area  of  law  enforcement, 
for  instance,  a youth  intoxicated  by  the  fumes 
from  plastic  cement  would  be  no  less  a menace 
behind  the  wheel  of  an  automobile  than  if  he 
were  driving  under  the  influence  of  alcohol. 

The  cases  reported  to  the  Arizona  Poisoning 
Control  Information  Center  have  mainly  in- 
volved the  use  of  a plastic  cement  which  contains 
toluene  as  the  solvent.  Toluene  is  an  aromatic 
hydrocarbon  compound  and  is  chemically  related 
to  xylene  and  benzene.  The  inhalation  of  toluene 
(or  its  congeners)  may  result  in  a transient 
euphoria,  in  addition  to  other  symptoms  such 
as  headache,  giddiness,  vertigo,  ata.xia,  and  tin- 
nitus. It  may  also  cause  mild  macroytic  anemia. 
Although  the  lethal  dose  of  inhaled  toluene  is 
unknown,  the  mean  lethal  dose  of  benzene  is 


estimated  to  be  about  15  ml  (approximately  V2 
fluid  ounce)  by  mouth.  Confusion,  stupefaction, 
and  coma  ( accompanied  by  tremors,  motor  rest- 
lessness, hypertonus,  jactitations  and  generally 
hyperactive  reflexes)  are  the  more  severe  symp- 
toms of  intoxication  induced  by  aromatic  hydro- 
carbon compounds.  Since  these  solvents  are  po- 
tentially capable  of  sensitizing  the  heart  to 
epinephrine,  death  may  occur  as  the  result  of 
sudden  ventricular  fibrillation  as  well  as  from 
respiratory  failure  ( I ) . 

Although  other  organic  solvents  employed  in 
various  types  of  plastic  cement  may  possess  no 
greater  acute  toxicity  than  toluene,  they  may, 
nevertheless,  be  disabling.  Many  of  these  sol- 
vents, such  as  ethylene  dichloride  and  methyl 
cellosolve,  are  capable  of  causing  fatal  liver 
and/or  kidney  damage. 

In  view  of  the  potentially  serious  consequences 
of  intentional  inhalation  of  plastic  cement  fumes, 
the  Arizona  Poisoning  Control  Information  Cen- 
ter urges  that  parents,  physicians,  law  enforce- 
ment officials,  educators,  etc.,  inform  all  youths 
of  the  hazards  of  plastic  cement  vapors  and  dis- 
courage the  abuse  of  plastic  cement. 

STATISTICS  OF  82  POISONING  CASES 
IN  ARIZONA  DURING  SEPTMEBER  1960 


AGE: 

72.1%  involved  under  5 year  age  group  (59) 

4.8%  involved  6 to  15  year  age  group  ( 4) 

6.0%  involved  16  to  30  year  age  group  ( 5) 

11.0%  involved  31  to  45  year  age  group  ( 9) 

3.7%  involved  over  45  year  age  group  ( 3) 
2.4%  were  not  reported  ( 2) 

NATURE  OF  INCIDENT: 

78.1%  accidental  (64) 

19.5%  intentional  (16) 

2.4%  were  not  reported  ( 2) 

TIME  OF  DAY: 

31.7%  occurred  between  6 a.m.  and  noon  (26) 

31.7%  occurred  between  noon  and  6 p.m.  (26) 

13.4%  occurred  between  6 p.m.  and  midnight  (11) 
1.2%  occurred  between  midnight  and  6 a.m.  ( 1) 
22.0%  were  not  reported  (18) 

OUTCOME: 

80%. 5 recovery  (66) 

0.0  fatal  (0.0) 

19.5%  were  not  reported  (16) 
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CAUSATIVE  AGENTS: 


Internal  Medicines 

Number 

Percent 

Aspirin 

16 

18.6 

Other  Analgesics 

0 

0.0 

Barbiturates 

8 

9.2 

Antihistamines 

3 

3.5 

Laxatives 

1 

1.2 

Cough  Medicine 

0 

0.0 

Tranquilizers 

4 

4.7 

Others 

13 

15.0 

Subtotal 

45 

52.2 

External  Medicines 

Liniment 

0 

0.0 

Antisecptics 

0 

0.0 

Others 

3 

3.5 

Subtotal 

3 

3.5 

Household  Preparations 

Soaps,  Detergents,  etc. 

1 

1.2 

Disinfectants 

1 

1.2 

Bleach 

2 

2.3 

Lye,  corrosives,  drain  cleaners 

0 

0.0 

Furniture  and  floor  polish 

2 

2.3 

Subtotal 

6 

7.0 

Petroleum  Distillates 

Kerosene 

2 

2.3 

Gasoline 

2 

2.3 

Others 

5 

5.8 

Subtotal 

9 

10.4 

Cosmetics 

1 

1.2 

Pesticides 

Insecticides 

4 

4.7 

Rodenticides 

0 

0.0 

Others 

3 

3.5 

Subtotal 

7 

8.2 

Paints,  Varnishes,  Solvents, 

etc. 

4 

4.7 

Plants 

5 

5.8 

Miscellaneous 

4 

4.7 

Unspecified 

2 

2.3 

TOTAL 

86* 

100.0 

“The  total  number  of  causative  agents  exceeds  the  actual 
number  of  poisoning  cases  since  in  certain  individual  poisoning 
incidents  more  than  one  agent  was  involved. 

1.  Gleason,  M.  N.,  Gosselin,  R.  E.,  and  Hodge,  H.  G.,  “Glinical 
Toxicology  of  Gommercial  Products,”  The  Williams  and  Wilkins 
Co.,  Baltimore,  1957,  pgs.  98,  182. 

Willis  R.  Brewer,  Ph.  D. 

Dean,  College  of  Pharmacy 
The  University  of  Arizona,  Tucson 
Albert  L.  Picchioni,  Ph.D. 

Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona,  Tucson 
Lincoln  Chin,  Ph.D. 

Pharmacologist 
The  University  of  Arizona,  Tucson 


MEDICAL  COURT  CASES 

by  Howard  Newcomb  Morse 
Counsellor  at  Law  of  the 
Supreme  Court  of  the 
United  States  of  America 

Peddicord  vs.  Lieser 
Supreme  Court  of  Washington 
105  P.  2d  5 

William  C.  Peddicord,  19  years  of  age,  was 
living  in  a house  located  on  the  United  States 
Army  reservation  at  Vancouver,  Washington, 
where  his  father  was  a civilian  employee.  At 
about  11  a.m.,  Peddicord,  who  was  then  alone 
in  the  house,  was  endeavoring  to  repair  a de- 
fective electric  refrigerator,  in  which  the  chem- 
ical used  as  a refrigerant  was  sulphur  dioxide. 
He  had  only  a slight  knowledge  of  how  the 
refrigerator  operated,  and  no  knowledge  of  the 
kind  of  refrigerant  contained  therein. 

In  the  course  of  his  efforts  to  make  the  repair, 
he  shook  the  refrigerator,  and  then,  by  means 
of  a screwdriver,  “removed  the  plate  on  the  front 
of  the  machine  where  the  ice  cubes  were  and 
began  to  shake  it  some  more.”  An  explosion 
followed,  as  the  result  of  which,  the  refrigerant 
was  ejected  with  great  force  against  his  body 
in  the  region  of  the  stomach.  Covering  his  eyes 
with  his  hands,  he  immediately  ran  outdoors. 
In  the  front  yard,  he  met  his  younger  step- 
brother, of  whom  he  requested  that  a physician 
be  summoned  at  once. 

The  family  physician  was  called  by  telephone, 
but  he,  being  unable  to  come,  suggested  the 
name  of  Dr.  Herbert  Lieser,  who  was  a physician 
and  surgeon  engaged  in  general  practice.  Dr. 
Lieser,  in  response  to  a telephone  call,  went 
immediately  to  Peddicord’s  home,  arriving  there 
within  five  or  10  minutes,  or  about  15  minutes 
after  the  accident  had  occurred.  In  the  mean- 
time, the  step-brother  had,  at  Peddicord’s  re- 
quest, procured  a pan  of  water  and  a cloth,  and 
with  these  the  latter  fashioned  a wet  compress. 
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and  applied  it  over  his  eyes.  On  the  arrival  of 
the  physician,  the  patient  was  on  his  hands  and 
knees,  holding  the  wet  bandage  in  place. 

The  patient  later  testified  as  follows  as  to 
what  occurred  during  the  physician’s  visit:  “He 
(the  physician)  inquired  as  to  what  had  hap- 
pened, and,  the  best  I could,  I e.xplained  that 
the  refrigerator  had  blown  up,  and  that  I be- 
lieved that  it  contained  ammonia,  and  asked 
him  what  I should  do.  He  informed  me  that 
I should  stay  outside  in  the  fresh  air  and  sun- 
light for  a couple  of  hours  and  I would  be  all 
right,  as  good  as  I ever  was;  that  I was  getting 
my  just  desserts  for  monkeying  around  that 
refrigerator.  . . . He  left  ( the  physician  had 
gone  into  the  house  to  examine  the  refrigerator ) 
and  then  he  soon  returned  and  informed  me 
that  he  didn’t  think  it  was  ammonia  in  the  re- 
frigerator, that  he  thought  it  was  some  other 
type  of  gas  which  he  didn’t  express  the  name  of, 
didn’t  seem  to  know  exactly  what.  I asked  him 
then  if  he  would  look  at  my  eyes,  and  he 
made  the  remark  that,  what  did  he  want  to  look 
at  them  for?  He  had  seen  hundreds  of  cases 
just  like  it  and  knew  what  they  looked  like  and 
that  if  I would  just  do  as  he  told  me,  stay  out- 
side in  the  fresh  air  and  sunlight  for  a couple  of 
hours  I would  be  all  right,  that  it  was  just  like 
a smoke  burn,  and  with  that  I never  heard  him 
again.” 

The  patient’s  testimony  was  corroborated  by 
two  witnesses,  the  step-brother  and  a neighbor 
who  had  appeared  at  the  scene  just  shortly  be- 
fore the  arrival  of  the  physician.  The  step- 
brother, however,  also  testified  that  the  phy- 
sician’s statement  that  “You  are  getting  just  what 
you  deserve  for  fooling  around”  was  in  response 
to  the  information  imparted  to  him  by  the 
patient  and  the  witness,  to  the  effect  that  the 
patient  “was  fooling  with  the  refrigerator  and  it 
blew  up.”  When  asked  whether  the  physician 
was  joking  or  was  serious  in  making  the  state- 
ment attributed  to  him,  the  witness  said:  “From 
those  words,  I believe  that  he  was  just  kind  of 
joking  about  it.” 

The  physician  testified  that,  upon  his  arrival 
at  the  place,  and  after  inquiring  as  to  the  cause 
of  the  accident,  he  made  partial  examination  of 
the  patient’s  eyes,  but  was  unable  to  make  a 
thorough  examination  because  to  do  so  would 


have  required  certain  instruments  which  he  did 
not  have. 

During  the  time  the  physician  was  present,  a 
period  of  10  or  15  minutes,  the  patient  made  no 
complaint  of  pain,  and,  according  to  his  own 
subsequent  testimony,  did  not,  during  that 
period,  experience  any  noticeable  pain  or  dis- 
comfort other  than  a headache  and  a cough. 
The  physician  did  not  irrigate  the  patient’s  eyes, 
nor  administer  any  other  remedy  or  palliative  to 
him. 

Shortly  after  the  physician  had  departed,  the 
patient,  who  was  then  alone,  began  to  experi- 
ence pain  in  his  eyes,  and  difficulty  in  breathing. 
He  thereupon  went  into  the  house  unattended, 
and  telephoned  to  the  army  hospital  for  an 
ambulance.  Within  15  or  20  minutes,  the  ambu- 
lance arrived,  and  the  patient  was  taken  to  the 
hospital,  where  he  was  given  immediate  care. 
During  the  next  24  hours,  fluids  of  one  kind 
or  another  were  constantly  injected  into  his 
eyes;  no  opiates,  however,  were  administered. 
When  the  patient  left  the  hospital,  the  next  day, 
he  was  unable  to  see  anything,  and  from  that 
time  on  was  totally  blind. 

The  patient  brought  an  action  in  the  Superior 
Court  of  Clark  County,  Washington,  against  the 
physician  to  recover  damages  for  injuries  result- 
ing from  alleged  malpractice.  The  court  rendered 
judgment  for  the  patient,  and  the  physician  ap- 
pealed. 

The  Supreme  Court  of  Washington  reversed 
the  decision  of  the  court  below  and  dismissed 
the  case.  The  Supreme  Court  declared:  “If,  in 
this  instance,  the  alleged  failure  to  make  an 
examination  of  respondent’s  eyes  be  considered 
as  a failure  to  make  any  diagnosis  at  all,  it  still 
would  not  afford  a right  of  action  unless  the 
treatment  which  followed  was  improper.  An 
essential  element  of  the  right  of  action  is  im- 
proper treatment.  . . . Viewing  all  the  testimony 
in  this  case  as  a whole,  the  most  that  can  be 
said  on  respondent’s  behalf  is  that  there  is  a 
serious  disagreement  among  qualified  experts 
as  to  the  advisability  of  putting  water  on  eyes 
damaged  by  sidphurous  acid.  Under  such  cir- 
cumstances, apellant  cannot  be  held  guilty  of 
malpractice  because  he  did  not  pursue  that 
course  of  treatment.” 
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SOUTHWEST  HEALTH-O-RAMA 

A full  scale,  professionally  produced  South- 
west HEALTH-O-RAMA,  encompassing  the 
many  facets  of  the  health  field,  has  been  an- 
nounced by  Robert  R.  Rinehart,  chairman  of 
the  coming  event. 

Scheduled  for  February  16-21  inclusive,  1961, 
at  popular  Tower  Plaza,  Phoenix,  Arizona,  and 
presented  under  the  sponsorship  of  the  Phoenix 
Community  Council  — a non-profit  organization 
— with  the  endorsement  of  the  Maricopa  County 
Medical  Society  — the  35,000  square  foot  plus 
show  is  expected  to  draw  thousands  of  visitors 
from  many  parts  of  Arizona.  This  state  resident 
attendance  will  be  further  enlarged  because  of 
the  many  tourists  and  winter  residents  who  will 
be  in  Phoenix  and  adjacent  places  during  the 
show  dates. 

Exhibits  in  Helath-O-Rama  will  be  comprised 
of  displays  and  demonstrations  by  member  or- 
ganizations of  the  Council,  and  by  commercial 
firms  whose  products  and/or  services  meet  with 
tlie  approval  of  the  Health-O-Rama  Executive 
Committee.  All  such  participants  and  their 
presentations  must  be  of  the  caliber  necessary 
to  maintain  the  high  standard  of  ethics  set  by 
the  sponsors  and  cooperating  organizations.  Ex- 
hibits must  be  attractively  designed  to  assure 
visitor  interest  and  to  coincide  with  the  over-all 
level  of  the  producers. 

Health  educational  programs,  free  medical 
tests  of  varied  types,  and  demonstrations  will  be 
highlights  of  Health-O-Rama.  Qualified  speakers 
are  being  invited  to  appear  on  daily  lecture  pro- 
grams. Motion  pictures  of  an  appropriate  nature 
will  also  be  shown.  The  nominal  box  office 
charge  will  include  admission  to  these  features. 

The  Health-O-Rama  Executive  Committee  in- 
cludes: Chairman,  Robert  R.  Rinehart,  Public 
Relations  Director,  Arizona  Blue  Cross  & Blue 
Shield,  Co-Chairman,  William  W.  Wood,  Ex- 


ecutive Director,  Arizona  Heart  Association; 
Committee  Members  — Mrs.  Mary  Anderson, 
Area  Medical  Consultant,  U.  S.  Department 
HEW,  Ceorge  C.  Bright,  member  Board  of 
Directors,  Community  Council,  Stanford  F. 
Farnsworth,  M.D.,  Director,  Maricopa  County 
Health  Department,  Richard  O.  Flynn,  M.D., 
Maricopa  County  Medical  Society,  Milt  Craham, 
President,  Community  Council,  R.  W.  Russong, 
M.D.,  Maricopa  County  Medical  Society,  Elvin 
Sayre,  Executive  Director,  American  Cancer  So- 
ciety, Arizona  Division,  Miss  Cherry  Tsutsumida, 
Director  of  Health  Education,  Arizona  State 
Health  Department.  Ex-Officio  — W.  Albert 
Brewer,  M.D.,  President,  Maricopa  County  Med- 
ical Society,  Milton  Gan,  Executive  Director, 
Community  Council. 

Further  information  relative  to  Health-O-Rama 
may  be  obtained  by  contacting  Health-O-Rama, 
P.  O.  Box  10054,  Phoenix,  Arizona. 


SCHOOL  OF 
PRACTICAL  NURSING 

The  S.  H.  Kress  School  of  Practical  Nursing, 
opened  in  September,  1957,  at  the  Pima  County 
Hospital,  2900  S.  6th  Ave.,  Tucson,  Ariz.,  pre- 
pares carefully  selected,  qualified  applicants  to 
give  good  nursing  care  to  patients  of  all  ages 
under  the  direction  of  a licensed  physician  or  a 
registered  professional  nurse.  Upon  satisfactory 
completion  of  the  course,  the  graduate  is  eligible 
for  state  licensing  examination  which  qualifies 
her  as  a Licensed  Practical  Nurse. 

The  school  is  approved  by  the  Arizona  State 
Board  of  of  Nurse  Registration,  the  National 
Association  for  Practical  Nurse  Education  and 
Service,  and  the  Bureau  of  Indian  Affairs.  The 
cost  of  the  course  is  approximately  $170.  Any 
woman  interested  in  practical  nursing  who  is 
between  the  ages  of  18  and  50,  a graduate  of  a 
high  school  or  who  completes  a high  school 
equivalency  test,  is  a citizen  of  the  United  States 
and  in  good  physical  and  mental  health  should 
contact  the  school  for  a brochure. 
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MEDICAL  HISTORY 
OF  WAR  OFFERED 

Many  of  the  medical  lessons  learned  during 
World  War  I had  to  be  relearned  under  fire 
during  World  War  II  because  of  paucity  of  dis- 
tribution of  the  World  War  I medical  history. 

Lieutenant  General  Leonard  D.  Heaton,  The 
Army  Surgeon  General  in  an  endeavor  to  pre- 
vent this  costly  relearning  process,  in  the  unhap- 
py event  of  another  war,  has  directed  the  prep- 
aration, publication,  and  distribution  of  the  “His- 
tory of  the  Medical  Department,  United  States 
Army,  in  World  War  II.”  General  Heaton  is  par- 
ticularly anxious  that  information  of  the  exist- 
ence and  availability  of  this  history  be  circula- 
ted widely  among  the  profession,  both  military 
and  civilian. 

Of  the  48  volumes  programmed  for  the  series, 
15  have  been  published  and  can  be  purchased 
at  modest  cost  from  The  Superintendent  of  Doc- 
uments, Government  Printing  Office,  Washing- 
ton 25,  D.  G.  The  set  of  15  volumes  may  be  pur- 
chased for  $66.50  or  individual  volumes  can  be 
obtained  at  remarkably  low  prices.  Gommanding 
officers  of  medical  units  may  requisition  copies 
for  their  medical  unit’s  libraries  by  submitting 
DA  Form  17  directly  to  The  Historical  Unit. 
U.  S.  Army  Medical  Service,  Washington  12, 
D.  G. 

Volumes  now  available  are: 

“General  Surgery”  — Edited  by  Michael  E.  De- 
Bakey,  M.D. 

“Neurosurgery,”  Volume  (Head  Injuries)  — Ed- 
ited by  R.  Glen  Spurling,  M.D.  and  Barnes 
Woodhall,  M.D. 

“Neurosurgery,”  Volume  II  (Spinal  Gord  and 
Peripheral  Nerve  Injuries)  — Edited  by  R. 
Glen  Spurling,  M.D.  and  Barnes  Woodhall, 
M.D. 

“Ophthalmology  and  Otolaryngology”  — Edited 
By  M.  Elliott  Randolph,  M.D.  and  Norton 
Ganfield,  M.D. 

“Orthopedic  Surgery,  European  Theater  of  Oi> 
erations”  — Edited  by  Mather  Gleveland,  M.D. 


“Orthopedic  Surgery,  Mediterranean  Theater  of 
Operations”  — By  Oscar  P.  Hampton,  M.D. 
“Physiologic  Effects  of  Wounds”  — Edited  by 
Fred  W.  Rankin,  M.D.  and  Michael  E.  De- 
Bakey,  M.D. 

“Vascular  Surgery”  — Edited  by  Daniel  G.  Elkin, 
M.D.  and  Michael  E.  DeBakey,  M.D. 

“Cold  Injury,  Ground  Type”  — By  Tom  F. 
Whayne,  M.D.,  and  Michael  E.  DeBakey, 

M.D. 

“Dental  Service”  — George  F.  Jeffeoat,  D.M.D. 
“Environmental  Hygiene”  — By  James  Stevens 
Simmons,  M.D.  and  others. 

“Personal  Health  Measures  and  Immunization” 
— By  John  E.  Gorden,  M.D.,  Tom  F.  Whayne, 
M.D.  and  others. 

“Communicable  Diseases,”  Volume  IV  — By 
John  E.  Gordon,  M.D.,  Joseph  Stokes,  M.D. 
and  others. 

“Hospitalization  and  Evacuation,  Zone  of  In- 
terior” — By  Clarence  McKittrick  Smith. 


Give  tlie  ik 

MERRIEST 

CHRISTMAS 
gift  of  all! 

A gift  subscription  to  Arizona  Highways,  begin- 
ning with  the  beautiful  new  all  full-color  Christinas 
issue,  is  an  appreciated  gift  that  lasts  throughout 
the  year. 

Gift  subscriptions  will  be  announced  on  a gay 
Christinas  card  with  your  name  handsigned  in  any 
manner  you  wish.  The  Christmas  magazine  will  be 
mailed  in  an  envelope  carrying  the  Season’s  motif 
in  time  to  reach  > our  friends  for  the  Holiday  Season. 


IlRIZONfl 

HlGHUJflVS 


One  year  subscription,  $3.50  in  the  United  States  and  Posses- 
ions; $4.50  elsewhere.  Send  subscription  order:  to  1739  W. 
Jackson,  Phoenix,  Arizona. 


Slow  it 
down  with 


SERPASiC  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 

(reserpine  ciba)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 

supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request 


CIBA 
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Retirement  Program 
For  Doctors’  Employees 


The  first  medical  association  in  the  country  to 
establish  a retirement  program  for  all  doctors’ 
employees  is  the  Riverside  County  Medical  As- 
sociation, whose  physicians  realized  a definite 
need  to  provide  adequate  security  for  career 
employees  in  medicine. 

According  to  RCMA  executive  secretary,  Her- 
bert O.  Brayer,  the  purpose  of  the  plan  is  to  pro- 
mote medicine  as  a lifetime  career  “not  just  for 
the  M.D.  and  R.N.,  but  for  those  all  important 
receptionists,  bookkeepers,  lab-technicians,  prac- 
tical nurses,  medical  secretaries  and  others  who 
now  are  essential  to  the  successful  practice  of 
medicine.” 

The  program  is  open  to  every  full-time  em- 
ployee of  the  257  physician  members  of  the  Riv- 
erside County  Medical  Association,  or  of  the 
Association  itself,  who  has  completed  12  consec- 
utive months  of  employment,  working  at  least 
20  hours  per  week.  Payroll  deductions  for  each 
participating  employee  amount  to  3 per  cent  of 
gross  earnings.  The  physician  employer  will 
match  the  contributions  made  by  his  employees. 


contributing  3 per  cent  of  their  earnings. 

From  The  PR  Doctor,  Oct.  1960 
( Issued  by  Communications  Division, 

American  Medical  Association ) 

THE  GOOD  OLD  DAYS 

The  following  is  an  extract  from  the  “Medical 
Record”  of  February  29,  1896.  Although  the 
overtones  are  tragic,  some  of  the  comments  re- 
garding the  medical  advice  of  the  “Weeder’s 
Digest”  or  “Dime  Magazine”  are  daily  occur- 
rences in  our  time.  And  do  we  not  concern  our- 
selves constantly  with  the  question  of  hospitals 
practicing  medicine?  Only  the  side  of  the 
Women’s  Auxiliary  appears  to  have  improved 
with  time. 

A.J.B. 

“Starvation  Among  Paris  Physicians  — We 
learn  from  the  Paris  correspondent  of  the  British 
Medical  Journal  that  Dr.  Langlard,  after  fifty 
years  of  honorable  practice,  found  no  other  way 
of  escaping  star\'ation  than  suicide.  It  is  esti- 
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mated  that  there  are  twenty-five  hundred  medi- 
cal men  battling  with  starvation,  borne  down 
by  heavy  rent  and  taxes.  Year  by  year  the  num- 
ber of  medical  men  increases,  while,  owing  to 
the  progress  of  hygienic  science  and  still  more 
to  the  disastrous  competition  of  the  hospital  out- 
patient rooms  and  private  gratuitous  clinics,  the 
number  of  patients  decreases.  It  is  the  doctors 
themselves,  says  M.  Lataud,  who  have  created 
their  own  misfortunes.  They  have  taught  lady 
patronesses  of  different  societies  to  diagnose 
disease,  to  dress  and  bandage  wounds,  to  vac- 
cinate their  own  children  and  those  of  their 
neighbors.  Medical  science  is  vulgarized  in  every 
way.  Doctors  write  in  important  daily  papers 
explaining  how  bronchitis  and  cramps  of  the 
stomach  are  to  be  cured,  and  in  fashion  journals 
they  teach  how  to  cure  pimples  and  avert  head- 
aches. Furthermore,  they  have  urged  that  hos- 
pital treatment  be  paid  at  the  rate  of  45.  2d.  per 
day;  the  middle  classes  profit  by  this  tariff  to 
become  hospital  patients,  their  conscience  at  ease 
since  they  pay.  Five  hundred  thousand  gratuitous 
consultations  are  given  yearly  in  Paris  dispensar- 
ies, and  in  this  way  a large  amount  of  fees  is  di- 
verted from  the  medical  profession.  M.  Lutaud 
includes  in  his  indictment  the  Association  des 
Dames,  more  or  less  patriotic,  which  sends  forth 
thousands  of  women  who,  because  they  have  at- 
tended a few  medical  lectures  and  walked  the 
hospitals  for  a few  weeks,  believe  themselves 
to  be  something  very  like  doctors  and  treat  their 
families  and  friends.  This  school  of  medical  half- 
knowledge has  been  created  and  kept  going  by 
medical  men,  who  are  now  being  crushed  by 
the  work  of  their  own  hands.” 

( From  the  “Medical  Record,”  February  29,  1896) 


LABEL  WITH  NAME 
OF  DRUG 

Editor, 

American  Journal  of  Opthalmology: 

The  addition  of  the  above  five  words  to  every 


prescription  will  benefit  both  you  and  the  pa- 
tient. Mystery  as  to  the  nature  of  medications  is 
an  unwarranted  and  obsolete  tradition.  The  fol- 
lowing advantages  accrue  from  labeled  prescrip- 
tions : 

1.  If  the  patient  is  taking  more  than  one  medi- 
cation, a change  in  instructions  concerning  one 
is  less  likely  to  result  in  confusion.  (Which  bot- 
tles do  I stop  using.  Doc? ) 

2.  When  one  of  multiple  prescription  is  ex- 
hausted, it  can  be  identified  for  refilling.  (Doc, 
the  round  bottle  is  empty. ) 

3.  Several  doctors  caring  for  the  same  patient 
can  more  easily  co-ordinate  treatment.  (Why 
are  you  giving  me  Diamox  for  my  eyes  when  the 
heart  doctor  uses  it  for  my  edema? ) 

4.  A consultant  or  new  physician  need  not 
change  or  discard  perfectly  adequate,  but  un- 
known, medications.  This  is  a very  common  un- 
necessary expense  to  patients. 

5.  In  case  of  emergency,  the  nature  of  the  pa- 
tient’s medications  can  more  rapidly  be  deter- 
mined. 

6.  Medications  to  which  there  is  a known  al- 
lergy are  less  likely  to  be  given  without  the  pa- 
tient’s recognition. 

7.  Re-use  of  remaining  medication  later  in  the 
course  of  the  disease  or  by  another  member  of 
the  family  becomes  possible  upon  your  advice. 

8.  Economy,  in  these  days  of  high  drug  costs, 
is  achieved  for  the  various  reasons  already  given. 

9.  Dispensing  errors  may  more  readily  be  de- 
tected. (And  they  happen! ) 

A great  deal  of  confusion  could  be  avoided  if 
prescriptions  were  clearly  identified.  Certainly 
in  matters  as  important  as  human  health  there  is 
no  room  for  uncertainty. 

( Signed ) William  H.  Havener, 
Columbus,  Ohio 


(From  the  American  Journal  of  Ophthalmelogy,  Volume  49, 
Number  4,  April  I960,  reprinted  by  permission. 
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Kalamazoo  Medical  and  Surgical  Fee  List 

Adopted  July  18,  1907 


Out-of-Office  Attendance. 

General  Medicine. 

VISITS  IN  CITY— 7. A.  M.  to  8 P.  M | 

VISITS  IN  CITY— 8 P.  M.  to  7 A.  M 

VISITS  DURING  OFFICE  HOURS 

For  «»ach  addltlqnal  member  of  family  during  a 

visit  

VISITS  IN  COUNTRY.  Extra  per  mile 

VISITS  OUT  OF  TOWN,  (absence  not  to  exceed 

half  a day)  

VISITS  IN  CASES  OF  DANGEROVs  CONTA- 
GIOUS DISEASES  

VISITS  IN  CASES  OF  POISONING 


Office  Attendance. 


General  Medicine. 

OFFICE  CONSULTATION  I 

PHYSICAL  EXAMINATION  

CHEMICAL  OR  MICROSCOPICAL  EXAMINATION 
(Urine,  blood,  sputum,  stomach  contents,  etc.) 

OFFICE  TREATMENT 

TELEPHONE  CONSULTATION’ 

Surgery. 

MINOR  OPERATIONS  (ASSISTANCE  EXTRA).,. $ 

Administration  of  anesthetic 

Operative  assistant  

OFFICE  TREATMENT 

Venereal  Diseases. 

DOUBLE  ORDINARY  FEES. 

Retainer  retjuhed  In  advance. 

Gynecology. 

LOCAL  EXAMINATION  | 

LOCAL  TREAT.MENT 


General  Surgery, 


1.50—  5.00 

2.00 — 6.00 
2.00—  6.00 

.50—  l.OO 
.50 — 1.00 

15.00—  50.00 

2.00—  10.00 
5.00 — 25.00 


1.00—  5.0-) 

1.00—  10.00 
1.00—  15.00 

1.00—  10.00 
.50—  1.00 


3.00—  15.00 

5.00 — 25.00 
1.50—  5100 

1.00—  10.0'> 


2.00—  10.00 
2.00—  5.00 


LIGATIONS. 


Main  arteries  | 25.00—100.00 

Branches  5.00 — 25.00 

RESECTIONS. 

Varicose  veins  5.00 — 100.00 

Varicocele  25.00 — 75.00 

Diseased  bone  10.00 — 200.00 

Joints,  digits 10.00 — 25.00 

Joints,  limbs  50.00—200.00 

Trephining  skull 100.00—500.00 

Nerve  trunks 60.00 — 200.00 

Gasserian  ganglion  100.00 — 500.00 

Intestine  100.00—500.00 

AMPUTATION. 

Digits  10.00 — 25.00 

Hand  or  foot 60.00 — 100.00 

Knee  or  elbow  (at  or  below)  60.00 — 100.00 

Arm  or  thigh 50.00 — 100.00 

At  shoulder  75.00 — 150.00 

At  hip  100.00—200.00 

Breast  50.00 — 200.00 


EXTIRPATIONS. 


Tumors,  superficial...*....  5.00—  50.00 
Tumors,  deep-seated,  (not 

abdominal)  50.00 — 100.00 

Organs,  uvula 3.00—  5.00 

Organs,  kidney  100.00 — 300.00 

Organs,  testicle  50.00 — 100.00 

Organs,  prostate 100.00 — 300.00 

Foreign  bodies. 

Gallstones  100.00 — 500.00 

Urinary  calculus,  cystic  50.00 — 150.00 

Henai,  calculus 100.00 — 500.00 

EVACUATION. 


(By  aspiration  or  Incision.) 

Pleural  cavity  10.00 — 50.00 

Pericardial  sac  50.00 — 2tt0.00 

Peritoneal  cavity  10.00 — 100.00 

Abscess  cavities  5.00 — 50.00 

Joints  iO.OO — 50.00 

Cystic  tumors  5.00—  50.00 

Bladder  5.00 — 50.00 

Hydrocele  3.00 — 50.00 


REDUCTION  OF  FRACTURES. 


Skull  I 25.00 — 100.00 

Nose  6.00 — 26.00 

Maxilla  10.00 — 100.00 

Clavicle  10.00 — 26.00 

Scapula  15.00 — 26.00 

Rib  6.00 — 10.00 

Humerus  25.00 — 100.00 

Radius  or  ulna 10.00 — 30.00 

Hand  6.00 — 20.00 

Pelvl.s  25.00 — 50.00 

Femur  25.00 — 100. ttO 

Tibia  25.00 — 50.00 

Fibula  10.00 — 25.00 

Foot  10.00 — 25.tt0 

Separation  of  epiphysis....  10.00 — 2<t.OO 
Fracture  with  dislocation, 

extra  5.00 — 10.00 

Fracture  Into  a Joint,  extra.  5.00 — 10. oo 

Double  fracture,  extra 5.00 — 10.00 

Comminuted  fracture,  extra.  10.00 — 15.00 
Compound  fracture,  extra..  10.00 — 50.00 

REDUCTION  OF  DISLOCATIONS. 

Of  maxilla  10.00—  20.00 

At  shoulder 10.00 — 25.00 

At  elbow  10.00 — 30.00 

At  wrist  S.OO — 15.00 

Of  phalanges 2.00 — 5.00 

At  ankle  10.00 — 25.00 

At  knee  25.00 — 200.00 

At  hip  25.00—200.00 


ORTHOPEDIC  SURGERY. 


Plaster  dressing,  limbs 5.00 — 20.00 

Plaster  dressing,  trunk  ....  10.00 — SOdio 

Genu  varum  10.00 — 50.00 

Genu  valgum  10.00 — 50. oo 

Talipes  (club  foot)  10.00 — 50.no 

Pes  cavus  (hollow  foot)..,  *5.00 — ^’25.00 

Pes  planus  (flat  fool) 5.00 — 23.00 

Hallux  valgus  10.00 — 20.00 

Hammer  toe  or  finger 5.00 — 25.00 


Surgery  of  Special  Regions. 


Out-of-Office  Attendance. 

Gynecology. 

LOCAL  EXAMINATION % 3.00—  15.00 

LOCAL  TREAT.ME.NT 2.00 — 5.00 

OPERATIONS. 

frrliable  caruncle  

Vulvo-vaginal  abscess  .... 

Imperforate  hymen  

.'Stricture  of  vagina 

Vaginal  fisiulae  .......... 

('oiporrhaphy  

P»Tlneorrhaphy  

Trachelorrhaphy  

Dilatation  of  cervical  canal 

Curettement  

Amputation  of  cervix 

Ovariotomy  

Ovarian  tumors  

Oophorectomy  ^ . 

Extra-uterine  pregnacy  ... 

Hematocele  

Hysterectomy  

Uterine  tumors  

Inira-uferine  tumors 
DI.'^PLACEMENT.'^, 


C«»rrectlon  of  versltms  2.00 — 10.00 

Cr»rrection  of  flexions  2.00 — 10.00 

<’orrectioii  of  i»rolapsu.s 2.00 — 10.00 

Fitting  pe.ssary  2.00 — 10.00 

Alexand«*r’.s  operation  50.00-  -1 00. ‘lO 

Vetdnt-fixatiim  or  su.spen.sion lOO.OO — 200.00 


5.00—  25-00 
5.00 — 25.00 
5.00 — 25.00 

25.00 —  100. Oo 

25.00 —  100  on 

25.00 — 50.00 

25.00 — 75.00 

20.00 — 75.00 
5.00 — 15.00 

10.00 — 25.0-' 

25.00 — 75.00 
100.00—500.00 

100.00— 500.00 

100.00—  500,00 

100.00 —  500.00 
100.00—500.00 
100.00  — 500.00 
100.00  — 500,00 

10.00 — 50.00 


Obstetrics. 

ORDINARY  DEUVERY  15.00 — 25.00 

ALL  VISITS  EXTRA. 

DELIVERY  RV  FORCEPS,  EXTRA 5.00 — 25.0'i 

DELIVERY  BY  OPERATION 50.00— 300.0-; 

DELIVERY  OF  TWINS  20.00  upward 

DELIVERY  OF  PLACENTA  ONI,Y 5.00—  25.00 

PRE.MATURE  DELIVERY,  (Assistance  Extra)  . . 15.00 — 50.00 

PRIMARY  PERI.NEORRHAPHY,  Extra 5.00—  25.0U 

TREAT.MENT  OF  MIS('ARRIAGE 25.00—  75.00 

MedicO'Legal  Cases. 

EXPERT  TESTIMONY ^ 25.00  upward 

EXPERT  INVESTIGATIONS 25.00  upward 

(If  taken  from  practice  over  half  a day,  I2D.OO — 100.00  a day 
atnl  expenses.) 

POST-M/)RTEM  EXAMINATION  .,  25.00—100.00 

Consultations. 

IN  GENERAL  MEDICINE  CASES 5.00—  25.00 

IN  Sl'RGICAL  CASES  C.OO — 25.00 

IN  GYNECOLOGICAL  CASES  6.00 — 25.00 

IN  ORSTETRICAL  CASES 6.00—  25.00 

IN  Ol’T-OF-TOWN  CASES  X5.00— 100.00 


SKIN.  (PLASTIC  SURGERY) 

Skin-grafting  % 25.00 — 500.00 

Hare-lip,  single  25.00 — 50,00 

H..re-llp,  double  25.00 — 100.00 

Rhinoplasty  50.00 — 100. oo 

Circumcision  10.00 — 20,00 

Phimosis  or  paraphimosis 2.00 — 10. oo 

ABDOMEN. 

Appendicitis  100.00 — SOO.Oi) 

A?,dominal  section,  (celiotomy  or  laparatomy) 100.00 — 500.00 

H‘rnla. 

Fitting  truss  3.00 — S.OO 

Reduction  of  strangulated  hernia 

Ey  taxis  10.00 — 25.00 

Py  operation 100.00— rSOO. 00 

Radical  cure 100.00 — 500,00 

RECTUM 

Examinaclon  3.00 — 10.00 

Hemorrhoids,  external  3.00 — 15.00 

Hemorrhoids,  internal  15.00 — 1 (iO.oO 

Fi'^tula  in  ano * 15.00 — 50.00 

FBsure  5.00 — 25.0') 

Stricture  of  rectum 25.00 — 100. Oo 

Dilatation  of  sphincter 5 00 — 10.00 

Ischlo-rectal  abscess 10.00 — 50.00 


EVE.  EAR,  NOSE  AND  THROAT. 

OFFICE  CONSULTATION 

OUTSIDE  CALLS  

OUT  OF  CITY  VISITS 


f 1.50 — 10.00 

2.00 — 10.00 

.half  day  |25.00;  whole  day  ISU.OO 


EYE  EXAMINATIONS  AND  OPERATIONS. 

Refraction  5.00 — 10.00 

Iridectomy  • 50.00 — 100.00 

Cataracts  100.00^—200.00 

Enucleation  of  globe  75.00 — 150.00 

Teuotomy  of  recti  muscles 50.00 — 100,00 

Advancement  of  recti  muscles  75.00 — 150.00 

Operations  on  lids 5.00—  50.00 

Removal  foreign  bodies 10.00 — 50.00 


EAR  E.XAMINATIONS  AND  OPERATIONS. 

Complete  examination  5. 00 — 10.00 

Paracentesis  of  ear  drum 5.00 — 15. Ou 

Mastoid,  simple  4 4 4 # 4 4 4 4 ..>  100.00 — 150.00 

Mastoid,  radical 150.00—200.00 

NOSE  AND  THROAT  EXAMINATIONS  AND  OPERATIONS. 

Complete  examination  2.00 — 6.00 

A lenolds  # # . # • • . • • . # 4 25.00—  50.00 

Tonsil,  enucleation  60.00 — 100. 0) 

Tonsllotomy  10.00 — 25. On 

Tracheotomy 50.00 — 1 00.00 

Intubation  50.00 — 100.00 

Surgical  Assistance  Extra, 

ADMINISTRATION  OF  ANESTHETIC *..$  6.00—  25.00 

OPERATIVE  ASSISTANT 6.00—  25.00 

Insurance  Exflmtnations. 

Fraternal  and  Industrial  I 10(7 — S.OO 

Old  Uric  * 


After  Treatment  not  included  in  above  prices.  - 
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9TH  ANNUAL  CANCER  SEMINAR 
of  the  Arizona  Division 
American  Cancer  Society 

January  12,  13  & 14,  1961 
Tidelands  Motor  Inn  — Tucson 


“Changing  Concepts  in  Tumor  Formation  and  Therapy” 

Tentative  Program 

Thursday,  January  12 


9:00  A.M. 

Greetings  — Dr.  Lindsay  E.  Beaton,  President,  The  Arizona  Medical  Association 

9:15  A.M. 

Some  Metabolic  Approches  to  Cancer 
Chemotherapy  — Part  I 

Arnold  D.  Welch,  Ph.D.,  M.D. 

9:45  A.M. 

Immunology  as  It  Relates  to  Cancer: 

Theoretical  Aspects  

. . .Chester  M.  Southam,  M.D. 

10:30  A.M. 

Break 

The  Polyoma  Story 

Arthur  W.  Ham,  M.B. 

11:15  A.M. 

Diagnostic  and  Therapeutic  Studies  on 
Cancer  of  the  Adrenal 

12:00  Noon 

Luncheon  and  Round  Table 

2:00  P.M. 

The  Use  of  Limited  Surgery  and  Maintenance  Chemotherapy  for  the 

Management  of  Certain  “Inoperable”  Tumors  . . . 

Jeanne  C.  Bateman,  M.D. 

2:30  P.M. 

Laboratory  Studies  in  Cancer  Chemotherapy  with 
Fluorinated  Pyrimidines  

. . Charles  Heidelberger,  Ph.D. 

3:00  P.M. 

Break 

3:15  P.M. 

Correlation  of  the  Roentgenologic  and  Pathologic  Findings  in  the 

Various  Types  of  Primary  Bone  Tumors 

. . . . C.  Howard  Hatcher,  M.D. 

3:45  P.M. 

Question  and  Answer  Session 

Friday,  January  13 

9:15  A.M. 

Assessment  of  Environmental  Agents  in  the 
Pathogenesis  of  Lung  Cancer 

9:45  A.M. 

Indirect  Mechanisms  in  Carcinogenesis 

Henry  S.  Kaplan,  M.D. 

10:15  A.M. 

Break 

10:30  A.M. 

Some  Metabolic  Approaches  to  Cancer 
Chemotherapy  — Part  11 

.Arnold  D.  Welch,  Ph.D.,  M.D. 

11:15  A.M. 

Chemotherapy  of  Choriocarcinoma  and 
Related  Trophoblastic  Tumors  

Roy  Hertz,  M.D. 

12:00  Noon 

Luncheon 

1:30  P.M. 

The  Treatment  of  Bone  Sarcomas  in  Selected 
Patients  by  Regional  Resection 

. . . .C.  Howard  Hatcher,  M.D. 

2:00  P.M. 
2:30  P.M. 

The  Treatment  of  Advanced  Metastatic  Tumors  . . 

Jeanne  C.  Bateman,  M.D. 

2:45-4:00  P.M. 

Panel:  Care  of  the  Patient  with  Advanced  Malignant  Disease 
Jeanne  C.  Bateman,  M.D.  Henry  S.  Kaplan,  M.D. 

C.  Howard  Hatcher,  M.D.  Harold  W.  Kohl,  M.D. 

Roy  Hertz,  Ph.D.,  M.D.  Charles  P.  Neumann,  M.D. 
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Saturday,  January  14 

Clinical  Pharmacology  Studies  with 

Fluorinated  Pyrimidines  Charles  Heidelberger,  Ph.D. 

lm7nunology  as  it  Relates  to  Cancer:  Clinical  Applications  — 

Past- Attempts  and  Future  Possibilities Chester  M.  Southam,  M.D. 

Break 

Host  Factors  in  Relation  to  the  Action  of 

Environmental  Carcinogenic  Agents Paul  Kotin,  M.D. 

Chemical  Modification  of  Radiosensitivity Henry  S.  Kaplan,  M.D. 

Possible  Tumor  Viruses  in  Man  Arthur  W.  Ham,  M.B. 


9:15  A.M. 

9:45  A.M. 

10:15  A.M. 
10:30  A.M. 

11:00  A.M. 
11:30  A.M. 


CHESTER  SOUTHAM,  M.D. 


M.D.  College  of  Physicians  and  Surgeons, 
Columbia  University  1947;  associate  professor  of 
Medicine,  Cornell  University  Medical  College; 
attending  physician  to  the  Department  of  Medi- 
cine, Memorial  Center. 

Associate  member  of  Sloan-Kettering  Institute. 
Author  and  co-author  of  more  than  55  publica- 
tions related  to  research  in  the  field  of  virology. 


CHARLES  HEIDELBERGER,  Ph.D. 

Ph.D.  Organic  Chemistry,  Harvard  1946;  co- 
authored the  text.  Isotopic  Carbon;  in  1948 
joined  the  staff  of  the  McArdle  Memorial  Labor- 


atory of  the  University  of  Wisconsin;  now  holds 
the  rank  of  Professor  there. 

In  1958  received  the  Teplitz  Memorial  Award 
in  Cancer  Research;  serves  as  consultant  in  can- 
cer chemotherapy  to  the  National  Service  Center, 
National  Institutes  of  Health,  also  chairman  of 
its  Bio-chemistry  Committee;  program  chairman 
for  both  1959  and  1960  for  the  American  As- 
sociation for  Cancer  Research.  Has  received  one 
of  the  eight  life-time  professorships  sponsored 
by  the  American  Cancer  Society.  His  research 
has  dealt  primarily  with  the  mechanisms  of 
chemical  carcinogenesis  and  cancer  chemo- 
therapy; currently  is  writing  a book  in  collabora- 
tion with  Dr.  Paul  Kotin  on  carcinogenesis. 


JEANNE  C.  BATEMAN,  M.D. 


Graduate  George  Washington  University 
School  of  Medicine,  Washington,  D.  C.  1942, 
cum  laude;  attending  in  Surgery  in  Oncology, 
Washington  Hospital  Center,  \\7ishington,  D.  C. 

Consultant  in  Oncology  and  attending  in 
Medicine,  Prince  George’s  Hospital;  consultant 
in  Oncology,  Glenn  Dale  Sanitarium;  consultant 
in  Oncology,  St.  Elizabeth’s  Hospital;  consultant 
to  the  Armed  Forces  Medical  Library  and  to 
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the  National  Cancer  Institute;  clinical  instructor 
in  Medicine^  George  Washington  University 
School  of  Medicine.  Author  of  more  than  46 
publications,  most  of  which  are  related  to 
chemotherapy  of  malignant  growths. 


sociation  in  Endocrinology,  Warwick  Memorial 
Clinic  for  Cancer  and  Allied  Diseases,  consultant 
in  Endocrinology  at  the  same  institute;  attending 
physician  at  the  General  Hospital,  Washington, 
D.  C.;  assistant  clinical  professor  of  Medicine, 
George  Washington  University  Medical  School; 
member,  editorial  board  of  the  journal.  Endoc- 
rinology. 

Chairman  of  panel  on  Endocrinology  and 
member  of  Executive  Committee  on  Growth, 
National  Research  Council;  chairman.  Advisory 
Committee  on  Therapy,  American  Cancer  So- 
ciety. Chief,  Endocrinology  Branch,  National 
Cancer  Institute;  member,  editorial  board,  So- 
ciety for  Experimental  Biology  in  Medicine.  In 
1957  received  the  Anne  Erankel  Rosenthal  Me- 
morial Award  for  Cancer  Research.  In  conjunc- 
tion with  others  is  author  of  more  than  99  pub- 
lications, most  of  them  relating  to  problems  in 
Endocrinology. 


PAUL  KOTSN,  M.D. 

M.D.  University  of  Illinois  1940;  Paul  Pierce 
Professor  of  Pathology,  University  of  Southern 
California  School  of  Medicine. 

Diplomate  American  Board  of  Pathology; 
chairman.  Interdepartmental  Cancer  Research 
Committee,  USC;  member.  Committee  for  Re- 
search on  Eactors  in  Carcinogenesis,  Interna- 
tional Union  Against  Cancer;  chairman.  Sub- 
committee for  the  Role  of  Chemical  Carcinogenic 
Agents  Present  in  Air  Pollution;  special  consult- 
ant to  the  Scientifie  Advisory  Board  of  the  To- 
bacco Industry  Research  Committee. 


ROY  HERTZ,  M.D. 


Pfl.E),  Physiology,  University  of  Wisconsin 
1933;  M.D.  University  of  Wisconsin  1939.  As- 


HENRY  S.  KAPLAN,  M.D. 


Professor  of  Radiology,  Executive  Head  of  the 
Department  of  Radiology  and  Director  of  the 
Biophysics  Laboratory  School  of  Medicine,  Stan- 
ford University. 

M.  D.  Rush  Medical  College,  University  of 
Chicago  1940;  member.  Radiation  Study  Section, 
National  Institute  of  Health;  member.  Physical 
Biology  Training  Grant  Committee,  National 
Institutes  of  Health;  member  of  panel  on  Patho- 
logie  Effects  of  Atomic  Radiation,  National 
Academy  of  Sciences,  National  Research  Coun- 
cil; member.  Commission  on  Research,  Interna- 
tional Union  Against  Cancer;  member.  Research 
Advisory  Council,  American  Cancer  Society; 
member.  National  Advisory  Cancer  Council, 
United  States  Public  Health  Service. 
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ARIZONA  HEART  ASSOCIATION 
FOURTH  ANNUAL 
CARDIAC  SYMPOSIUM 

January  27  and  28,  1961 
ARIZONA  BILTMORE  HOTEL 
Phoenix,  Arizona 


FRIDAY,  JANUARY  27, 1961 

8:00  - 9:00  Registration  — Lobby  Entrance 

9:00  Greeting  by  Dr.  William  A. 

Butcher,  Tucson,  President  — Ari- 
zona Heart  Association. 


9:15-10:00 


10:00  - 10:45 


10:45-11:00 

11:00-11:45 


12:30-  2:00 
2:00-  2:45 

2:45-  3:30 

3:30-  3:45 
3:45-  4:30 


8:30-  9:30 


9:30 


9:45-10:30 


Middle  Age  Fitness  — Dr.  Paul 
Dudley  White,  Boston. 

The  Treatment  of  Acute  Cardiac 
Arrhythmias,  Dr.  E.  Grey  Di- 
mond.  La  Jolla,  California. 

Intermission  — Visit  Exhibits. 

Clinical  Diagnosis  of  Congenital 
Heart  Disease  in  the  Adult  — Dr. 
W.  Proctor  Harvey,  Washington, 

D.  C. 

Luncheon  at  the  Poolside. 

Methods  Available  for  Repair  of 
Intracardiac  Defects  — Dr.  Robert 

E.  Gross,  Boston. 

The  Role  of  Phonocardiography 
in  Office  Practice  — Dr.  E.  Gray 
Dimond,  La  Jolla,  California. 

Intermission. 

Panel  Discussion  of  Current  Car- 
diovascular Problems  — Dr.  James 
E.  O’Hare  and  Dr.  Leslie  B. 
Smith,  Moderators. 

SATURDAY,  JANUARY  28,  1961 

Registration  continued  — Lobby. 

Greeting  by  Dr.  W.  Shaw  Mc- 
Daniel, President-elect  — Arizona 
Heart  Association. 

The  Correction  of  Septal  Defects 
— Dr.  Robert  E.  Gross,  Boston. 


10:30  - 10:45  Intermission. 


10:45-  11:30  A Review  of  the  Physiology  and 
Diagnosis  of  Congenital  Heart 
Disease  in  the  Selection  of  Pa- 
tients for  Surgery  — Dr.  E.  Grey 
Dimond,  La  Jolla,  California. 

12:00-  2:00  Luncheon. 

2:00  - 2:45  The  Candidate  for  Cardiovascular 
Disease  — Dr.  Paul  Dudley 
White,  Boston. 


2:45  - 3:30  Bacterial  Endocarditis  following 
Dental  Procedures  of  Cleaning 
and/or  Filling  of  Teeth  — Dr. 
W.  Proctor  Harvey,  Washington, 
D.  C. 

3:30  - 3:45  Intermission. 

3:45  - 4:30  Panel  Discussion  of  Current  Car- 
diovascular Problems  — Dr. 
Donald  K.  Buffmire  and  Dr. 
Andre  J.  Bruwer,  Moderators. 


THE  ARIZONA  MEDICAL 
ASSOCIATION 
70TH  ANNUAL  MEETING 

Safari  Hotel,  Scottsdale,  Arizona 
April  25  through  29,  1961 


FACULTY 


Herb  Adams,  M.D. 

Associate  Professor  of  Radiology 
Stanford  University  School  of  Medicine 
Palo  Verde,  California 
Evan  Calkins,  M.D. 

Director,  Robert  W.  Lovett  Memorial  Unit 
Massachusetts  General  Hospital 
Boston,  Massachusetts 
Mahlon  Delp,  M.D. 

Chairman,  Department  of  Medicine 
University  of  Kansas  Medical  Center 
Kansas  City,  Kansas 
Victor  A.  Drill,  M.D. 

Director  of  Biological  Research 
G.  D.  Searle  and  Company 
Chicago,  Illinois 
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Corwin  Hinshaw,  Sr.,  M.D. 

Professor  of  Medicine 
Stanford  University  School  of  Medicine 
San  Francisco,  California 
Robert  T.  Manning,  M.D. 

Associate  in  Medicine 
University  of  Kansas  Medical  Center 
Kansas  City,  Kansas 
John  H.  Mulholland,  M.D. 

Professor  of  Surgery 

University  of  New  York  College  of  Medicine 
New  York,  New  York 
John  Rebuck,  M.D.,  Ph.D. 

Hematology 
Henry  Ford  Hospital 
Detroit,  Michigan 


PHOENIX  SURGICAL  SOCIETY 

The  following  scientific  meetings  of  the  Phoe- 
nix Surgical  Society  have  been  arranged  for  the 
coming  year.  They  will  be  held,  except  the  last 
meeting  at  Casa  Blanca  Inn,  Scottsdale,  Arizona 
on  the  dates  listed  below.  The  place  and  subject 
of  the  fourth  meeting  will  be  announced  later. 
All  physicians  and  surgeons  are  cordially  invited 
to  the  dinner  and  cocktails  preceding  these 
lectures.  Dinner  to  be  approximately  $5.50  per 
plate,  payable  at  door.  Please  send  reservations, 
not  later  than  a week  in  advance  of  each  meeting 
to  Secretary,  Phoenix  Surgical  Society,  Dr.  W.  H. 
Cleveland,  1313  N.  2nd  St.,  Phoenix,  Arizona. 
All  interested  in  attending  the  lecture  and  not 
the  dinner  will  be  welcome  free  of  charge,  reser- 
vation not  necessary.  Dinner  6:30  P.M.  Lecture 
8:00  P.M. 

Thursday,  December  15,  196  — Casa  Blanca 
Inn,  Scottsdale,  Arizona 

Speaker:  Dr.  Owen  H.  Wagensteen  — Presi- 
dent American  College  of  Surgeons  I960;  Chair- 
man Dept,  of  Surgery  and  Prof,  of  Surgery  Uni- 
versity of  Minnesota,  Minneapolis,  Minnesota. 


Subject:  “Extended  Operations  on  the  Intes- 
tinal Tract.” 

Tuesday,  February  14,  1961  — Casa  Blanca 
Inn,  Scottsdale,  Arizona 

Speaker:  Dr.  Richard  B.  Cattell,  Chief  of  Sur- 
gery, Lahey  Clinic,  Boston,  Massachusetts. 

Subject:  “Surgery  of  the  Biliary  Tract.” 

Tuesday,  April  11,  1961  — Casa  Blanca  Inn, 
Scottsdale,  Arizona 

Speaker:  Dr.  William  D.  Longmire,  Jr.  Profes- 
sor of  Surgery  University  of  California,  Los 
Angeles ) . 

Subject:  “Surgery  of  Thyroids  and/or  Para- 
thyroids.” 

Tuesday,  May  9, 1961  — Place  to  be  announced 
later. 

Speaker:  Dr.  Isidor  S.  Ravdin,  President  Amer- 
ican College  of  Surgeons,  1961,  John  Rhea  Bar- 
ton Professor  of  Surgery  University  of  Pennsyl- 
vania. 

Subject:  To  be  announced  later. 


AMERICAN  COLLEGE  OF  SURGEONS 
MEETING  IN  MEXICO  CITY 
JANUARY  23  THROUGH  26,  1961 

Developments  in  surgical  techniques  will  be 
discussed  by  leading  surgeons  of  Mexico,  Canada 
and  the  United  States  at  the  first  meeting  of  the 
American  College  of  Surgeons  to  be  held  in 
Mexico. 

For  detailed  information,  write  to:  Dr.  Wil- 
liam E.  Adams,  Secretary,  American  College  of 
Surgeons,  40  East  Erie  Street,  Chicago  11,  Illi- 
nois. 
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A-NEW  THERAPEUTIC  ENTITY  FOR  DIARRHEA 


LOMOTIL 

SELECTIVELY  LOWERS  PROPULSIVE  MOTILITY 


LOMOTIL  represents  a major  advance  over  the 
opium  derivatives  in  controlling  the  propulsive 
hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1,314  patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition, 


EFFICACY  AND  SAFETY  of  Lomotil  are  indicated  by  its  low  median  effective 
dose.  As  measured  by  inhibition  of  charcoal  propulsion  in  mice.  Lomotil  was 
effective  in  about  V\\  the  dosage  of  morphine  hydrochloride  and  in  about  V1*0  the 
dosage  of  atropine  sulfate. 


as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 

PRECAUTION:  While  it  is  necessary  to  classify 
Lomotil  as  a narcotic,  no  instance  of  addiction  has 
been  encountered  in  patients  taking  therapeutic 
doses.  The  abuse  liability  of  Lomotil  is  comparable 
with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms,  even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (Hioo  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available 
in  Physicians'  New  Product  Brochure  No.  81  from 

G.  D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 


a broad  spectrum 
non-narcotic  analgesic 

Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^*® 
and  quiets  the  psyche.^’^  ®’^ 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,®  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  “. . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®  ® In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain  ^-tension— > spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


Dosage 

The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [Trancopal®  brandl.  Bottles  of  100  and  1000. 


Trancoprin  Tablets  / non-narcotic  analgesic 


References:  l.  DeNyse,  D.  L.:  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz,  S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3.  Gruenbefg,  Friedrich:  Current  Thcrap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L. : Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  6.  Mullin,  W.  G.,  and  Epifnno,  Leonard:  Am. 
Pract.  <6  Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  9.  Herge.sheinier,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  reg.  U.  S.  Pat.  Off. 
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5055  North  34th  Street 
CRestwood  7-7431 
PHOENIX,  ARIZONA 

OnO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  MEDICAL  DIRECTOF 


A 
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0Th  IS  beautiful,  heated  swimminir  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and'  psychosomatic  disorders,  including  alcoholism. 


- ;mistant 
[Si^ylqctcci  ^ 
amorif-^ 

outpatients*  ^ 
emerge 
less 

frequently.. 
disappear  i ) a 


CHLOROMYCETIir 

chloramphenicol,  Parke-Davis 


IN  VITRO  SENSITIVITY  OF  COAGULASE- POSITIVE  STAPHYLOCOCCI  TO  CHLOROMYCETIN  FROM  1955  TO  1959* 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of  coagulase-positive  staphylococci.  Strains  were  isolated  from 
patients  seen  in  the  emergency  room.  It  should  be  noted  that  among  injratients,  resistant  strains  were  considerably  more  prevalent. 

"■Adapted  from  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475,  1960.  loseo 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 

with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY  • DETROIT  32  MICHIGAN 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


KMIIIUSE 


Each  Kanulase  tablet  contains  Dorasef 
320  units. combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,  N.F.,  500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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This  is  the  newest  Sanborn  electro- 
cardiograph — complete  with  all  acces- 
sories in  a fully  mobile,  easy-to-roll  cabinet 
version.  A single  Model  lOOM  “Mobile 
Viso”  can  easily  serve  several  locations 
within  a clinic  or  hospital,  and  perfectly 
answers  the  need  for  instrument  storage 
away  from  the  point  of  use.  The  highly  de- 
veloped design  of  this  modern  instrument 
also  provides  fully  diagnostic  cardiograms 
at  either  of  two  chart  speeds  (25  and  50  mm/ 
sec),  sensitivity  settings  of  3^,  1 or  2 times 
normal,  fully  automatic  stylus  stabilization 
during  lead  switching,  pushbutton  ground- 
ing, jacks  for  recording  and  monitoring  non- 


ECG  inputs  in  conjunction  with  other  equip- 
ment. The  cabinet  is  available  in  either 
handsome  mahogany  or  exceptionally  dura- 
ble, stain-resistant  plastic  laminate. 

The  same  basic  instrument  — with  identi- 
cal circuitry  — is  also  manufactured  as  a 
desk-top  instrument,  designated  Model  100 
Viso-Cardiette.  A third  choice  in  Sanborn 
EGG’S  is  also  offered,  for  the  physician 
whose  practice  demands  maximum  porta- 
bility: the  18-pound  “briefcase”  size  Model 
300  Visette.  All  are  proven  Sanborn  electro- 
cardiographs, reflecting  more  than  four 
decades  of  experience  in  the  manufacture 
of  medical  instrumentation. 


INI 


MEDICAL  DIVISION 

• ISI  ^ O O IVI 


ISI  Y 


175  WYMAN  ST.,  WALTHAM  54,  MASS. 

Phoenix  Resident  Repre.sen(a(ive  2.5  K.  Osl)orn  Rd.,  Amhcrsi  .5-(),'J28 


In  over  five  years 


Proven 

in  more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

1 simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 


no  cumulative  effects,  thus  no  need  for  difficult 
losage  readjustments 


2r 

ci 

^ does  not  produce  ataxia,  change  in  appetite  or  libido 

4 does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Milt  own* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.ci. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  MF.i'ROTAiss*  — 400  mg.  unmarked,  coated  tablets;  and 
as  MKi'Rosi’AN®— 400  mg.  and  200  mg.  continuous  release  capsules. 


CM-2S37 


W WALLACE  LABORATORIES  / Cranbury,  N.  J. 


♦ TRAOe-MARK 


of  clinical  use 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different’’  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  ore  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


NEW  analgesic 

Kills  pain 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgieal  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied;  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

sonut  (Jompound+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  14  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vi  grain. 

Composition:  Same  as  Soma  Compound  plus  14  grain  codeine  phosphate. 

Dosage;  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


#®WALLACE  LABORATORIES  • Cranbury,  N.  J. 


* References  available  on  request. 
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WINE... 

Now  widely  prescribed  for  the  chronic 
invalid,  the  convalescent, 
the  debilitated  oldster 


Physicians  treating  the  aged  and  the  convalescent  have 
for  generations  been  aware  of  the  restorative  power  of 
wine.  However,  it  remained  for  recent  research*  to  more 
clearly  define  its  clinical  physiological  action. 

Wine  Increases  Appetite — Goetzl  and  co-workers*  observed 
a profound  stimulating  effect  on  olfactory  acuity  and 
appetite,  even  in  anorexia. 

Wine  Aids  Gastric  Digestion — Ogden  and  Southard^  re- 
ported a significant  increase  in  gastric  secretion  following 
ingestion  of  moderate  amounts  of  table  wine. 

Wine  Helps  in  Carc/io/ogy— Prudent  quantities  of  wine 
are  helpfuP  in  counteracting  depression,  anxiety  and  dis- 
comfort in  sufferers  from  heart  and  coronary  disorders. 

Wine— ''  safest  of  all  sedatives..  A — A little  Port  or  Sherry 
at  bedtime  offers  a valuable  relaxant  to  the  insomniac  and 
may  obviate  the  need  for  drug-sedative  medication. 

In  brief,  wine  taken  with  discretion  adds  greatly  to  the 
pleasures  of  the  table,  to  physical  comfort  and  to  mental 
serenity  in  the  aged,  as  well  as  in  the  chronic  sufferer  and 
the  convalescent. 

Research  information  on  wine  is  available  on  request. 
Write  for  your  copy  of  *”Uses  of  Wine  in  Medical 
Practice.”  Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 


1.  Goetzl,  F.R.:  Permonente  Found.  M.Bull.  8:72  (April)  1950. 

2.  Ogden,  E.,  and  Southard,  F.D.,  Jr.:  Fed.  Proceedings  5:77  (1946) 

3.  Brooks,  H.:  Med.  J.  & Rec.  127:199  (1928) 

4.  Haggard,  H.W.,  and  Jellinek,  E.M.:  Alcohol  Explored,  New  York, 
Doubleday,  Doran,  1942. 


‘‘Well,  I’ll  send  the  culture  “The  chief  usually  orders  azotrex.  The  azo  dye 

to  the  lab,  and  we  should  js  excellent  urinary  analgesic  and  the 

hear  from  Bacteriology  in  a sulfamethizole  and  tetracycline  are  likely  to  take  care 

day  or  two.  Now,  how  of  most  of  the  bugs  you  find  in  the  urinary  tract. 

shall  we  treat  her  cystitis  If  necessary,  you  can  switch  to  something  else  after  you  get 

while  we’re  waiting^”  the  lab  findings.  But  it  probably  won’t  be  necessary.” 


Each  AZOTREX  capsule  contains:  tetrex®  (tetra- 
cycline phosphate  complex)  equivalent  to 
tetracycline  HCI  activity. ..  125  mg.;  sulfameth- 
izole . . . 250  nig.;  phenylazo-diamino-pyridine 
HCI  ...  50  mg.  Supply:  Bottles  of  24  and  100. 


BRISTOL  LABORATORIES 
musKU.'T  Div.  of  Bristol-Myers  Co. 
w SYRACUSE,  NEW  YORK 


Diet  or  Drugs? 

In  the  long  term  control  of  serum  cholesterol, 
dietary  therapy  can  achieve  the  objective  in  the  manner  most 
closely  approximating  physiological  norm. 


The  long  term  control  of  elevated  serum  cholesterol  through  changes  in  the  dietary 
pattern  of  the  patient  puts  nature’s  own  process  to  work  most  effectively  to  achieve 
the  objectives  of  treatment.  Here  are  the  beneficial  features  of  dietary  therapy: 

Offers  a solution  to  the  related  problems  of  obesity. 

Involves  little  or  no  added  expense  to  the  patient. 

May  be  used  with  complete  safety. 

Produces  no  adverse  side  effects. 

Preferable  for  the  long-term  management  of  a chronic  condition. 

Brings  about  reduction  of  serum  cholesterol  through  physiological 
processes,  as  yet  not  fully  understood. 

Does  not  usually  generate  new  compounds  in  the  blood, 
thus  helping  the  doctor  make  a more  accurate  analysis 
of  blood  serum  cholesterol. 


Elevated  serum  cholesterol  has  now  been  linked 
to  an  imbalance  in  the  ratio  of  the  type  of  fat 
in  the  diet.  Reductions  in  cholesterol  levels  have 
been  achieved  repeatedly,  both  in  medical  re- 
search and  practice,  through  the  control  of 
total  calories  and  through  the  replacement  of 


an  appreciable  percentage  of  saturated  fat  by 
poly-unsaturated  vegetable  oil. 

An  important  measure  in  achieving  replace- 
ment is  the  consistent  use  of  poly-unsaturated 
pure  vegetable  oil  in  food  preparation  in  place 
of  saturated  fat. 


”’'“'  Free  Wesson ’irecipes  for  delicious  main  dishes,  desserts,  and  salad  dressings  are  available 


for  vour  patients.  Request  quantity  needed  from  The  Wesson  People,  Dept.  N,  210  Baronne  S1 


Poly-unsaturated  Wesson  is  unsurpassed  by  any 
readily  available  brand,  where  a vegetable  (salad)  oil  is  medically 
recommended  for  a cholesterol  depressant  regimen. 


Wesson  is  poly-unsaturated 


WESSON’S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil... winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly  unsaturated)  50-55% 

Oleic  acid  glycerides  (mono  unsaturated  16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3  0.5% 

Total  tocopherols 0.09  0. 12% 


More  acceptable  to  patients.  Wesson  is  preferred 
for  its  supreme  delicacy  of  flavor,  increasing  the 
palatability  of  food  without  adding  flavor  of  its  own. 


Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%.  Only  the 
lightest  cottonseed  oils  of  high  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations 
are  permitted  in  the  22  exacting  specifications 
required  before  bottling. 

Economy,  Wesson  is  consistently  priced  lower  than 


Never  hydrogenated^ — completely  salt  free 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PORTLAND,  OREGON 

Wednesday,  January  11,  1961 
The  Sheraton-Portland  Hotel 

MONTGOMERY,  ALABAMA 

Friday,  January  13,  1961 
The  Whitley  Hotel 

MINNEAPOLIS,  MINNESOTA 

Monday,  January  16,  1961 
The  Hotel  Leamington 

LEMONT,  ILLINOIS 

Wednesday,  January  18,  1961 
The  White  Fence  Farm 

CINCINNATI,  OHIO 

Sunday,  January  22,  1961 
The  Netherland  Hilton  Hotel 

NEW  DORP,  STATEN  IS.,  N.  Y. 

Wednesday,  February  15,  1961 
The  Tavern-on-the-Green 

CHARLESTON,  SOUTH  CAROLINA 

Thursday,  February  23,  1961 
The  Francis-Marion  Hotel 


ANCHORAGE;  ALASKA 
Saturday,  February  25,  1961 
The  Westward  Hotel 

BAKERSFIELD,  CALIFORNIA 

Friday,  March  3,  1961 
The  Bakersfield  Hacienda 

WILLIAMSBURG,  VIRGINIA 

Wednesday,  March  8,  1961 
The  Williamsburg  Lodge 

ALBUQUERQUE,  NEW  MEXICO 

Saturday,  March  11,  1961 
The  Hilton  Hotel 

OMAHA,  NEBRASKA 

Thursday,  March  16,  1961 
The  Sheraton-Fontenelle  Hotel 

PHOENIX,  ARIZONA 

Saturday,  March  18,  1961 
The  Westward  Ho  Hotel 

LOUISVILLE,  KENTUCKY 

Thursday,  March  23,  1961 
The  Sheraton-Seelbach  Hotel 


BAY  SHORE,  LONG  ISLAND. 
NEW  YORK 

Wednesday,  April  12,  1961 
The  LaGrange  Inn 

BUTTE,  MONTANA 

Saturday,  April  22,  1961 
The  Finlen  Hotel 

ITHACA,  NEW  YORK 

Thursday,  April  27,  1961 
The  Statler  Club 

ERIE,  PENNSYLVANIA 

Wednesday,  May  3,  1961 
The  Hotel  Lawrence 

SACRAMENTO,  CALIFORNIA 

Wednesday,  May  10,  1961 
The  El  Dorado  Hotel 

LOS  ANGELES,  CALIFORNIA 

Wednesday,  June  7,  1961 
The  Statler  Hotel 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  N.  Y. 


■3. 


more  comprehensive  reliePln  ^cute 
self -limiting  diarrheas  through  the  time-tested  effectiveness  of  tvvo 
outstanding  antidiarrheals— Donnagel  and  a paregoric  eciuivalent. 
Tastes  good,  too! 


Each  30  cc.  (1  fl.  oz.)  of  Donnxcel-PG 
cepteins: 

nOM^red"  opium  .U.S  J*.  24.0  mg. 

* Tecraivalsnt  tovai^orie  6 jzil,) 

.......... .»...............u...*...tif.t«.......  6*0  Gm* 


Also  available: 


. • i.  : ■ — for 

control  of  bacterial  diarrheas. 


Pectin 

. .Natural  beili^onim.  alkaloids 
! . hyosotamis  sulfate 
- «&t)pina  amfate  .....h 
hy^sclne  hydrobtomide 
Ptexoharfaital 


142^  mg. 


0.10S7  mg. 
0,0104  mg. 
0006 

{%  gr.)  16,2  mg. 


■ — -the  basic  formula  — 

when  paregoric  or  an  antibiotic  is  not 
required. 


;;;  .;__Ehpku?d:  Pleasant»tft*tmg  banana  fla- 
■^hred  suspeision  in  bottles  of  6 fl.  ot. 


A.  H.  ROBINS  CO.,  INC. 

RICHMOND  20,  VIRGINIA 
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PHARMACY  DIRECTORY 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 

P.  C.  Srutwa,  R.  Ph.  G. 


SCOTTSDALE  MEDICAL 
CENTER  PHARMACY 

218  E.  Stetson  Drive 
SCOTTSDALE,  ARIZONA 
WH  5-3791 

Cas.  H.  Srutwa,  B.  Sc. 


Protection  Against  Loss  Of  income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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AU  OVER  AMERICA! 

KENTwiththeMICRONITEFILe 
IS  SMOKED  BY 

MORE  SCIENTISTS  and  EDUCATORS 


than  any  other  cigarette!* 


This  does  not  constitute  a 
professional  endorsement 
of  Kent.  But  these  men,  like 
millions  of  other  Kent  smokers, 
smoke  for  pleasure,  and  choose 
their  cigarette  accordingly. 


The  rich  pleasure  of  smoking 
Kent  comes  from  the  flavor 
of  the  world’s  finest  natural 
tobaccos,  and  the  free  and 
easy  draw  of  Kent’s  famous 
Micronite  Filter. 


If  you  would  like  the  booklet,  “The  Story  of  Kent”,  for  your 
own  use,  write  to:  P.  Lorillard  Company  — Research  De- 
partment, 200  East  42nd  Street,  New  York  17,  New  York. 


For  good  smoking  taste, 
it  makes  good  sense  to  smoke 


^ Results  ol  a continuing  study  of  cigarette  preferences,  conducted  by  O'Brien  Sherwood  Associates,  N Y . N Y. 

A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


O mCLMODUAmCO. 


1.1  -£Li  V 1 For  the 

multi-system  disease 

HYPERTENSION 


Hydroflumethiazide  • Reserpine  • Protoveratrine  A 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — a.  tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Protoveratrine  A— a centrally  mediated 

vasorelaxant 0.2  mg. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 

Comprehensive  information  on  dosage  and  precautions 
in  ofRcial  package  circular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 
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* LABORATORIES 

RADIOLOGY 

Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
Radiology 


NORTH  CENTRAL  MEDICAL 
LABORATORY 

2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 


PATHOLOGY 

AL  2-4993 

Maurice  Rosenthal,  M.D. 

George  <Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

John  W.  Kennedy,  M,D.  James  R.  Matheson,  M.D.  Frank  S.  Tolone,  M.D. 

Diplomate  Diplomate  Diplomate 

American  Board  of  American  Board  of  American  Board  of 

Radiology  Radiology  Radiology 

ALpine  3-4131 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

"The 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4T51 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  trom  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THliRMO-hAX  ' Secretary  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  the  bill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  •SogsrjirJ  uuH  prict. 


Th*  \tm\  THERMO  fAK  inrt  StCRTTARV  in  Infli- 
mirNiol  MinnMolJ  MinmiAMIj  Co. SI  Piuli.Minn 
GihkaI  t»pwl.  99  f*irk  Avinui.  Htw  Yofh  16,  N Y. 
In  Ctnidi:  P.  0 Ooi  London,  Ont, 


HUGHESCALIHAN 


CORPORATION 


2608  N.  Central  — Phoenix,  Arizona  — CR  9-4166 
417  E.  3rd  St.  — Tucson,  Arizona  — MA  4-4372 
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IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  INNER  SPACE’ 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  ■without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 

©For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mary  vale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


Doctor's  PEGBOARD  RECEIVABLE  SYSTEM 

CUTS  COSTS  BY  50%  OR  MORE 

(1)  Statement  —Receipt  and/or  Statement 

(2)  Patient  Ledger 

(3)  Record  of  Charges  & 

Receipts 

OPERATION  OF  THE  DOCTOR'S  PEGBOARD  RECEIVABLE 
SYSTEM 

The  basis  of  pegboard  accounting  is  the  adaptation  of 
proven  accounting  machine  principles  to  a hand  posted 
system  or  manual  system.  By  setting  up  the  report  of 
charges  & receipts,  patients  ledger  and  statement-receipt 
on  the  collated  writing  board,  we  accomplish  the  posting 
of  all  three  essential  accounts  receivable  records  by  simply 
filling  out  the  receipt  by  the  use  of  one  time  carbon.  The 
system  is  so  easy  and  trouble  free  to  operate,  that  the 
receptionist  can  easily  keep  her  records  current  and  still 
maintain  her  other  duties. 

calI  for  trained  representative 

Alpine  8-1609 
3111  N.  29fh  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2466 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


's 

LITHOGRAPHY  - ROTARY 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N,  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


itledicat  Center  and  Ctinical  Xaff^rntmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pl-0^e^^hHal  an4  Clinical  4,a^eratmi 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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PHYSICIANS’  DIRECTORY 


SURGERY 


OBSTETRICS  & GYNECOLOGY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 


550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 

Park  Central  Medical  Bldg. 
Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 


ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


ROY  O.  YOUNG,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 

110  West  Birch  Avenue 
Flagstaff,  Arizona 
Phone:  PRospect  4-4611 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 

A L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3*2531 


RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 


PSYCHIATRY  and  NEUROLOGY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 


322  W.  McDowell  Rd. 


PHOENIX,  ARIZONA 


1515  N.  9th  St. 


Phoenix,  Arizona 
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PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


EYE,  EAR,  NOSE  and  THROAT 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Oiplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  - 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 
CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGERY 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 

2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 


CLINIC  DIRECTORY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.  — Alvin  L.  Swenson,  M.D. 

Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D. 

T.  H.  Taber,  Jr.,  M.D. 

Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — Phoenix,  Arizona  — CR  7-621 1 
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This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists; 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 


JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

“Eastablished  1932" 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

o Medical  Doctor  of  your  choice 
• Non-Sectarian 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 

Phones:  MA  4-1562  - MA  3-1391 
1501  N.  3rd  Avenue  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


ARIZONA  PODIATRY  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Daniel  R.  Nenad,  D.S.C. 

Samuel  Mason,  Pod.  D. 

40  E.  Thomas  Rd.  — CR  9-4161 

205  E.  Camelback  Road.  — AM  5-7510 

461  W.  Catalina  Dr.  — AM  6-1009 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

Irwin  D.  Shapiro,  Pod.D. 

A.  Stern,  D.S.C. 

753  E.  McDowell  Rd.  — AL  4-4414 

40  E.  Thomas  Rd.  — CR  9-4161 

TUCSON 

17  S.  1st  St.  — AL  3-2231 

Felton  0.  Gamble,  D.S.C. 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

1888  N.  Country  Club  Rd.  — EA  6-3212 

318  E.  Congress  St.  — MA  3-9151 

2629  E.  Broadway  — EA  5-6333 

E.  Gene  Shank,  D.S.C.  Ernest  C.  Badger,  D.S.C. 

2004  N.  Campbell 

— ■ EA  6-6077  Lowell,  Arizona 

- HE  2-3361 

Dollars  Today — 

— Doctors  Tomorrow 
American  Medical  Education  Foundation 

535  N.  Dearborn  Street,  Chicago  10,  Illinois 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  ot 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

Alpine  4-41 11  — Adams  St.  at  Fourth  Ave. 


in  very  special  cases 
a very  superior  brandy... 
- ^pecfy  ^ 


Ssfifi. 


COGNAC  BRANDY 

Proof  I Schieffelin  & Co,,  New  York 


MUrray  1-2301 
SYcamore  5-9901 


2900  E.  Del  Mar  Blvd 

(formerly  Blanche  direct) 


PASADENA, 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
d located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 
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LOIS  GRUNOW  MEMORIAL  BUILDING 

McDowell  at  tenth  street  phoenix,  Arizona 


OPTHALMOLOGY 
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OBSTETRICS  and  GYNECOLOGY 
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Associate  Radiologist— Don  E.  Matthiesen,  M.D. 

Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 

The  construction  of  a new  addition  has  been  completed  and  suites  are  now  available  for  leasing 
both  in  the  present  building  and  in  the  new  addition.  For  information  call  the  leasing  office,  AL 
2-0494. 
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• emulsifies  fats 
Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  moiilit> 
by  unsplit  fats 


_____  • improves  motility 

Dechotyl  gently  stimulates 
intestinal  peristalsis 


» increases  bile 
Dechotyl  stimulates  __ 
the  flow  of  bile  — 
a natural  bowel 
regulator 


• softens  feces 
Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


lielps  free  your  patient  from  botli . , , 
constipation  and,  laxatives 

DECHOTYL 

TRABLETS* 

well  tolerated... gentle  transition  to  normal  bowel  function 

Recommended  to  help  convert  the  patient  — naturally  and  gradually  — to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Deciioi.in,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  .50  mg.  dioctyl  sodium  sulfosuccinatc,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  0416O 


AMES 


COMPANY.  INC 
Elkhart  • Indiono 
Toronto  • Conodo 


Un  i V 0 r 3 : t.v  o f Ca  1 f o r n i i 
^-eiiaal  Cen.er  Li orary 
3rd  & Pa  rn  ^^3 3 js 
San  Francisco  22,  Calif. 


in  overweight 


To  improve  your  patients’  mood  and 
to  help  them  stick  to  their  diets: 


DEXAMYL 

brand  of  dextro  amphetamine  and  amobarbital 


Spansule®  capsules 
Tablets  • El  ixir 


Each  'Dexamyl'  Spansule  sustained 
release  capsule  (No.  2)  contains 
'Dexedrine’  (brand  of  dextro  ampheta- 
mine sulfate),  15  mg.,  and  amobarbital, 
1 V2  gr.  Each 'Dexamyl’  Spansule  capsule 
(No.  1)  contains  'Dexedrine’,  10  mg.,  and 
amobarbital,  1 gr. 


To  curb  appetite  and  to  restore  energy  when  your 
patient  is  listless  and  lethargic: 


Each  'Dexedrine’  Spansule  sustained 
release  capsule  contains  dextro  amphet- 
amine sulfate,  5 mg.,  10  mg.,  or  15  mg. 


DEXEDRINE®  Spansule® capsules  ‘Tablets  • Elixir 

brand  of  dextro  amphetamine 
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